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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
of  nutrition,  and  to  promote  tolerance  of  remedies. 

GASTRON — the  acid-aqueous-glycerin  extract  of  the  entire  gastric 
mucous  membrane*  prescribed  simply  by  the  name — G A S T R 0 N. 

Samples,  literature,  upon  request. 

‘Alcohol-free. 

Fairchild  Bros.  & Foster 

NEW  YORK 

Uniformity 

In  Digitalis  Therapy 

Tablets  Digitalis 


Standardized  'Whole  Leaf 


J&ederle 

A FTER  YEARS  OF  STUDY  by  the  New  York  Cardiac 
YjL  Clinics,  their  choice  of  digitalis  products  is  a tablet 
made  from  whole  leaf  having  a potency  of  One  Cat  Unit  in 
one-and-a-half  (iU)  grains  of  the  powdered  leaf. 

These  tablets  have  proved  to  be  well  tolerated  and  to  give 
consistent,  dependable  clinical  results.  A study*  of  four  lots  of 
standardized  powdered  leaf  by  Gold  and  Dc  Graff  gave  no  indica- 
tion of  loss  in  clinical  efficiency  during  a period  of  three  years. 

The  Lederle  tablets  were  developed  as  a result  of  this  work 
in  the  New  York  Cardiac  Clinics.  Only  digitalis  leaf  which  has 
been  clinically  demonstrated  to  possess  uniformity  of  action  is 
employed  in  the  preparation  of  the  Lederle  tablets.  To  ensure 
this  uniformity,  a supply  of  standardized  powdered  leaf  suffi- 
ciently large  to  last  for  several  years  is  employed;  and  when  5 to 
10%  of  this  quantity  has  been  used,  a like  amount  of  standardized 
powdered  leaf  is  added  to  the  remaining  stock.  By  this  method, 
there  can  at  no  time  be  any  appreciable  variation  in  the  clini- 
cal results  obtained  from  tablets  made  from  such  standardized 
leaf. 

Tablets  Digitalis  (Whole  Leaf)  Lederle  are  supplied  in  three 
sizes:  2 Cat  Units  (3  grains');  1 Cat  Unit  (1  Vi  grains);  and  H Cat 
Unit  ( \ grain). 

* Gold  £/  De  Graft,  Jour.  AMA.,  Mar.  31,  ’28.  p.  1016. 


Lederle  Antitoxin  Laboratories 

511  FIFTH  AVENUE,  NEW  YORK  CITY 


Physician.*’  samples  and  literature  upon  retjue.s: 


Dr 


Street 


City 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  provides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 

Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 


Radium  Therapy — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  to  confer  and  cooperate  with  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 


Rex  Duncan,  M.  D. 


E.  D.Ward,  M.  D. 
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Specialists  in  the  Southwest 


LESLIE  M.  SMITH,  M.  D. 


EL  PASO,  TEXAS 


J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

UOU  Roberts-Banner  Bldg.  El  Paso 


W.  E.  VANDEVERE,  M.  D. 

Eye.  Ear.  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
218  Mills  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

1,01-2  Roberts-Banner  Bldg.  El  Paso 


Your  Professional  Card  in  this  space  reaches 
every  member  of  the  profession  in  the  entire 
southwest.  Write  for  rates. 


JOHN  W.  CATHCART,  M.  D. 

and 

C.  H.  MASON,  M.  D. 

Practice  Limited  to 

X-Ray  and  Radium 

311  Roberts-Banner  Bldg.  El  Paso 


E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 


Practice  Limited  to 
Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

1029  First  National  Bank  Bldg.  El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


W.  L.  BROWN.  M.  D.  C.  P.  BROWN.  M.  D 

BROWN  AND  BROWN 

Suite  1,01,  Roberts-Banner  Bldg.  El  Paso 


DR.  L.  A.  NEIL 

Practice  limited  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 

F.  C.  GOODWIN,  M.  D. 

Practice  Limited  to> 

Orthopaedic  Surgery 

823-824  Mills  Bldg.  El  Paso,  Texas 


JAMES  VANCE,  M.  D. 

Practice  Limited  to 

Surgery 

313-1,  Mills  Bldg.  El  Paso 

HOURS:  11  TO  1S:30 


K.  D.  LYNCH,  M.  D. 

Genito  urinary  Surgery 

1,11,  Mills  Bldg.  El  Paso 


iii 


PHOENIX,  ARIZONA 


T.  T.  CLOHESSY.  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

224-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

614  Goodrich  Bldg.  Phoenix 


HARRY  R.  CARSON,  M.  D. 
Diseases  of  Children 
Heard  Building  Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
407  Goodrich  Bldg.  Phoenix 

H.  T.  BAILEY,  M.  D. 

Practice  Limited  to 

Eye,  Ear,  Nose  and  Throat 

S2S  Ellis  Bldg.  Phoenix 


CHAS.  S.  VIVIAN,  M.  D 

UROLOGY 

Heard  Bldg.  Phoenix 


H.  M.  PURCELL,  M.  D. 

Urology 

207  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

50S  Goodrich  Bldg.  Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


Waite’s  Laboratory 

Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 

Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 

PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 
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Trademark 

Registered 


STORM 


Trademark 

Registered 


Binder  and  Abdominal 
Supporter 


(Patented) 


Trade 

Mark 

Reg:. 


For  Men,  Women  and 
Children 

For  Ptosis,  Hernia,  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations,  Floating  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 

Mail  orders  filled  at  Philadelphia  only — within  24  hours 

Katherine  L.  Storm,  M.  D. 

Originator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Providence 

Hospital 

A General  Hospital 

□ □ □ 

Young-  ladies  wanted  for 
Training-  School.  For  in- 
formation address 

S uper  in  tendent, 
Providence  Hospital 
El  Paso,  Texas 


ALBUQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest — the  Land  of  Sunshine.  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Pe. 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proof  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available 

W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.  B.  J.  Weigel,  M.  D. 


Mellin’s  Food— A Milk  Modifier 

Methods  of  introduction  of  a milk  modifier  and  of  disseminating  information 
concerning  its  application  are  comparatively  insignificant. 

Composition  and  uniformity  of  production  are  essential — but  what  a milk 
modifier  will  do  is  of  paramount  importance,  for  uppermost  in  every  physician’s 
mind  is  to  use  the  best  means  at  his  command  to  help  his  baby  patients. 

Mellin’s  Food  acts  upon  the  curd  of  milk,  making  it  flaky,  soft  and  easily 
digested,  thus  assuring  complete  protein  digestion  followed  by  normal  bowel  move- 
ments. (Infants  jed  on  milk  modified  with  Mellin  s Food  are  not  troubled  with  constipation.) 

Mellin’s  Food  increases  carbohydrates  in  the  highly  assimilable  form  of 
maltose  and  dextrins. 

Mellin’s  Food  adds  mineral  matter  derived  from  wheat  and  barley  and  con- 
sisting of  potassium,  calcium,  sodium,  magnesium,  phosphatic  salts  and  iron,  all 
in  a form  readily  utilized  for  the  development  of  bone  structure  and  for  the 
regulation  of  various  functions  of  the  body. 

Mellin’s  Food  fulfills  every  requirement  ol  a milk  modifier  and  its  use  is  con- 
sistent with  the  evidence  accumulated  since  the  beginning  of  the  study  of  the 
science  of  infant  feeding. 

Mellin’s  Food  Company,  177  State  Street,  Boston,  Mass. 


In  pneumonia 

Start  treatment  early 

In  the 

Optochin  Base 

treatment  of  pneumonia  every  hour  lost  in  beginning  treatment  is  to 
the  disadvantage  of  the  patient.  Valuable  time  may  often  be  saved 
if  the  physician  will  carry  a small  vial  of  Optochin  Base  (powder 
or  tablets)  in  his  bag  and  thus  be  prepared  to  begin  treatment 
immediately  upon  diagnosis. 

Literature  on  request 

MERCK  & CO*  Inc.  Rahway,  N*  J* 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acie  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modem  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 
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Diphtheria,  at  all  seasons  of  the  year  a serious  disease,  is  of 
special  importance  NOW  because  of  its  high  seasonal  incidence. 


Squibb  Offers  Reliable  Protection  Against  Diphtheria 


Importance  of  Early 
Administration  of 
Diphtheria  Antitoxin 

Every  day  lost  in  adminis- 
tering diphtheria  antitoxin 
counts  against  the  patient’s 
chance  for  life.  From  a 
mortality  of  less  than  1% 
when  given  on  the  first  day 
of  the  disease,  there  is  an 
increase  to  25%  on  the  fifth 
day.  It  is  an  alarming  fact 
that  in  a large  percentage 
of  diphtheria  deaths,  the  pa- 
tients are  moribund  before 
they  receive  antitoxin. 


1.  In  cases  of  clinical  or  suspected  diphtheria  and  for  pro- 
phylaxis— Squibb’s  Diphtheria  Antitoxin. 

By  Squibb's  method  a superior  Antitoxin  has  been  developed,  which  at- 
tains a degree  of  purity,  clarity,  fluidity,  and  freedom  from  serum-reac- 
tion-producing proteins. 

2.  For  determining  susceptibility  to  diphtheria  (Schick 
test) — Squibb's  Diphtheria  Toxin. 

The  Schick  Test  is  still  the  most  reliable  clinical  test  for  determining 
whether  a person  is  susceptible  or  immune  to  diphtheria.  Also  for  check- 
ing success  of  immunization  by  Toxin-Antitoxin. 

3.  For  active  immunization  against  diphtheria — Squibb’s 
Diphtheria  Toxin-Antitoxin  Mixture  prepared  with 
Antitoxin  from  the  sheep. 

The  remote  chance  of  sensitizing  the  patient  to  horse  serum  (which  may 
be  used  at  some  later  date,  as  in  treatment  with  antitoxin  for  tetanus, 
erysipelas,  scarlet  fever,  etc.)  has  been  eliminated  by  substituting  in  this 
mixture,  concentrated  antitoxin  prepared  from  the  sheep  for  that  pre- 
pared from  the  horse. 

4.  Also  for  active  immunization  against  diphtheria 
Squibb’s  Diphtheria  Toxoid. 

This  is  prepared  chemically  without  the  use  of  either  horse  or  sheep 
serum,  and  effects  a high  percentage  of  immunity  with  but  two  doses 
given  two  to  three  weeks  apart. 

IV rite  to  our  Professional  Service  Department  for  detailed  information 
regarding  these  products,  their  choice,  dosage  under  varying 
conditions , etc. 


E-R:  Squibb  & Sons,  New  York 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 

Nearest  Squibbs  Biological  Depot  728  South  Hill  St.,  Los  Angeles,  California 
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MOUNT  AIRY  SANITARIUM 


Denver,  Colorado 

For  Patients  Nervously  and  Mentally  III 

Medical  Directors : 

C.  S.  Bluemel,  M.D. — Deo  V.  Tepley,  M.D. 


Send  for  Booklet. 


Quartz-Mercury  Arc  Lamps 

Priced  from  $300.00  to  $1800.00. 

Carbon  Arc  Lamps 

Priced  from  $47.50  to  $600.00. 

Deap  Therapy  Lamps 

Priced  from  $10.00  to  $350.00. 

Zoalites-Infra  Red 

Priced  from  $15.75  to  $185.00. 

Diathermy  Equipment 

Priced  from  $50.00  to  $600.00. 
Physio-Therapy  appliances  of  all  types  carried  in  stock. 
Liberal  discount  for  Cash  or  Easy  Installment  terms. 


KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  (or  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheerer.  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  ol'  Stille-Scanlon  Company. 
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The  House  of  a Thousand  Windows 

“ For  the  Treatment  of  Tuberculosis ’’ 

New,  fireproof  construction.  Electric  elevator  service.  Single  rooms  or 
en  suite.  Sleeping  porches.  Private  or  connecting  bath.  Showers.  Medi- 
cal Staff  in  constant  attendance.  All  approved,  modern  methods  used  in 
treatment.  Special  provisions  HELIOTHERAPY. 

Write  for  our  New  Booklet 
“A  STORY  OF  SUNSHINE  AND  HEALTH ” 

THE  HOMAN  SANATORIUM 

EL  PASO,  TEXAS 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 

Write  vs  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 
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Knox  Sparkling  Gelatine 
adds  appetite  value 
to  many  special  diets 


It  is  particularly  useful 
in  anemic  cases 


Medical  practice,  in  the  treatment  of  per- 
nicious and  certain  other  forms  of  anemia, 
has  shown  marked  progress  in  the  last  few 
years.  In  this  development,  the  matter  of 
diet  has  received  major  consideration.  Clin- 
ical tests  have  demonstrated  that  the  feed- 
ing of  liver  and  other  vitaminous  foods  is 
highly  successful. 

The  unbroken  liver  diet  presents  a prob- 
lem to  the  doctor,  particularly  where  pa- 
tients rebel  against  its  monotony.  Here 
Knox  Sparkling  Gelatine  is  a valuable  ad- 
juvant, not  only  with  liver  but  with  other 
foods.  It  permits  the  introduction  of  a va- 
riety of  pleasing  dishes  which  stimulate  the 
patient’s  appetite  and  give  the  necessary 
nourishment. 

As  a vehicle  for  more  concentrated  foods, 
Knox  Sparkling  Gelatine  finds  many  ether 
dietary  uses.  Pediatrists  recommend  its  use 
with  milk  when  infants  lhave  curdy  stools, 
diarrhea,  constipation,  colic,  or  excessive 
gas  formation.  Its  colloidal  ability  reduces 
the  formation  of  large  curds,  and  so  helps 
overcome  regurgitation  and  vomiting.  In 
the  diabetic  diet,  Knox  Sparkling  Gelatine 
adds  bulk,  and  imparts  satiety  to  the  pa- 
tient as  well  as  making  the  food  more  eye- 
attracting  and  palatable.  In  the  liquid  and 
soft  diet  of  convalescents  and  invalids,  de- 
licious, appetizing  dishes  prepared  with 
gelatine  intrigue  mincing  appetities. 


QUALITY  WITH  ECONOMY 
Knox  Sparkling  Gelatine  is  the  high- 
est quality  for  health.  It  is  a protein 
in  its  purest  form,  particularly  suit- 
able where  carbohydrates  and  acids 
must  be  avoided.  When  you  purchase 
Knox  Gelatine  you  not  only  get  quality 
but  economy,  for  each  package  makes 
four  different  desserts  or  salads  of  6 
generous  servings  each. 


Knox  Sparkling  Gelatine  is  the  only  prod- 
uct of  a concern  with  41  years  of  experience 
in  manufacturing  the  highest  quality  gela- 
tine. It  is  a pure  protein,  unbleached,  un- 
flavored, free  from  sugar. 

Valuable  Booklets 
available 

The  list  of  authoritative  booklets  included 
at  the  bottom  contains  much  additional  data 
on  the  medical  value  of  Knox  Sparkling 
Gelatine,  and  suggests  a number  of  recipes 
for  the  various  prescribed  diets.  They  are 
available  to  surgeons,  doctors,  dieticians, 
and  members  of  hospital  staff.  Check  those 
that  interest  you  and  mail  us  the  coupon. 


KNOX  GELATINE  LABORATORIES, 

438  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me,  without  obligation  or  expense,  the  booklets  which  I have  marked.  Also  register  my  name  for  fu- 
ture reports  on  clinical  gelatine  tests  as  they  are  issued. 

( ) Diet  in  the  Treatment  of  Diabetes. 

( ) Reducing  Diet. 

( ) Varying  the  Monotony  of  Liquid  and  Soft  Diets. 

( ) Recipes  for  Anemia. 

( ) Value  of  Edible  Gelatine  in  Infant  and  Child  Feeding. 
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Asthma 


Relief  in  from  2 to  5 minutes  in  from 
50  to  84  °/o  of  cases  with 

EPHEDRINE 


Ephedrine  hydrochloride 

has  largely  taken  the  place  of  Epin- 
ephrine in  controlling  the  paroxysms 
of  bronchospasm  in  asthma.  Relief 
has  been  obtained  in  from  two  to 
five  minutes  and  has  lasted  from  six 
to  eight  hours.  Ephedrine  Hydro- 
chloride, Abbott,  is  administered 
orally  in  doses  of  l/i  to  1 grain.  The 
palliative  effects  are  much  more  last- 


ing than  with  Epinephrine.  Numer- 
ous published  reports  indicate  relief 
obtained  in  from  50  to  84%  of  bron- 
chial asthma.  This  evidence  should 
encourage  physicians  in  the  use  of 
Ephedrine  Hydrochloride  for  their 
asthma  cases. 

Among  the  first  producers  of  Ephe- 
drine Hydrochloride  in  this  country 
was  the  Abbott  Laboratories,  collab- 
orating with  the  early  investigators 
of  this  drug  in  China.  The  Abbott 
product  is  noted  for  its  purity  and 
therapeutic  effectiveness. 

We  Supply  Both  Ephedrine 
Hydrochloride  and  Ephedrine 
Sulphate 


SEND  FOR  INTERESTING  EPHEDRINE  BOOKLET 


Specify 

Abbott’s 
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CANCER  OF  THE  RECTUM 

G.  V.  BRINDLEY,  M.  D.,  F.  A.  C.  S. 

Temple,  Texas 

(Read  at  the  Forty-sixth  Annual  Meeting  of  the 
New  Mexico  Medical  Society,  Albuquerque,  New 
Mexico,  May  10  to  12,  1928.) 

The  frequency  of  cancer  of  the  rectum, 
the  curability  of  the  early  lesions,  the  hope- 
lessness of  advanced  disease,  and  the  high 
mortality,  are  factors  justifying  considera- 
tion of  this  subject.  One  patient  out  of  ev- 
ery 545  admitted  for  general  examination 
has  a cancer  of  the  rectum.  Carcinoma  of 
the  large  bowel  has  a predilection  to  three 
of  its  separate  segments.  The  rectum  is 
the  part  most  frequently  involved;  the  sig- 
moid is  next  and  the  cecum,  with  the  adja- 
cent ascending  colon,  comes  third.  Ninety 
per  cent  of  all  the  cancers  of  the  large 
bowel  are  in  these  three  parts  with  aoproxi- 
mately  sixty  per  cent  or  more  in  the  rec- 
tum. Early  malignancy  here,  as  elsewhere 
in  the  body,  is  a local  lesion  and  is  amen- 
able to  surgical  removal,  with  a good  pros- 
pect of  permanent  cure.  Distant  metastasis 
is  a late  occurrence  in  a majority  of  the 
cases.  This  statement  is  substantiated  by 
the  fact  that,  in  performing  palliative  colos- 
tomies for  advanced  inoperable  cancer,  fifty 
per  cent  had  no  demonstrable  disease  out- 
side the  pelvis.  Contrasting  with  this  fact, 
approximately  fifty  per  cent  of  rectal  can- 
cers are  inoperable  when  they  come  for 
treatment.  The  average  duration  of  symp- 
toms for  the  patients  with  an  operable  le- 
sion was  eight  and  one-half  months;  only 
two  cases  with  a history  of  symptoms  of 
more  than  a year’s  duration  were  thought 
to  be  operable.  Both  these  patients  were 
found  to  have  a cancer  of  grade  two  malig- 
nancy. Jones  of  Boston  states  that  only 
eleven  and  three-tenths  per  cent  of  all  can- 
cers seen  are  alive  at  the  end  of  five  years. 
Due  study  and  consideration  of  this  subject 
by  the  medical  profession  should  lead  to  an 
earlier  diagnosis  in  many  cases,  with  a re- 
sulting higher  percentage  of  permanent 
cures. 

A brief  consideration  of  the  pathology 


should  aid  in  the  further  study  of  this  sub- 
ject. A majority  of  the  cancers  of  the  large 
bowel  are  adeno-carcinomata.  They  may 
form  either  very  cellular,  fungoid  growths 
which  ulcerate  readily  and  bleed  frequently, 
or  the  more  fibrous  growths  which  are  not 
so  prone  to  ulceration  and  bleeding,  but 
which  do  have  a tendency  to  produce  a nar- 
rowing of  the  lumen  of  the  bowel.  The  cellu- 
lar type  predominates  in  the  right  colon 
and  the  rectum,  while  the  fibrous  type  is 
the  growth  most  frequently  seen  in  the  de- 
scending colon  and  the  sigmoid.  Squamous 
cell  epithelioma  is  found  occasionally,  but  it 
usually  involves  the  anus.  There  is  a defi- 
nite narrowing  of  the  intestinal  tube  in  the 
region  of  the  recto-sigmoid  and  the  anal 
canal.  Types  of  malignancy  which  have  a 
tendency  to  produce  a narrowing  of  the 
bowel  lumen,  are  frequently  seen  to  involve 
these  segments.  Due  to  these  facts,  growths 
of  the  recto-sigmoid  and  anal  canal  may 
give  rise  to  symptoms  indicating  a narrow- 
ing and  a blocking  of  the  bowel  more  often, 
and  usually  earlier,  than  will  lesions  else- 
where in  the  rectum. 

The  case  records  of  seventv  patients  with 
cancer  of  the  rectum  have  been  reviewed 
for  this  paper  — pathological  reports  on 
twenty-seven  of  these  were  available  for 
study.  Adeno-carcinoma  was  found  to  be 
present  in  twenty-five,  squamous  cell  epi- 
thelioma in  two.  Our  observation  leads  us 
to  believe  that  the  malignancy  materially  in- 
fluences the  rapidity  of  growth,  the  time  of 
and  number  of  cases  with  metastasis,  the 
frequency  of  recurrence,  the  longevity  after 
operation,  and  the  number  of  permanent 
cures.  This  grading  is  determined  by  the  de- 
gree of  cell  differentiation  as  advocated  by 
Broders.  Two  of  the  twenty-five  adeno- 
carcinomata  were  grade  one,  eleven  were 
grade  two,  nine  were  grade  three,  and  one 
was  grade  four;  two  were  not  graded,  due 
to  the  degenerated  condition  of  the  tissue 
obtained  for  study.  The  two  squamous  cell 
epitheliomata  were  both  grade  three.  It  is 
seen  from  this  grading  that  approximate- 
ly half  of  the  cancers  of  the  rectum  are 
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grade  one  or  two  in  the  degree  of  malig- 
nancy and  are  therefore  favorable  lesions 
for  treatment. 

Special  attention  has  been  given  to  an 
analysis  of  the  first  symptoms.  I would 
particularly  emphasize  the  importance  of 
this  for  it  matters  little  what  the  symp- 
toms of  advanced  disease  may  be.  The  symp- 
toms of  an  early  cancer  of  the  rectum  were 
found  to  be  few  and  of  a mild,  indefinite 
nature.  They  are  never  of  an  acute,  violent 
degree.  Such  is  true  of  an  early  malignancy 
anywhere.  The  symptoms  of  early  diseases 
are  often  referable  to  some  change  in  the 
frequency  and  character  of  stool.  A fact 
worthy  of  note  is  that  the  symptoms  tend 
to  be  of  a constant,  persistent,  progressive 
nature.  There  is  no  long  period  of  freedom 
from  symptoms.  Most  of  these  patients  are 
ambulatory ; many  have  been  doing  their 
daily  work.  A detailed  history  accurately 
noting  the  first  manifestations  of  disease, 
is  quite  important.  Then  caution  should  be 
exercised  to  the  end  that  these  first  symp- 
toms may  not  be  regarded  as  too  insignifi- 
cant and  common-place  for  consideration.  A 
suspecting  mind  and  a familiarity  with  the 
symptoms  of  early  disease  should  prevent 
this  error. 

The  most  frequent  symptom  first  to  at- 
tract the  attention  of  the  patient,  is  blood 
in  the  stool.  Forty-eight  of  the  seventy  pa- 
tients gave  the  history  of  the  early  presence 
of  blood.  Thirteen  additional  records  stated 
the  late  presence  of  blood.  Furthermore, 
“blood  in  the  stool”  was  given  most  often 
as  the  chief  complaint  of  the  patient  at  the 
time  of  admission.  The  source  of  blood  is 
frequently  mistaken  by  the  patient.  He 
usually  thinks  that  the  bleeding  is  due  to 
hemorrhoids ; occasionally  women  will  be- 
lieve that  it  is  of  uterine  origin.  Hemor- 
rhoids are  often  an  associated  lesion.  Too 
frequently  doctors  attribute  the  bleeding  to 
them.  Thirty-two  cases  gave  a history  of 
the  presence  of  hemorrhoids  and  eleven  had 
recently  been  subjected  to  a hemorrhoidec- 
tomy. Cancer  of  the  rectum  should  be  ex- 
cluded from  the  diagnosis  whenever  the 
patient  complains  of  hemorrhoids,  and  be- 
fore ever  making  the  diagnosis  of  hemor- 
rhoids. 

The  presence  of  mucus  in  the  stool  is  of 
frequent  occurrence,  probably  present  more 
often  than  is  mentioned.  Forty-two  patients 
mentioned  the  presence  of  mucus,  thirty- 
two  giving  it  as  an  early  manifestation. 

Pain  is  next  to  blood  in  the  frequency  of 
occurrence.  Sixty  of  the  seventy  patients 
made  some  complaint  of  pain.  However, 
only  twenty-eight  gave  pain  as  among  the 
first  symptoms,  and  in  only  two  of  these 
was  the  pain  more  than  a mild  degree.  The 


patient  usually  expresses  this  mild  pain  as 
an  uneasiness,  a weighty  feeling,  a heavi- 
ness, a soreness,  or  a little  cramping.  It 
frequently  is  more  noticeable  shortly  before 
stool  and  may  be  somewhat  relieved  by  it. 
I would  emphasize  the  fact  that  intense 
pain  is  never  a symptom  of  early  cancer  of 
the  rectum.  This  is  true  of  malignancy  in 
its  incipiency  anywhere.  As  the  disease 
progresses,  the  degree  of  pain  often  is  in- 
tensified ; however,  only  twelve  patients  out 
of  the  seventy  at  the  time  of  admission 
complained  of  relatively  intense  pain,  and 
ten  of  these  twelve  had  advanced  disease. 

Thirty-nine  patients  gave  a history  of  con- 
stipation; twenty-three  gave  this  complaint 
as  among  the  first  symptoms.  Some  of 
these  unquestionably  were  constipated  be- 
fore the  beginning  of  the  cancer.  Obstruc- 
tion occasionally  occurs  in  sigmoid  cancer 
without  marked  preceding  symptoms,  but 
complete  obstruction  is  rare  even  in  ad- 
vanced malignancy  of  the  rectum. 

Diarrhea  was  a symptom  given  by  thir- 
ty-two of  the  patients.  It  was  recorded  as 
an  early  condition  in  sixteen  case  records. 
Sometimes  the  diarrhea  is  due  to  medica- 
tion. Quite  frequently  the  history  would 
state  that  laxatives,  as  mineral  oil,  were 
being  taken,  the  objective  being  to  keep  the 
stools  soft,  for  this  seemed  to  lessen  the  de- 
gree of  pain  and  prevent  bleeding. 

Rectal  cancer  produces  few  gastric  symp- 
toms, and  these  are  to  be  found  in  patients 
with  advanced  disease.  Only  twenty-two  out 
of  the  seventy  even  complained  of  loss  of 
appetite.  Weight-loss  is  never  a symptom 
of  early  disease.  Slight  weight-loss  was 
present  late  in  twenty-six  cases  and  a rath- 
er marked  weight-loss  was  a late  occurrence 
of  fourteen  patients. 

A routine,  systematic  examination  of  all 
patients  is  of  much  value.  By  such  a pro- 
cedure, occasionally  an  early  cancer  of  the 
rectum  will  be  found  before  the  symptoms 
will  justify  even  a suspicion  of  such  a condi- 
tion. All  cancers  of  the  rectum  can  be  diag- 
nosed by  a complete  physical  examination, 
in  conjunction  with  proctoscopic  inspection. 
I believe  that  any  patient  who  is  sick  enough 
to  consult  a physician  because  of  a major 
complaint,  has  not  been  examined  properly 
unless  a digital  examination  of  the  rectum 
has  been  made.  And  every  patient  with  the 
history  of  abnormal  discharge  or  change  in 
the  frequency,  character  or  amount  of  stool 
is  entitled  to  a proctoscopic  inspection.  The 
x-ray  should  not  be  relied  upon  for  the  di- 
agnosis, as  it  will  frequently  fail  to  show 
the  early  small  lesion,  which  usually  produc- 
es but  little,  if  any,  deformity.  The  x-ray 
may  be  of  some  value  in  showing  the  extent 
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of  disease,  particularly  in  lesions  which  in- 
volve the  recto-sigmoid. 

The  treatment  of  cancer  of  the  rectum 
can  be  considered  from  the  standpoint  of 
curability  and  palliation.  A radical  excision 
is  the  only  thing  that  gives  much  prospect 
of  a permanent  cure.  Coffey  states  that  the 
only  hope  for  cure  is  radical  surgery.  Radium 
therapy  is  considered  of  only  palliative  val- 
ue. Nine  patients  were  treated  by  radium. 
There  was,  in  some  of  these  cases,  an  ap- 
parent alleviation  of  symptoms,  with  a prob- 
able prolongation  of  life.  No  patient  was 
cured  by  radiation  therapy. 

Not  all  cancers  of  the  rectum  are  adapt- 
able to  the  same  operative  procedure.  The 
location,  the  stage  of  the  growth,  the  mobil- 
ity, the  probability  of  metastasis,  the  resist- 
ance and  age  of  the  patient  should  all  be 
considered.  The  surgeon  should  be  familiar 
with  the  various  types  of  operation  and  the 
methods  of  approach,  and  should  choose 
the  one  best  suited  for  the  individual  case. 
A plan  of  operative  procedure  that  has  been 
adapted  for  a majority  of  the  operable  cases 
when  the  lesion  is  below  the  recto-sigmoid, 
is  after  this  manner:  An  exploration  of  the 
abdomen  is  done  with  the  establishment  of 
a colostomy^  Some  ten  or  twelve  days  later, 
a radical  posterior  cautery  excision  is  per- 
formed. This  procedure  should  not  be  con- 
fused with  a local  baking,  or  even  a local 
cautery  excision  of  the  cancerous  tumor. 
Rarely  will  a cure  be  obtained  by  such  a 
restricted  operation.  Several  patients  have 
been  seen  with  a recurrence  following  such 
a local  cauterization.  By  a radical  cautery 
excision,  there  are  removed  the  anus,  the 
sphincters,  the  major  portion  of  the  levator 
ani  muscles,  the  pelvic  fascia  reflected  on 
to  them,  the  ischiorectal  and  the  pararectal 
fat  and  glands,  together  with  the  malignant 
rectum.  Where  necessary,  the  peritoneum 
can  be  opened  readily  with  the  removal  of 
the  meso-rectum  and  terminal  sigmoid.  The 
details  of  this  operative  procedure  were 
published  in  the  “Southern  Medical  Journal” 
in  March,  1927.  The  further  use  of  this 
method  seems  to  justifv  the  conclusions  pre- 
sented in  that  paper.  May  we  briefly  men- 
tion them : 

(1)  By  the  use  of  the  cautery,  a radical 
excision  of  the  malignant  rectum  can  be  per- 
formed with  ease  and  dispatch. 

(2)  There  is  less  bleeding. 

(3)  The  field  of  operation  is  better  vis- 
ualized. 

(4)  A more  extensive  growth  can  be  re- 
moved. 

(5)  Shock  is  less  frequent  and  less  pro- 
nounced. 

(6)  The  operative  mortality  is  lowered. 


(7)  The  probability  of  recurrence  is  defi- 
nitely diminished. 

(8)  The  percentage  of  permanent  cures 
will  be  materially  increased. 

Twelve  cases  have  been  operated  by  this 
method  without  a fatality.  A majority  of 
the  cases  had  no  appreciable  degree  of 
shock.  In  selected  cases  of  low  ano-rectal 
growths,  a perineal  or  vaginal  one-stage  cau- 
tery excision  may  be  performed.  Only  two 
cases  were  operated  by  this  method. 

Early  cancers  located  in  the  recto-sigmoid 
region  sometimes  may  be  removed  advan- 
tageously entirely  through  an  abdominal 
approach.  The  sigmoid  and  upper  rectum  are 
mobilized ; the  malignant  bowel  is  widely 
resected;  the  rectal  stump  is  closed  and  a 
permanent  colostomy  is  made.  For  the  more 
advanced  lesions  of  this  part  of  the  bowel, 
a combined  abdomino-sacral  technic  is  used, 
the  second  stage  of  the  operation  being  per- 
formed with  the  cautery. 

Colostomy,  radium,  and  x-ray  are  the 
chief  agencies  of  palliation.  Patients  with 
inoperable  disease  are  given  radium,  partic- 
ularly for  the  treatment  of  the  cancerous 
mass,  and  x-ray  to  retard  gland  metastasis, 
sometimes  these  two  agencies  do  much  in  a 
palliative  way.  One  patient  treated  by  a 
colostomy,  radium  and  x-ray.  lived  a little 
more  than  three  and  one-half  years;  anoth- 
er, treated  by  colostomy  and  x-ray,  lived  a 
little  more  than  five  years.  X-ray  therapy 
is  also  advocated  as  a supplement  to  surgery. 

DISCUSSION 

Dr.  Sanford  Withers,  Denver,  Colo,  (opening):— I 
want  to  emphasize  some  of  the  things  Dr.  Brindley 
said:  Be  suspicious  of  and  expect  a cancer  of  the 

rectum  every  time  a patient  complains  of  passing 
blood.  I think  that  a colostomy  is  the  most  essen- 
tial part  of  treatment  of  cancer  of  the  rectum,  and 
believe  it  will  help  to  determine  whether  the  growth 
is  operable  or  inoperable.  Do  a colostomy,  and 
then  wait  two  or  three  weeks,  giving  x-ray  treat- 
ment in  the  meantime.  Then  a careful  examina- 
tion will  disclose  whether  or  not  there  are  glands 
in  the  cecum.  Frequently,  glands  in  the  cecum  and 
peripheral  fossa  completely  disappear  in  three 
weeks  after  a colostomy  and  the  growth  usually 
shrinks  to  one-third  in  that  length  of  time 

Several  years  ago  I made  a report  of  fifty-eight 
cases  of  incurable  cancer  treated  by  x-ray  and 
radium.  Forty-two  are  more  than  two  years  old 
now,  and.  of  these,  fourteen  are  well  without  re- 
currence of  malignancy.  I believe  that  the  degree 
of  malignancy  must  be  studied  very  carefully.  We 
are  coming  to  study  it  more  carefully  in  all  cases 
of  cancer,  but  it  ought  to  be  particularly  studied  in 
rectal  cancer.  About  fifty  per  cent  of  these  cases 
fall  into  grades  one  and  two — that  is  the  operable 
type,  if  they  are  not  gone  too  far.  But  in  cases  of 
grades  three  and  four — most  of  them  die.  If  the 
malignancy  is  of  grade  three  or  four  it  is  more 
susceptible  to  radiation  methods.  I would  rather 
treat  a case  of  cancer  of  the  breast  with  radiation. 
If  you  can  anticipate  about  what  the  degree  of 
malignancy  is,  you  can  keep  yourself  out  of  trou- 
ble by  not  attempting  to  operate  grade  three  and 
four  oases,  but  turn  these  over  to  some  one  who 
does  radium  and  x-ray. 
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Dr.  Crum  Epler,  Pueblo,  Colo.:  I enjoyed  Dr. 

Brindley’s  paper  very  much.  It  is  well  said,  as  we 
all  know,  that  cancer  in  the  beginning  is  not  cancer. 
It  sneaks  upon  a patient  and  at  the  time  it  is  first 
observed,  it  will  be  late  enough  to  cure  it.  If  it 
can  be  permanently  cured,  it  must  be  operated  at 
that  time  of  first  discovery  because  I believe,  per- 
sonally, with  all  due  respect  to  Dr.  Withers,  that, 
the  only  treatment  for  cancer  is  the  knife.  When 
the  patient  has  procrastinated  so  long  as  to  be  in- 
operable, (it  is  a matter  of  judgment  on  the  part 
of  the  surgeon  as  to  whether  it  is  operable  or  not), 
it  is  better  to  refer  that  case  to  a competent  radi- 
ologist (I  mean  one  who  uses  radium  intelligent- 
ly), than  it  is  to  attempt  to  operate  it. 

There  is  one  thing  I wish  to  impress  upon  all  of 
you.  and  that  is  the  importance  of  a thorough  ex- 
amination of  all  people  who  come  to  the  physician, 
ill.  It  is  not  sufficient  to  get  the  history.  As  Dr. 
Brindley  said,  do  not  be  satisfied  that  there  is 
nothing  the  matter  with  the  rectum,  when  the  pa- 
tient is  passing  a little  blood  with  colicky  stools— 
then,  more  than  ever,  a thorough  examination  is 
highly  essential.  These  malignancies  of  the  large 
bowel,  of  whatever  grade,  are  slow  in  progress; 


they  are  slow  up  to  a certain  point  and  when  the 
patient  finds  out  that  something  is  wrong,  that  is 
just  about  as  long  as  that  patient  can  go  without 
curettement. 

Dr.  G.  V.  Brindley,  (closing):  I think  that  Dr. 
Withers  perhaps  misunderstood  me.  I am  a great 
believer  in  radio  therapy  and  I hope  that  x-ray 
and  radium  will  cure  radical  cancer.  I believe  it 
cures  it  permanently  in  a very  few  cases;  but  two 
years,  of  course,  is  an  absolutely  insufficient 
length  of  time  to  say  “cure.’’  I believe  we  all  real- 
ize that,  because,  in  the  majority  of  these  cases, 
the  disease  is  relatively  slow.  One  patient  I had, 
lived  more  than  five  years.  You  can  see  this  same 
thing  with  uterine  cancer.  You  can  take  more  than 
half  of  the  uterine  cancers  that  are  inoperable  and 
treat  them  with  radium  and,  if  you  examine  them 
six  or  eight  months  later,  they  are  practically  well, 
but  the  majority  of  them  are  going  to  have  a re- 
currence a little  later,  so  I thing  the  ultimate 
“cures”  from  radiation  will  be  very  few.  I do  be- 
lieve, however  that  any  patient  with  a rectal  can- 
cer that  is  inoperable,  is  entitled  to  any  palliative 
treatment,  and,  when  operable,  is  entitled  to  op- 
eration. 


Pig.  1.  Carcinoma  of  rectum  excised  with  the 
cautery.  Note  how  accessible  such  a growth  is  to 
palpation  and  proctoscopic  visualization. 


Fig.  2.  Carcinoma  of  upper  rectum.  Readily 
diagnosed  by  digital  examination  and  proctoscopic 
inspection. 


Diagnostic  Tables 

Table  I. 

CHIEF  COMPLAINTS  ON  ADMISSION: 

Blood  and  Mucus  in  Stool. 

Hemorrhage  from  Rectum. 

Diarrhea. 

Growth  in  Rectum 
Colitis — Growth  in  Colon 
Hemorrhoids  and  Heaviness  in  Pelvis 
Pain  in  Rectum. 

Sore  on  Anal  Margin. 

Rectal  and  Prostate  Trouble. 

Female  and  Rectal  Trouble. 

Painful  Defecation  Following  Hemorrhoidectomy. 
No  Control  of  Bowel. 

Table  II. 

EARLIER  DIAGNOSES: 

Hemorrhoids. 

Ulcer  of  the  Rectum. 

Mucus  Colitis. 

Amoebia  Dysentery. 

Diarrhea. 

Stricture  of  the  Rectum. 

Pruritis  Ani. 

Colonic  Stasis. 

Appendicitis. 

Tubo-ovarian  Disease. 

Prostate  Hypertrophy. 

Table  III. 

ANALYSIS  OF  EARLY  SYMPTOMS  IN  70  CASES: 


Blood  in  Stools 48 

Mucus  in  Stools 32 

Mild  Pain  26 

Severe  Pain  2 

Constipation  23 

Diarrhea  16 

Appetite  Poor 6 

Slight  Weight  Loss 0 

Table  IV. 

ANALYSIS  OF  70  CASES  RELATIVE  TO  AGE: 

20  to  30  3 

30  to  40  6 

40  to  50  11 

50  to  60  22 

60  to  70  11 

70  to  80  16 

80  to  90  1 
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X-RAY  LESIONS 
and 

SOME  SUGGESTIONS  AS  TO  THEIR  PRE- 
VENTION AND  TREATMENT 

M.  B.  CULPEPPER,  M.  D., 

Carlsbad,  N.  M. 

(Read  before  the  New  Mexico  Medical  Society, 
at  its  Forty-Sixth  Annual  Meeting,  Albuquerque,  N. 
M.,  May  10-11-12,  1928.) 

Gentlemen:  I can  hope  only  to  offer  a 
few  suggestions  from  my  own  personal  ex- 
perience, regarding  this  increasingly  fre- 
quent and  painful  affection.  But  my  main 
object  is  to  increase  a better  understanding 
as  to  the  cause  of  this  very  painful  malady 
and  the  known  methods  of  prevention;  also 
of  the  treatment  of  these  lesions.  In  the  be- 
ginning I wish  to  express  my  gratitude,  in 
the  permission  to  quote  Dr.  C.  A.  Porter, 
(Assistant  Professor  of  Surgery,  Harvard 
Medical  School,  Surgeon  to  the  Massachus- 
etts General  Hospital,  Boston,  Mass.),  whose 
extensive  experience  is  probably  not  sur- 
passed by  any  other  investigator  in  this 
country,  and  whose  technic  has  been  so  suc- 
cessful in  relieving  x-ray  lesions  that  when 
an  inquiry  is  made  upon  the  subject  the 
minds  of  our  leading  surgeons  and  practi- 
tioners at  once  turn  to  Dr.  Porter.  I am 
also  deeply  indebted  to  Dr.  H.  M.  Doolittle 
of  The  Dallas  Medical  and  Surgical  Clinic 
of  Dallas,  Texas,  for  his  wonderfully  thor- 
ough and  painstaking  efforts  in  the  relief  of 
my  own  painful  lesions,  and  should  any  of 
you  be  so  unfortunate  as  to  have  acquired 
similar  lesions  I would  suggest  that  you  at 
once  refer  the  matter  to  one  of  these  very 
able  men. 

SYMPTOMS 

The  first  indication  of  any  trouble  appears 
in  the  shape  of  a red,  itching  rash.  This 
condition  is  succeeded  by  callosities  on  the 
back  of  the  hand  or  fingers  which  change 
into  warty  growths  or  keloids;  these  break 
down  and  form  ulcers  which  resemble  burns. 
No  pen  can  describe  the  sensitiveness  or  the 
pain  of  these  burns.  The  left  hand  seems 
to  have  the  affection  much  more  often  than 
the  right.  The  amount  of  pain  which  a pa- 
tient suffers  is  variable,  though  usually  ex- 
treme. From  Dr.  Porter’s  experience  and 
personal  communications  from  patients,  he 
believes  that  the  agony  of  inflamed  x-ray 
lesions  is  almost  unequalled  by  any  other 
disease.  Its  character  has  been  described, 
and  varies  with  individuals.  The  pain  seems 
to  be  due,  in  some  instances,  to  the  exposure 
of  irritated  nerve  endings  in  a raw  ulcer 
like  the  “erethystic”  varicose  ulcer  of  the 
leg,  to  suppurating  nail  beds,  irritated  by 
small  pieces  of  nail,  and,  in  acute  burns, 
very  probably  to  a definite  neuritis.  In  the 
more  chronic  cases,  he  believes  that  the  mi- 


croscopic sections  show  quite  clearly  that 
the  pain  is  caused  by  the  cicatricial  contrac- 
tion in  the  thickened  corium  compressing 
the  nerves.  Without  regard  to  the  particu- 
lar cause  of  the  pain,  in  either  the  acute  or 
chronic  cases,  adequate  excision  of  the  le- 
sions has  invariably  given  immediate  relief. 

PALLIATIVE  TREATMENT 

The  palliative  treatment  of  these  chronic 
x-ray  lesions  must  be  left  in  a great  meas- 
ure to  the  personal  experience  of  the  indi- 
vidual. Relief  from  pain  and  improvement 
often  take  place  under  remedies  which  in 
another  patient  are  most  painful  and  harm- 
ful. In  general,  dry  treatment,  when  it  can 
be  borne,  combined  with  protection  has 
seemed  to  be  most  beneficial.  At  times,  lo- 
cal anesthetics  must  be  used,  preferably  a 
weak  solution  of  cocaine  upon  two  layers  of 
compress  cloth.  Of  the  washes,  simple  salt 
solution  or  aluminum  acetate  are  valuable. 
If  infection  is  present,  citrate  of  silver  (1- 
6000)  has  been  very  useful,  according  to 
Dr.  Porter.  The  keratoses  may  be  softened 
with  a solution  of  caustic  soda  and  shaved 
down  with  a sharp  knife  or  pumice  stone. 
If  infection  is  present,  nitrate  of  silver  (1- 
fuse,  and  ulceration  not  rare.  The  actual 
cautery  which  several  have  used,  while  tem- 
porarily destroying  the  condition,  seems  to 
invite  recurrence  on  a larger  scale.  Spark- 
ing with  high  tension  current  has  been  tried 
by  various  radiographers  with  temporary 
improvement,  but  no  permanent  benefit. 

After  months  or  years  of  treatment,  or 
neglect  of  treatment,  carried  out  with  more 
or  less  relief  upon  various  lines,  the  early 
x-ray  worker  usually  finds  that  while  the 
general  condition  of  the  hands  may  have 
improved  somewhat,  either  certain  kerato- 
ses recur  after  removal,  or  the  nail  beds  are 
affected,  or  that  after  healing  and  breaking 
down  several  times  a particular  ulceration 
finally  refuses  to  heal.  The  lesions  are 
chronic,  moderately  severe,  recurring,  even- 
tually persistent.  The  first  question  usually 
asked  is,  “Should  x-ray  work  be  given  up?” 
While  it  is  obvious  that  to  do  this  would  be 
conservative,  I feel  personally  convinced 
that  no  harm  results  from  x-ray  work  car- 
ried out  with  all  modern  precautions.  It  is 
easy  to  give  this  advice,  but  only  in  excep- 
tional instances  is  the  advice  conscientious- 
ly carried  out.  The  second  question,  “What 
is  the  danger  of  cancer?”  Provided  ulcera- 
tions have  not  persisted  for  more  than  three 
months  or  have  not  occurred  at  the  site  of 
inflamed  keratoses,  I believe  it  to  be  slight. 

SURGICAL  TREATMENT 

Acute  and  sub-acute  burns.  The  technic 
as  described  by  Dr.  Porter:  Hand  raised  for 
ten  minutes  and  rubber  tourniquet  applied 
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about  base  of  finger.  With  a bared  Parker 
blade,  he  then  excises  the  whole  lesion  with 
an  eighth  of  an  inch  margin,  doing  the  dis- 
section carefully  in  a bloodless  field.  If,  as 
he  believes,  the  excision  will  extend  down 
to,  but  not  into  the  extensor  tendon,  leav- 
ing a good  deal  of  it  exposed,  immediate 
skin-grafting  is  impossible.  He  dresses  such 
cases  with  several  layers  of  bandage  cloth 
cut  of  a sufficient  size  to  overlap  the  mar- 
gin of  the  wound  one-eighth  of  an  inch.  He 
then  applies  gauze  and  splint  and  pressure 
bandage.  Previous  to  operation  he  disin- 
fects such  lesions  with  a carbolic  acid  poul- 
tice 1 :40  for  twenty-four  hours.  This  is 
usually  painless,  and  he  prefers  it  to  any 
other  disinfectant.  The  dressings  may  be 
left  in  place,  if  painless,  for  several  days, 
but  if  the  wound  requires  dressing  he  uses 
a hot  sterile  salt  solution  soak,  and  all  but 
the  two  bottom  layers  of  bandage  cloth  may 
be  removed  and  sterile  salt  solution  dress- 
ing applied  until  granulations  appear  over 
the  extensor  tendon.  Usually  this  requires 
about  a week.  He  then  cuts  a Thiersch 
graft  from  the  inner  side  of  the  same  arm, 
planning  to  have  it  overlap  the  raw  area, 
but  just  to  meet  the  skin.  This  is  held  in 
place  by  a few  very  fine  silk  stitches  passed 
first  through  the  graft  and  then  through 
the  skin  edge.  Over  the  graft  he  applies 
perforated  cellulo-silk  which  is  wrapped 
about  the  finger  and  dressed  with  gauze 
moistened  in  sterile  salt  solution,  and  pres- 
sure, in  order  to  prevent  the  formation  of 
collections  of  serum  under  the  graft.  He 
thinks  it  is  found  best  to  place  the  entire 
hand  on  a splint  rather  than  to  attempt  to 
put  one  on  the  finger  alone.  One  is  tempt- 
ed not  to  suture  this  graft,  but  he  has  found 
that  a few  stitches  keep  them  from  creep- 
ing. The  treatment,  whether  conservative 
or  operative,  must  depend  upon  the  indi- 
vidual experience  of  the  operator  and  the 
choice  of  the  patient.  (If  skin  grafting  is 
successful,  there  can  be  no  doubt  that  the 
result  will  be  most  satisfactory,  and  to  my 
mind  should  be  advised.) 

Keratoses.  Until  recently,  Dr.  Porter’s 
personal  experience  led  him  to  believe  that 
simple,  uninflamed,  non-ulcerating  kerato- 
ses were  benign,  but  he  is  now  convinced 
that  there  are  exceptions,  and  that  all  kera- 
toses which  show  a tendency  to  dip  below 
the  level  of  the  surrounding  skin  should  be 
regarded  as  suspicious.  Microscopical  exam- 
ination of  many  of  those  which  he  has  re- 
moved showed  all  stages  from  a perfectly 
harmless  condition  to  beginning  invasion  of 
the  corium.  Dr.  Porter  has  been  so  suc- 
cessful in  the  treatment  of  these  cases  by 
Thiersch  grafting  that  he  personally  advises 
it  in  all  of  the  more  severe  x-ray  lesions. 


After  two  failures  in  using  skin  for  these 
grafts  from  parts  to  some  degree  affected, 
he  is  convinced  that  sound  skin  never  sub- 
jected to  the  x-rays  has  more  vitality. 

PREVENTION 

The  modern  methods  have  taught  us  that 
lead,  either  in  combination  with  other  sub- 
stances, or  alone  in  sheets  of  various  thick- 
ness, is  our  most  practical  protection  or 
agent  of  protection.  Lead  glass  and  lead 
rubber  are  the  agents  most  practical  in  the 
x-ray  rooms.  X-ray  rooms  should  be  lined 
with  sheet  lead,  or  lead  screens  should  be 
arranged  in  the  x-ray  room  so  as  to  cut  off 
as  much  of  the  ray  from  the  operator  as 
possible,  for  the  difficulty  is  that  too  often 
we  do  not  realize  danger  until  we  have  be- 
come severely  injured. 


SOME  OBSERVATIONS  AND  DEDUC- 
TIONS ON  THE  COURSE  FOR  COM- 
MANDING OFFICERS  AND 
EXECUTIVES.  (Medical) 

Held  at  Fort  Sam  Houston,  Texas, 

Oct.  28  to  Nov.  10,  1928 

CLARENCE  EDGAR  YOUNT,  M.  D. 

Colonel  Medical  Reserve  Corps 
Prescott,  Arizona 


The  order  assigning  a Reserve  Corps  of- 
ficer for  a period  of  training  at  Fort  Sam 
Houston,  presages  the  inspiration  that  tra- 
ditionally follows  a tour  of  duty  at  this  im- 
portant army  post. 

San  Antonio,  which  now  boasts  a popula- 
tion of  262,000,  traces  its  history  back  to 
the  little  Indian  village  on  the  San  Antonio 
River,  whither  the  Massonites  came  after 
having  been  driven  out  of  Mexico  by  the 
Aztecs.  The  founding  of  the  present  San 
Antonio  dates  from  the  establishment  of 
the  Mission  of  San  Francisco  de  Tejos  (St. 
Francis  of  Texas),  by  Don  Alanzo  de  Leon 
in  1689.  It  has  owed  allegiance  to  six  flags. 
The  defense  of  the  Alamo  links  it  tradi- 
tionally with  Bunker  Hill  and  Concord;  the 
names  of  Austin,  Sam  Houston,  Bowie, 
Travis  and  Davy  Crockett  identify  it  with 
the  makers  of  American  history. 

San  Antonio  was  an  important  military 
post  during  the  Mexican  and  Civil  wars  and 
was  made  the  greatest  military  training  cen- 
ter in  the  United  States  during  the  world 
war,  eight  camps  having  been  located  here. 

The  War  Department  owns  in  and  near 
San  Antonio  28,624.76  acres  of  land  upon 
which  the  improvements  and  land  valua- 
tions are  estimated  at  $27,411,024.41.  To 
this  will  soon  be  added  in  contemplated  con- 
struction, $15,000,000  for  the  new  Randolph 
Field. 

The  following  units  have  been  allocated 
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to  this  area:  Headquarters  Eighth  Corps 

Area,  Fort  Sam  Houston,  Camps  Stanley  and 
Bullis,  Eighth  Corps  Area  Depot,  Arsenal, 
Air  Corps  Depot,  Kelly  Field,  Brooks  Field, 
Q.  M.  Depot — Normoyle,  with  a total  of  550 
officers,  92  warrant  officers,  7377  enlisted 
men  and  1469  civilian  employees. 

Quoting  from  the  Station  Hospital  Sani- 
tary Report  for  1926,  “The  climate,  while 
very  hot  in  the  summer  months,  is  consid- 
ered satisfactory  for  the  maintenance  of 
large  bodies  of  troops  - ■ the  highest  temper- 
ature during  the  year  was  101°  F. ; the  low- 
est 26°F.,  there  were  112  clear  days,  144 

part  cloudy  and  109  cloudy  days . The 

total  precipitation  for  1926  was  30.39  inches 
with  a relative  humidity  of  80%.”  General 
A.  J.  Bowley,  in  a recent  address  before  the 
Chamber  of  Commerce  of  San  Antonio,  stat- 
ed that,  “The  climate  is  excellent  for  all 
year  training.  This  makes  it  relatively  eco- 
nomical to  train  soldiers  in  this  vicinity.” 

One  of  the  most  important  sanitary  re- 
quirements for  large  bodies  of  troops  is  an 
abundant  supply  of  pure  water.  This  Fort 
Sam  Houston  has,  sharing  the  water  supply 
of  San  Antonio,  “which  is  from  deep  arte- 
sian wells  and  needs  no  purification No 

sample  has  ever  been  found  lacking  in  pota- 
bility, while  from  a bacteriological  stand- 
point it  is  of  excellent  quality.” 

THE  CLASS 

Nineteen  officers  of  field  grade  were 
selected  for  this  year’s  training  period,  quar- 
tered in  one  of  the  unoccupied  wards  of  the 
Station  Hospital  and  messed  at  the  Officers’ 
Mess. 

From  the  moment  of  our  reception  by  Ma- 
jor Wm.  W.  Southard,  M.  C.,  training  offi- 
cer, through  the  short  stirring  addresses  of 
the  Corps  Area  Commander,  Brig.  General 
A.  J.  Bowley,  the  Corps  Surgeon,  Colonel 
H.  H.  Rutherford,  the  Commanding  Offi- 
cer of  the  Station  Hospital,  Colonel  E.  L. 
Ruffner,  and  throughout  the  hours  of  dem- 
onstrations and  conferences,  to  the  demobil- 
ization of  our  class,  there  prevailed  the  most 
cordial  and  helpful  relationship  between  stu- 
dent officers  and  those  of  the  regular  estab- 
lishment. 

A condensed  schedule  of  the  course  fol- 
lows: 

COURSE  FOR  HOSPITAL  EXECUTIVES 
Monday,  Oct.  29 : 

8:00-12:00  am. — Enrollment  and  assignment  to 
quarters. 

1:30-  3:30  p.m. — Physical  examinations- 

7:15-  8.15  p.m. — Clinical  conference. 

Tuesday,  Oct.  30: 

8:30  9:00  a.m. — Address  by  Commanding  General. 

9:00-  9:30  a.  m. — Address  by  Commanding  Officer. 

8:30-  9:00  a.m — Address  of  Commanding  General. 

9:30-  11:30  a.m. — Assignments  and  conferences  on 
section  work. 


1:30-  3:30  p.m. — Conference — The  Medical  Re- 
serve Corps;  Organization,  Administration  and 
Function. 

Wednesday,  Oct.  31 : 

8:30-11:30  a.m. — Section  work  (see  section  sched- 
ule) . 

Thursday,  Nov.  1 : 

8:30-11:30  a.m. — Section  work  (See  section  sched- 
ule) • 

1:30-  3:30  p.m. — Conference:  Mobilization  plans 

and  procedures. 

Firday,  Nov.  2: 

8:30  11:30  a.m. — Section  work  (see  section  sched- 
ule) . 

1:30-  30-30  p.m. — Obtaining  hospital  supplies. 
Demonstration  of  Medical  Supply  Depot. 

Saturday,  Nov.  3: 

Section  work  (see  section  schedule). 

Monday,  Nov.  5: 

8 :30-ll :30  a.m. — Section  work  (see  section  sched- 
ule) . 

1:30-  3:30  p.m. — Conference  on  Command  and 
Staff  with  particular  reference  to  M.  D.  Units 
(Corps  Area  Headquarters). 

7:15-  8:15p.m. — Clinical  Conference. 

Tuesday,  Nov.  5: 

8:30-11:30  a.m.- — Section  work  (see  scetion  sched- 
ule) . 

1:30-  3:30  p.m. — Conference  and  demonstration — 
The  Medical  Regiment. 

Wednesday,  Nov.  7: 

8:30-11:30  a.m. — Section  work  (see  section  sched- 
ule) . 

Thursday,  Nov.  8: 

8:30-11:30  a.m. — Section  work  (see  section  sced- 
ule) . 

1:30-  3:30  p.m. — Visit  to  School  of  Aviation  Med- 
icine, Brooks  Field. 

Friday,  Nov.  9: 

8:30-11:30  a.  m. — Conference  and  review. 

1:30-3:30  p.m. — Demobilization  of  Class. 


Station  Hospital 
Fort  Sam  Houston,  Texas, 

October  21,  1928. 

MEMORANDUM  Noi  21. 

1.  The  following  section  schedule  for  Rserve  Of- 
ficers ordered  to  this  hospital  for  training  as  Hos- 
pital Executives  is  published  for  the  information  and 
guidancec  of  all  concerned : 

2.  For  the  section  work,  the  facilities  of  this 
hospital  are  divided  into  eight  departments  as  fol- 
lows : 

a.  Commanding  Officer  and  Executive  Officer. 

b.  Adjutant  and  Personal  Adjutant. 

c.  Mess  Officer. 

d.  Medical  Supply  Officer. 

e.  Registrar. 

f.  Medical  Service. 

g.  Surgical  Service. 

h.  Laboratory  Service. 

3.  Practical  instruction  in  these  departments  will 
conform  as  far  as  possible  to  the  following  outline. 
The  Chief  of  Service  or  Section  concerned  will  be 
responsible  for  the  variation  of  this  schedule  to-  meet 
the  needs  of  the  officers  under  training. 

a.  Commanding  Officer  and  Executive  Officer: 
General  organization  and  administration  of 
hospital. 

Hospital  inspections. 

b.  Adjutant  and  Personal  Adjutant: 

Routine  duties. 

Preparation  of  rosters  and  service. 
Preparation  of  orders  and  details. 

Filing  and  preservation  of  records. 
Preparation  of  pay  cards,  pay  rolls  of  enlisted 
personnel  and  civilian  employees. 
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Preparation  of  monthly  rosters  of  officers  and 
enlisted  men. 

Preparations  of  monthly  strength  returns 
and  returns  of  detachment,  Medical  depart- 
ment. 

c.  Mess  Officers: 

Purchase,  storage  and  distribution  of  sub- 
sistense  stores. 

Preparation  and  serving  of  food. 

Preparation  of  bills  of  fare  with  reference  to 
market  conditions  and  money  value  of  food 
items  as  compared  with  food  value. 

Inspection  and  grading  of  food  supplies. 
Mess  organization  and  management  of  mess 
personnel. 

Study  of  channels  through  which  the  bed  pa- 
tient is  supplied  proper  food. 

Special,  extra  diets — use  and  abuse. 
Prevention  and  waste  in  food. 

Care  of  kitchen  and  mess  equipment. 
Inspection  of  mess. 

Reports  and  returns  and  methods  of  account- 
ing. 

d.  Medical  Supply  Officer: 

Requisitioning  and  buying  supplies. 

Storage  and  inspection  of  supplies. 

Internal  requisitions  and  issues  of  supplies  to 
the  hospital. 

Reports  and  returns. 

Maintenance  of  equipment  and  disposition 
of  unserviceable  articles. 

e.  Registrar  and  Commanding  Officer,  Detach- 
ment of  Patients : 

Study  of  general  duties  as  outlined  in  Army 
Regulations  No.  40-590. 

Study  of  sick  and  wounded  regulationh  as 
outlined  in  A. R. 40-1025  to  40-1080  inclusive. 
Study  of  clinical  records  from  the  admission 
of  patient  through  the  various  channels  to 
final  disposition. 

Checking  of  clinical  records. 

Preparation  of  pay  rolls. 

Preparation  of  final  statements  and  clothing 
settlements. 

Indexing  and  filing  of  clincal  records. 

Study  of  the  standard  diagnosis  terms. 
Preparation  of  charts,  statistical  reports,  tab- 
les and  other  reports  and  returns. 

f.  Medical  Service: 

Admission  and  disposition  of  patients. 

Ward  administration  and  sanitation. 
Preparation  of  clinical  records  and  other  ward 
reports. 

Property  responsibility. 

Equipment  and  supplies. 

g.  Surgical  Service : 

Admission  and  disposition  of  patients. 

War  administration  and  sanitation. 
Preparation  of  clinical  records  and  other  ward 
reports. 

Property  responsibility 
Equipment  and  Supplies. 

Operating  room  administration. 

h.  Laboratory  Service: 

(1)  Clinical  Laboratory  Section: 

Organizations  and  administration. 

Receipt  and  handling  of  laboratory  specimens. 
Equipment  and  supplies. 

Property  responsibility. 

Records  and  reports. 

(2)  X-ray  Section: 

Organization  and  administration. 

Receipt  and  handling  of  patients. 

Equipment  and  supplies. 

Property  responsibility. 

Records  and  reports. 

4.  The  class  will  be  diveded  in  eight  groups. 

It  must  be  apparent  to  any  Medical  Re- 


serve Officer,  reading  the  foregoing  synop- 
sis, that  this  program  of  eleven  days  inten- 
sive training  covers  the  mission  with  meti- 
culous care.  It  is  intensely  specific  and  prac- 
tical as  to  the  function  and  administration 
of  the  military  hospital,  yet  broad  and  elas- 
tic enough  to  include  demonstrations  of  the 
vast  stores,  methods  of  procurement  and  is- 
sue of  the  Corps  Area  Medical  Supply  De- 
pot ; a demonstration  by  the  Second  Medi- 
cal Regiment,  a conference  on  Command 
and  Staff  with  special  refernece  to  Medi- 
cal Department  units;  Mobilization,  outlin- 
nig  our  duties,  particularly  in  first  phase 
assignments.  All  of  these  demonstrations 
and  lectures  were  conducted  by  officers  em- 
inently fitted  by  years  of  special  study  and 
preparation  to  discuss  their  subjects  and 
present  them  with  an  authority  and  clarity 
intended  to  inspire.  The  round  table  confer- 
ences following,  than  which  there  is  no  bet- 
ter and  expeditious  method  of  eliminating 
formality,  encouraged  each  student  officer 
to  ask  those  questions  which  for  him  tend- 
ed to  clear  up  the  mooted  and  obscure 
points  that  have  arisen  in  his  mind  since 
his  world  war  experience  or  his  last  train- 
ing period,  and  which  the  correspondence 
courses  and  bulletins  have  somehow  failed 
to  elucidate. 

Concerning  the  Monday  night  clinical  con- 
ferences, two  of  which  our  class  had  the 
good  fortune  to  attend, — “All  officers  of  the 
Medical  Corps  and  Dental  Corps  will  attend. 
The  character  of  these  conferences  is  purely 
professional.  The  purpose  is  to  present  cases 
and  papers  on  profesisonal  subjects  for  dis- 
cussion.” They  demonstrate  in  no  uncertain 
manner  how,  in  military  hospital  manage- 
ment, interesting  clinical  material  in  each 
section  may  be  utilized  for  the  instruction  of 
all  medical  officers  (Medical  Officers  from 
all  units  in  the  immediate  vicinity  were  pres- 
ent). As  refresher  courses  they  materially 
assist  in  preventing  the  specialist  from  fall- 
ing into  the  rut  of  specialism,  the  surgeon 
serving  with  troops  or  on  the  staff  from  the 
professional  deterioration  sometimes  occur- 
ring as  the  result  of  the  limitation  of  his  du- 
ties. Further,  these  clinical  conferences  en- 
courage the  Reserve  Corps  internes  to  pre- 
pare for  presentation  and  discussion  through 
their  chiefs  of  service,  cases  of  unusual  in- 
terest in  which  they  have  secured  accurate 
case  histories,  including  all  the  necessary 
scientific  data.  The  net  result  is  a perpetu- 
ation of  the  inter-dependence  of  medicine, 
surgery  and  the  laboratories,  by  the  medi- 
cal officers,  to  the  end  that  the  patient  shall 
have  the  best  that  army  hospitals  can  give 
in  scientific  care  and  treatment  . 

In  conclusion : There  are  many  and  di- 
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verse  reactions  which  come  to  the  medical 
officer  who  has  been  privileged  to  attend 
such  a course  of  instruction  as  the  one  out- 
lined, and  the  following  deductions  are  sub- 
mitted : — 

(1)  Army  Contact:  The  uniform  is  taken 
from  the  old  locker,  slightly  altered  by  your 
civilian  tailor  to  meet  the  ever  advancing 
waist  line,  cleaned  and  pressed,  you  put  it 
on.  You  have  been  a part  of  the  Army  of 
the  United  States,  but  your  order  giving  you 
an  active  duty  status  brings  you  again  in 
close  contact  with  those  whose  life  work  is 
“service  with  the  colors.”  You  fully  realize 
that  your  training  period  ends  in  fourteen 
days,  but  as  these  days  rapidly  pass,  crowd- 
ed with  intensive  instruction,  you  discover 
ere  the  class  is  demobilized  that  you  are 
again  in  step  with  those  who  mould  prog- 
ress, your  contact  with  the  army  has  been 
pleasant,  your  instruction  very  practical. 
You  have  discovered  and  renewed  many  old 
friendships,  for  the  army  is  a cosmos  where- 
in the  change  of  station  is  the  commissioned 
personnel  in  molecular  motion. 

(2)  Evaluations:  We  opine  that  the 

Corps  Area  Surgeon,  through  personal  con- 
tact, supplemented  by  that  of  his  staff  of 
instructors,  will  be  able  to  make  certain 
evaluations  respecting  each  officer  attending 
the  training  school,  which  were  not  other- 
wise possible.  His  assignment  of  personnel 
to  Reserve  Corns  units  will  reflect  the  fac- 
tors of  capability,  adaptability,  efficiency 
and  zeal  for  the  service,  in  a new  light. 

Should  army  appropriations  ever  be  ade- 
quate, the  training  of  all  reserve  officers  of 
all  branches  of  the  service  would  prove  al- 
most as  valuable  for  the  evaluations  pos- 
sible as  for  the  training  given.  There  would 
then  be  fewer  “misfits”  in  the  event  of  a 
major  operation. 

(3)  The  Reserve  Officers  on  a peace 
status:  If  we  consider  the  cost  to  the  gov- 
ernment of  the  training  of  the  individual  of- 
ficer we  may  have  some  doubt  as  to  the  two 
weeks’  duty  status  returning  to  the  govern- 
ment value  received,  especially  when  the  of- 
ficer must  travel,  as  is  often  the  case  in  the 
Eighth  Corps  Area,  in  excess  of  2000  miles 
and  spend  four  of  his  fourteen  davs  en  route 
from  and  to  his  home  station.  However,  in 
addition  to  the  material  value  of  personal 
training,  we  introduce  another  factor,  the 
unknown  factor  “X”  expressed  in  the  “ulti- 
mate effect  of  training.”  If  you  please,  this 
fourteen  days’  training  of  the  Reserve  Offi- 
cer is  an  “inoculation”  against  the  military 
ennui  of  civil  life  and  the  spirillum  of  paci- 
fism. The  antibody,  patrioitsm,  must  give 
an  active  immunization  which  should  hold 
at  least  until  the  next  period  of  active  duty. 


Properly  immunized  we  contact  our  rep- 
resentatives in  Congress — we  know  them 
personally  and  can  bring  to  their  attention 
in  a peculiarly  frank  manner  the  needs  of 
the  army  as  we  know  them  and  as  we  have 
seen  them. 

We  can,  and  should,  give  a certain  portion 
of  our  time  to  the  mastery  of  some  of  the 
intricate  duties  and  tactics  of  our  Corps, 
through  correspondence  courses,  attendance 
at  lectures  and  the  study  of  army  publica- 
tions. We  can  acquaint  our  friends  and 
neighbors  with  the  patriotic  value  of  an  ade- 
quate national  preparedness  as  opposed  to 
militarism. 

Lastly,  in  a class  whose  officers  are  of 
field  grade  and  many  past  fifty  years  of  age, 
we  should  be  looking  to  our  “replacements.” 
It  will  take  years  to  develop  and  train  them 
so  we  will  begin  with  C.  M.  T.  C.,  securing 
and  encouraging  trainees  from  among  the 
best  of  our  youth.  Then  we  will  urge  upon 
that  superb  class  of  young  men  who  fill  our 
universities,  the  value  of  enrolment  under 
the  Professor  of  Military  Science  and  Tac- 
tics. We  will  encourage  them  to  carry  on 
thx*ough  their  college  course.  A commission 
their  intrinsic  reward ; the  military  knowl- 
edge acquired  a measure  of  preparedness 
which  they  in  time  of  peace  may  place  on 
the  altar  of  National  Patriotism. 


THE  RELATION  OF  BLOOD  PRESSURE 
TO  DISORDERS  OF  THE  NERVOUS 
SYSTEM 

G.  WILSE  ROBINSON,  M.  D. 

Kansas  City,  Missouri. 

We  are  living  a high  tension  life.  We  do 
not  rest  or  sleep  as  much  as  nature  de- 
mands. We  eat  improper  foods  at  improper 
hours,  drmk  injurious  stimulants  to  excess, 
and,  worse  still,  spend  hours,  days  and  weeks 
of  anxietv  and  worry  over  our  affairs.  As 
a result,  the  two  most  common  and  disabling 
cond't'ons  of  which  we  are  victims  are  dis- 
orders of  the  nervous  and  circulatory  sys- 
tems. 

Heredity  and  environment  play  a part  in 
our  health  and  all  the  affairs  of  our  life. 
We  inherit  certain  elements  of  strength  and 
weakness  from  our  recent  and  remote  an- 
cestors. We  cannot  escape  heredity.  Some 
of  us  inherit  an  excess  of  reserve  nerve  en- 
ergy, more  than  sufficient  to  enable  us  to 
carry  on  through  the  stress  and  strain  of  a 
strenuous  life . Others  inherit  an  insuffi- 
cient supply  of  reserve  nerve  energy.  Such 
persons  fatigue  quickly  under  stress  and 
strain,  and  unless  the  supply  is  carefully 
conserved,  neurasthenic  states,  nervous 
breakdowns  and  actual  psychoses  result. 

There  are  so-called  high  tension  families. 
In  such  families,  high  blood  pressure  is  of 
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common  occurrence.  There  is  a tendency  to 
early  arterial  degeneration,  with  a history 
of  many  sudden  deaths  from  so-called  heart 
failure,  and  cerebral  arterial  breaks  and  oc- 
clusions. Other  families  may  be  classed  as 
low  tension  families,  in  whom  arterial  de- 
generation is  rare,  even  in  advanced  age, 
but  nervous  disorders  may  result  from  abus- 
es and  excesses,  and  failure  of  the  heart 
muscles  from  over  strain. 

Science  enables  many  of  us  to  escape  some 
of  the  evils  to  which  we  have  inherited  ten- 
dency. Or,  by  an  improper  system  of  liv- 
ing. we  may  bring  upon  ourselves  evils  to 
which  we  have  no  inherited  tendency. 

Society,  of  which  we  are  an  integral  part, 
makes  our  environment.  It  matters  not  so 
much  what  our  environment  may  be,  we 
may  change  it,  to  some  extent,  at  least,  if 
it  does  not  suit  us.  Or,  by  a proper  reac- 
tion to  our  unpleasant  environment,  we  may 
escape  the  evil  results. 

Blood  pressure  is  modified  by  various  so- 
called  toxins,  infectious  and  toxic  substanc- 
es. Some  of  these  toxins  are  generated 
within  the  body,  others  are  introduced.  Any 
toxin  which  causes  an  increased  heart  ac- 
tion, with  an  increased  pulse  rate,  continued 
over  a considerable  period  of  time,  tends  to 
cause  permanent  arterial  narrowing,  and  a 
permanent  elevation  of  blood  pressure. 
HynerseereUon  of  the  thyroid  gland,  through 
irritation  of  the  sympathetic  nervous  sys- 
tem, causes  an  increased  heart  action,  also 
an  arterial  narrowing,  and  a temporary  ele- 
vation of  blood  pressure.  If  this  condition 
continues  over  a long  period  of  time,  either 
one  of  two  conditions  may  result:  a perma- 
nent high  blood  pressure  with  enlargement 
of  the  heart,  or  a weakness  of  the  heart 
muscle  to  such  a degree  as  to  result  in  heart 
failure. 

It  is  generally  conceded  now  that  goitre 
is  the  result  of  an  insufficient  supply  of 
iodine,  especially  in  the  growing  child,  and 
that  it  may  be  prevented  if  iodine  is  admin- 
istered during  the  adolescent  period  of  life. 
It  is  well  to  combine  the  iodine  with  calcium 
salts,  as  many  of  these  patients  are  defi- 
cient in  calcium.  I think  it  is  well  to  have 
children  use  the  brand  of  salts  in  which 
iodine,  calcium  phosphate  and  sodium  chlo- 
ride are  combined,  rather  than  the  sodium 
chloride  alone,  as  a seasoning  of  their  food. 

We  hear  much  of  the  influence  of  focal 
infections  upon  blood  pressure.  In  many 
cases,  during  the  early  period  of  focal  in- 
fection, the  blood  pressure  is  decreased,  due 
to  a general  nervous  depression,  but  if  focal 
infections  are  neglected,  the  result  is  fre- 
quently a raising  of  the  blood  pressure  due 
to  a general  arterial  sclerosis  or  a renal 
arterial  sclerosis.  Sinus,  tonsil  and  teeth  in- 


fections are  the  most  common  offenders 
along  this  line.  Chronic  appendicitis  and 
chronic  gall  bladder  disease  may  also  be  re- 
sponsible. In  short,  no  focal  infection  should 
be  neglected. 

Many  of  the  infectious  diseases,  by  their 
arterial  irritation,  tend  to  cause  permanent 
elevation  of  blood  pressure;  syphilitic  infec- 
tion, especially,  tends  to  arterial  degeneracy. 
Every  patient  with  a nervous  disorder  should 
be  carefully  investigated  for  syphilis ; pa- 
tients showing  any  tendency  to  arterial 
change,  should  be  so  investigated.  Many  of 
the  evil  results  of  a syphilitic  infection  may 
be  avoided  by  early  treatment,  effects  both 
upon  the  nervous  system  and  the  circulatory 
system. 

The  so-called  auto-intoxications  resulting 
from  bad  metabolism,  also  tend  to  encourage 
arterial  degeneracy,  with  resultant  high 
blood  pressure.  Anything  tending  to  an 
acidemia  or  reduced  blood  alkalinity,  may 
result  in  arterial  degeneracy  with  resultant 
high  blood  pressure.  This  condition  may  be 
the  result  of  drinking  an  insufficient  amount 
of  water,  with  improper  elimination.  It  may 
be  the  result  of  chronic  infections,  excessive 
exercise,  insufficient  amount  of  rest,  morbid 
mental  states,  with  worry  and  agitation,  and 
insomnia,  in  short,  anything  that  tends  to 
induce  a state  of  excessive  and  abnormal 
fatigue ; the  eating  of  improper  foods  or  im- 
properly balanced  diet.  Acids  are  end  prod- 
ucts of  red  meat  metabolism.  An  excessive 
diet  of  such  meats  tends  to  produce  a con- 
dition of  lowered  blood  alkalinity.  The  fruit 
acids  and  vegetable  acids,  during  their  trans- 
formation in  the  body,  form  alkaline  prod- 
ucts. It  is  well  that  a meat  diet  be  bal- 
anced with  a diet  of  vegetables  and  fruits. 
In  families  in  which  there  is  a tendency  to 
arterial  degeneration,  red  meats  should  form 
a very  small  part  of  the  dietary ; they  should 
be  replaced  by  dairy  products,  eggs,  fruits, 
vegetables  and  cereals,  and  such  persons 
should  consume  water  in  rather  large  quan- 
tities. It  is  mv  opinion  that  water  is  very 
important,  both  as  a preventive  and  cura- 
tive agent,  and  many  of  the  ills,  especially 
of  a circulatory  and  nervous  nature,  may  be 
avoided  by  the  consumption  of  water  in 
more  than  the  average  quantities.  I find 
very  few  nervous  natients  are  good  water 
drinkers.  Many  of  the  mental  cases  who 
come  to  me  for  consultation  and  treatment, 
give  a history  of  drinking  very  small  quan- 
tities of  water.  They  have  decreased  alka- 
linity of  the  blood,  and  are  quite  well  satur- 
ated with  toxic  products. 

Beverage  drugs,  especially  tea  and  coffee, 
are  heart  stimulants  and  nerve  irritants; 
used  to  excess,  the  result  is  overaction  of 
the  heart  and  irritation,  with  fatigue  of 
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the  nervous  system  and  insomnia.  They 
should  not  be  used  by  young  children. 

The  excessive  and  long  continued  use  of 
any  drug  is  injurious.  The  variety  of  drugs 
used  habitually  is  very  great.  Such  drugs 
as  aspirin,  the  barbital  preparations,  chlo- 
ral, bromo  seltzer  (which  contains  acetani- 
lid)  the  various  opium  derivatives,  all  sorts 
of  headache  powders,  if  used  to  excess  as  to 
time  or  quantity,  are  injurious  and  poison- 
ous to  the  nervous  and  circulatory  systems. 
They  act  as  arterial  irritants,  tend  to  pro- 
duce arterial  changes  and  increase  blood 
pressure,  as  well  as  fatigue  and  exhaust 
heart  muscle.  The  indiscriminate  use  of 
luminal  by  physicians  and  the  laity  is  espe- 
cially fraught  with  danger.  It  is  phenol- 
barbital,  and  the  phenol  or  carbolic  acid  in- 
gredient is  a kidney  irritant  and  tends  to 
induce  a nephritis  or  intensify  a nephritis 
already  present.  I have  received  patients 
who  have  been  diagnosed  as  having  brain 
tumor,  with  most  of  the  cardinal  symptoms, 
such  as  stupor,  ataxia,  nystagmus,  vertigo, 
from  its  excessive  use.  These  drugs,  and 
many  others,  may,  in  addition  to  acting  as 
nervous  and  circulatory  irritants,  cause  ac- 
tual insanity.  It  is  also  known  that  tobacco, 
if  used  to  excess  by  any  one,  and  even  in 
small  quantities  by  some  persons,  is  a nerve 
and  circulatory  irritant,  causing  nervous  ir- 
ritability, increasing  nervous  and  circulatory 
tension.  It  is  especially  injurious  during 
the  adolescent  period  of  life,  and  should  not 
be  used,  if  used  at  all,  until  after  maturity. 
Alcoholic  beverages,  in  my  opinion,  have 
considerable  medicinal  value,  taken  in  mod- 
eration. In  excess,  they  are  nerve  and  circu- 
latory poisons,  cause  arterial  sclerosis,  with 
high  blood  pressure.  This  is  especially  true 
of  the  “boot-legger’s”  products,  which  have 
not  been  purified  and  contain  many  poison- 
ous substances.  I am  disposed  to  the  opin- 
ion that  the  health  of  the  public  would  be 
benefited,  if  all  such  beverages  were  dis- 
pensed to  the  public  under  the  government’s 
stamp  of  inspection,  from  government 
stores,  rather  than  the  old-time  saloon,  of 
such  quality  and  at  such  a price  as  would 
put  the  “boot-legger,”  with  his  deadly  bev- 
erages, out  of  business. 

Nervous  tension  is  inborn  in  some  of  us; 
in  others,  is  the  result  of  our  environment. 
Worry  and  anxiety  is  the  inevitable  result 
of  our  modern  tenseness  of  living.  It  is  the 
cause  of  mental,  physical  and  financial  fail- 
ure of  innumerable  individuals.  Many  men 
assume  responsibilities  of  a business  or  pro- 
fessional nature  too  great  for  their  capac- 
ity, and  soon  beein  worrying,  because  of 
fear  of  failure.  They  become  obsessed  with 
the  idea  of  failure,  unable  to  give  attention 
to  the  daily  business,  the  business  is  ne- 


glected and  soon  goes  on  the  rocks,  if  some 
one  does  not  step  in  and  take  the  helm.  This 
worry  and  anxiety  born  of  fear,  increases 
nervous  tension  and  circulatory  tension, 
with  high  blood  pressure  at  first ; later, 
when  extreme  fatigue  comes,  with  physical 
exhaustion,  the  blood  pressume  may  be  ab- 
normally low,  but  in  many  cases,  if  the  ner- 
vous tension  continues  over  a considerable 
period  of  time,  irreparable  damage  is  done 
to  the  arterial  walls  and  high  blood  pressure 
is  a permanent  result.  Many  business  and 
professional  men,  having  plenty  of  ability 
to  carry  on  with  their  business  successfully, 
as  a result  of  working  too  hard  at  the  job, 
become  chronically  fatigued ; then  fear 
creeps  upon  them,  fear  of  failure,  both  of 
health  and  fortune,  worry  and  anxiety  take 
possession  of  their  minds;  they  lose  the 
power  of  attentive  control,  and  the  result  is 
the  same,  unless  they  leave  their  business 
and  receive  proper  treatment,  which  will  re- 
store their  depleted  store  of  reserve  nerve 
energy,  and  bring  it  back  to  normal  balance. 

Worry  and  anxiety,  with  morbid  fears, 
may  be  seen  at  almost  any  level  of  life.  The 
school  boy  and  girl  have  these  morbid  fears, 
and  many  must  give  up  their  school  work 
because  of  their  fears,  and  not  an  inconsid- 
erable number  commit  suicide.  Our  modern 
schools  and  our  modern  school  teachers  are 
largely  responsible.  The  curriculum  seems 
to  be  prepared  for  the  exceptional  child. 
Those  who  are  slightly  subnormal,  and  many 
of  those  who  are  average,  must  strive  be- 
yond the  point  of  their  endurance  to  do  the 
scheduled  work.  They  are  unable  to  restore 
during  the  periods  of  rest,  the  energy  con- 
sumed during  the  periods  of  activity.  Fa- 
tigue results.  They  become  discouraged  and 
fear  of  failure  haunts  them.  Many  teachers 
are  unkind  and  impatient,  when  kindness 
and  patience  are  so  much  needed,  constant 
ly  criticizing  the  child’s  poor  work,  even  in 
the  presence  of  other  pupils,  so  that  even 
though  the  child  may  be  able  to  struggle 
on  through  school,  in  many  cases,  an  “in- 
feriority complex”  is  developed  in  the  mind 
of  the  child,  which  persists,  and  is  a potent 
cause  of  failure  all  through  life.  Parents, 
by  their  critical  attitude  and  by  calling  at- 
tention, in  an  unsympathetic  manner,  to 
the  child’s  faults,  may  produce  the  same 
results.  Threatening  punishment  of  chil- 
dren. and  frightening  them,  are  factors  in 
the  development  of  a nervous  tension,  which 
encourages  a circulatory  tension  as  well. 

The  woman  who  strives  for  social  position 
is  a victim  ofttimes  of  excessive  fatigue;  a 
high  tension  of  the  nervous  system,  and 
may,  as  a result,  show  early  arterial  de- 
generation, high  blood  pressure,  and  the 
numerous  disabilities  accompanying. 
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Morbid  fear  is  perhaps  the  most  common 
symptom  in  medicine.  Our  fears  are  born 
of  the  yesterdays  and  tomorrows.  Because 
of  our  early  training,  or  of  some  of  our 
past  experiences,  we  fear  to  meet  the  future. 
It  may  be  because  of  some  indiscretion  we 
have  magnified  into  a gross  sin — even  the 
so-called  unpardonable  sin — and  we  fear 
for  our  future  here  in  this  life,  or  in  the  life 
beyond.  I have  had  much  occasion  to  pon- 
der as  to  what  the  unpardonable  sin  might 
be,  as  I have  had  hundreds  of  patients  who 
alleged  a commitment  of  the  unpardonable 
sin,  but  no  two  of  them  have  committed  the 
same  act. 

We  fear  death ; we  fear  life ; we  fear  in- 
fections of  all  kinds;  we  fear  heart  disease, 
insanity,  cancer,  leprosy,  syphilis,  and  al- 
most every  disease  to  which  flesh  is  heir, 
none  of  which  we  have  today,  but  may  have 
tomorrow. 

All  persons  with  morbid  fears  have  high 
nervous  tension,  and  if  the  fear  persists, 
have  high  tension  of  the  circulatory  system. 

The  question  can  well  be  asked,  but  not 
easily  answered,  “What  is  high  blood  pres- 
sure?” It  is  regarded  as  a pressure  above 
the  normal  average,  but  what  is  the  normal 
average?  Some  tell  us  it  is  a pressure  equal 
to  the  age  of  the  individual,  plus  100.  This, 
in  my  opinion,  is  too  high.  The  average 
man  or  woman  of  40  does  not  have  a pres- 
sure of  140.  Nor  does  the  average  man  or 
woman  of  80  years,  have  a pressure  of  180, 
systolic.  Just  what  the  average  is,  I do  not 
know.  Some  persons  of  advanced  years  have 
a blood  pressure  quite  low.  It  is  my  opinion 
that  a systolic  over  160  at  any  age,  is  a 
dangerous  pressure,  or  a diastolic  pressure 
persistently  over  90  is,  I believe,  dangerous. 

Blood  pressure  depends  upon  two  factors. 
The  force  of  the  contraction  of  the  heart 
muscle,  and  peripheral  resistance  to  the 
blood  stream.  The  muscles  of  the  heart  and 
arteries  are  under  the  control  of  the  sympa- 
thetic and  autonomic  nervous  systems.  A 
stimulation  of  the  autonomic  system  slows 
the  heart  and  dilates  the  arteries.  A stimu- 
lation of  the  sympathetic  system  increases 
the  rapidity  of  the  heart  and  contracts  the 
arteries.  In  all  states  of  high  nervous  ten- 
sion, in  mental  states  of  fear,  worry,  and 
anxiety,  the  sypmathetic  nervous  system  is 
over  stimulated;  the  heart  is  more  rapid  in 
its  rhythm.  The  arteries  are  contracted  and 
blood  pressure  is  increased,  until  the  nerves 
and  muscles  of  the  arteries  become  exces- 
sively fatigued,  when  blood  pressure  may  be 
dangerously  decreased,  even  though  arterial 
sclerosis,  or  hardening  of  the  arteries  has 
already  supervened. 

Arterial  sclerosis  is  a condition  in  which 
the  arterial  walls  have  undergone  a degen- 


erative process,  and  lime  salts  have  been  de- 
posited in  the  walls.  Such  arteries  are  less 
elastic;  they  offer  greater  resistance  to  the 
blood  stream,  and  if  the  heart  is  able  by 
more  powerful  contraction,  to  overcome  this 
resistance,  an  increased  blood  pressure  may 
result,  although  in  many  cases  of  arterial 
hardening,  there  is  not  a high  blood  pres- 
sure; on  the  contrary,  the  pressure  may  be 
extremely  low.  This  is  an  alarming  symp- 
tom, as  arterial  occlusion  is  prone  to  de- 
velop in  such  cases. 

Some  of  the  early  symptoms  of  arterio- 
sclerosis may  be  divided  into  three  classes. 
In  the  first  class,  they  are  referable  to  the 
heart,  and  consist  of  shortness  of  breath 
on  exertion,  palpitation  and  discomfort  in 
front  of  heart,  or  severe  cramp-like  pains 
in  chest.  In  the  second  class,  they  consist 
of  ready  fatigue,  lassitude,  nervous  irrita- 
bility, disturbed  sleep,  vague  pains  in  the 
back  or  limbs,  and  varying  combinations  of 
functional  nervous  derangements  of  the 
stomach.  In  the  third  class,  the  first  indica- 
tions are  dull  headache,  vertigo,  noises  in 
the  ears,  and  occasional  attacks  of  aphasia, 
or  hemiplegia,  or  there  may  be  slight  blur- 
ring of  vision,  due  to  small  retinal  hemor- 
rhages. In  some  cases,  epileptic  convulsions, 
occurring  chiefly  at  night,  are  early  symp- 
toms. 

Results  of  high  blood  pressure:  High 
blood  pressure  is  recognized  as  one  of  the 
principal  results  of  arterial  sclerosis,  or 
hardening  of  the  aretries.  It  has  been  well 
said  that  “a  man  is  as  old  as  his  arteries.” 
A hard,  non-elastic,  degenerated  artery  is 
one  of  the  accompaniments  of  old  age,  and 
is  indicative  of  old  age.  A common  result 
of  arterial  sclerosis,  either  with  or  without 
high  blood  pressure,  is  cerebral  palsies. 
These  usually  occur  in  the  nature  of  a hemi- 
plegia or  a paralysis  of  one  side  of  the  body. 
If  there  be  an  endarteritis,  with  arterial  de- 
generation and  low  blood  pressure,  occlu- 
sions of  arteries  are  common,  and  it  is  my 
opinion  that  thrombosis  is  the  most  com- 
mon and  frequent  cause  of  hemiplegia.  If 
the  cerebral  arteries  be  degenerated  and 
weakened,  and  the  blood  pressure  be  very 
high,  an  arterial  rupture  may  occur,  giving 
a cerebral  hemorrhage  as  the  cause  of  hemi- 
plegia. Chronic  nephritis  also  results  from 
high  blood  pressure,  and  a nephritis,  with 
hardening  and  degeneration  of  the  arteries 
in  the  kidney,  may  be  the  cause  of  a high 
tension.  So-called  heart  failure,  which  is 
given  so  frequently  in  the  daily  press  as 
the  cause  of  death,  may  result  from  high 
blood  pressure,  with  arterial  sclerosis  and 
occlusion  of  the  coronary  arteries. 

High  blood  pressure  may  be  one  of  the 
causes  of  certain  psychoses.  These  psycho- 
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ses  may  be  of  the  nature  of  an  agitated  or 
depressive  type.  A high  blood  pressure  may 
cause  disturbance  of  any  organ  within  the 
body.  Digestive  disorders  are  common, 
weakness  and  fatigue  of  the  muscles  are 
frequently  seen. 

Summing  up  then,  the  causes  of  high 
blood  pressure,  we  find  that  drugs,  diet, 
toxins,  exposure,  overwork,  and  mental 
states,  are  the  most  important.  The  treat- 
ment of  the  condition,  of  course,  should  first 
be  preventive.  The  excessive  use  of  drugs, 
of  all  forms,  should  be  avoided;  the  diet 
should  be  well  balanced,  avoiding  an  excess 
of  those  food  products  which  tend  to  lower 
the  alkalinity  of  the  blood.  Toxins  should, 
in  so  far  as  possible,  be  eliminated.  Elimi- 
nation may  be  increased,  in  most  instances, 
by  the  drinking  of  water  and  milk.  Exces- 
sive exposure  and  overwork  should  be  avoid- 
ed. We  should  always  endeavor  to  main- 
tain a proper  balance  of  our  reserve  nerve 
energy.  When  we  work  to  the  point  of  fa- 
tigue, we  should  then  rest  until  the  fatigue 
and  fatigue  products  are  eliminated. 

Morbid  fears,  worry  and  anxiety  are  all 
depressive  emotions.  Nothing  is  ever  ac- 
complished by  them,  but  much  evil  may  re- 
sult. They  are  responsible  for  so  many  of 
our  disabilities  that  we  should  have  a phil- 
osophy of  life  which  will  prevent  us  from 
yielding  to  such  emotions. 

Every  man  has,  or  should  have,  a phil- 
osophy of  life.  He  may  be  in  possession  of 
the  very  best  and  not  know  of  its  exist- 
ence; having  the  very  worst,  he  may  pride 
himself  as  a paragon.  I wish  to  point  out  a 
philosophy  which  will  fit  any  life,  or  any 
situation  in  life.  In  other  words,  a handle 
which  will  fit  our  life  tools,  to  point  out  a 
path  in  which  the  wayfaring  man  cannot  go 
astray.  It  is  not  a complicated  system  nor 
a formal  plan,  but  simply  a habit,  as  easy 
or  as  hard  to  adopt  as  any  other  habit,  good 
or  bad.  In  our  earliest  infancy,  we  begin 
the  formation  of  habits,  both  muscular  and 
psychic.  Life  is  a habit,  a succession  of  ac- 
tions that  become  more  or  less  actions  of 
the  same  kind. 

Plutarch  says  that  “Character  is  a habit 
of  long  standing.”  The  way  of  life  which  I 
desire  to  present  for  consideration,  is  a 
habit  to  be  acquired  gradually,  by  long  and 
steady  repetition.  It  is  a practice  of  living 
for  the  day  only,  and  for  the  day’s  work. 
Live,  as  Sir  William  Osier  has  said,  in  day- 
tight  compartments.  Carlyle  says  our  main 
business  is  not  to  see  what  lies  dimly  in 
the  distance,  but  to  do  what  lies  clearly  at 
hand.  The  workers  in  Christ’s  vineyard 
were  hired  by  the  day.  In  His  prayer  we 
are  told  to  ask  for  our  daily  bread.  We  are 


forbidden  to  take  any  thought  of  the  mor- 
row. This  way  or  philosophy  of  life  has  per- 
haps been  less  universally  practiced  than 
any  other.  Since  the  chief  worries  of  life 
arise  from  the  foolish  habit  of  looking  for- 
ward and  backward,  there  is  peace  for  the 
anxious  and  worried  man  if  he  looks  neither 
backward  to  the  past,  nor  forward  to  the 
future.  The  chief  factors  of  safety  of  the 
great  ocean  liners,  are  the  fore  and  aft  wa- 
ter-tight compartments.  By  touching  a but- 
ton on  the  bridge,  the  great  iron  bulkhead 
doors  can  be  closed,  shutting  out  all  com- 
munication between  the  various  compart- 
ments. 

The  safety  of  our  today  depends  to  a very 
great  degree  upon  our  ability  to  touch  a 
button  and  hear  at  every  level  of  our  lives, 
the  aft  doors  closing  and  shutting  out  the 
past,  the  dead  yesterdays.  Also,  to  touch 
another  and  shut  off  with  the  forward  bulk- 
head doors,  the  future — the  unknown  tomor- 
rows. It  is  not  easy  to  disregard  the  past; 
it  haunts  us  like  a shadow.  We  should  learn 
to  bury  deep  in  the  oblivion  of  each  night, 
the  joys  and  sorrows,  the  disappointments, 
the  mistakes  and  sins,  the  petty  annoyanc- 
es, the  real  and  fancied  slights  of  the  day. 

George  Herbert  says:  “Undress  your  soul 
at  night,  not  by  self-examination,  but  by 
shedding,  as  you  do  your  garments,  the 
daily  sins,  whether  of  omission  or  commis- 
sion— and  you  will  waken  a free  man  with 
a new  life.”  Look  back  on  rare  occasions 
for  stock  taking,  but  not  for  any  other  pur- 
pose. 

We  can  have  no  greater  handicap  in  our 
course  than  that  of  carrying  the  habit  of 
retrospection  and  introspection,  letting  the 
mistakes  of  yesterday  paralyze  the  efforts 
of  today,  hugging  the  worries  of  the  past 
to  our  destruction,  allowing  the  worm  “re- 
gret” to  canker  the  very  heart  of  our  lives. 
St.  Paul  said  he  died  daily  and  thereby  in- 
sured the  resurrection  of  a new  man  and 
made  each  day  the  epitome  of  a new  life. 

The  future  should  be  shut  off  as  tightly 
as  the  past.  No  fearful  anticipations,  no 
dreams,  no  visions,  no  fantasies,  castles  in 
the  air — with  which  hearts  are  broken, 
heads  are  turned.  The  tomorrow  has  no 
certainty  except  through  today.  The  uncer- 
tainty of  tomorrow  is  a proverb,  yet  we 
may  all  have  the  secret.  The  future  is  to- 
day, there  is  no  tomorrow. 

The  day  of  man's  salvation  is  now.  The 
life  of  the  present,  of  today,  lived  intensive- 
ly, earnestly  and  sincerely,  with  no  forward 
looking  thought,  is  your  only  insurance  for 
the  future.  We  should  make  the  limit  of 
our  horizon  a twenty-four-hour  circle.  We 
should  shut  tightly  and  keep  closed  the  great 
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fore  and  aft  bulkheads  of  our  lives,  and 
constantly  cultivate  the  habit  of  a life  of 
day-tight  compartments.  The  acquisition  of 
the  habit  takes  time,  just  as  does  the  form- 
ation of  any  habit.  The  way  is  not  hard  if 
we  will  sincerely  persist  in  our  efforts  to 
find  it.  If  we  learn  to  live  our  lives  in  day- 
tight  compartments,  we  shall  be  better  able 
to  bear  our  own  burdens  and  the  burdens 
of  others ; we  shall  find  more  of  happiness ; 
we  shall  be  able  to  travel  much  farther  on 
the  way  which  has  been  blazed  for  us  by 
strong  men,  into  whose  labors  we  enter  and 
whose  ideals  must  be  our  inspiration. 

The  way  of  life  which  leads  us  into  day- 
tight  compartments,  offers  far  more  of  joy 
and  less  of  sorrow,  less  waste  of  energy, 
mental  distress,  nervous  worries  and  mor- 
bid fears,  mere  power  of  attentive  control 
and  mental  concentration  to  the  work  which 
is  immediately  at,  hand,  and  crying  to  be 
done.  It  is  an  insurance  against  failure,  and 
for  success. 

In  spite  of  all  our  efforts  at  prevention 
of  circulatory  tension,  high  pressure  cases 
will  consult  us  for  the  various  disabilities 
resulting  therefrom.  The  problem  confront- 
ing us  is  how  to  aid  the  patient.  The  medici- 
nal remedies  suggested  for  the  lowering  of 
high  pressure  are  legion,  but  no  specific 
remedies  have  yet  been  discovered,  after 
the  arteries  have  undergone  degeneration 
and  the  heart  has  developed  a compensa- 
tory enlargement. 

The  so-called  essential  hypertension,  how- 
ever, may  yield  to  a removal  of  the  cause. 
The  cases  resulting  from  nervous  high  ten- 
sion and  the  depressive  emotions  may  espe- 
cially be  helped,  by  correcting  the  abnormal 
nervous  and  mental  states.  Moderate  exer- 
cise is  beneficial.  I am  not  a believer  in 
long  periods  of  confinement  to  bed  and  a 
restricted  diet  as  a treatment  of  essential 
hypertension. 

Some  five  years  ago,  I was  called  to  see  a 
woman  of  62  years,  who  was  having  some 
transitory  palsies.  She  gave  a history  of 
two  years  of  confinement  to  bed  and  a 
starvation  diet,  for  the  treatment  of  high 
blood  pressure.  She  was  greatly  emaciated 
and  very  weak.  Examination  showed  a sys- 
tolic pressure  of  270;  a diastolic  of  170;  no 
appreciaable  arterial  degeneration ; no  ne- 
phritis. I advised  that  she  get  out  of  bed, 
e-o  to  work,  eat  anything  and  plenty  of  it. 
Her  pressure  quickly  dropped ; she  gained 
in  weight.  Today,  her  systolic  pressure 
varies  from  150  to  170;  diastolic  80  to  100. 
She  weighs  170  pounds,  does  her  own  work 
in  conducting  a boarding  house,  even  doing 
her  own  washing.  What  is  the  answer? 
She  had  decreased  alkalinity,  due  to  starva- 


tion and  poor  elimination,  with  a high  toxic 
state.  But,  most  important  was  the  fact 
that  she  spent  her  time  in  bed  worrying 
constantly  over  her  condition.  In  my  opin- 
ion, her  high  tension  was  chiefly  the  result 
of  her  unhappy  and  depressed  mental  state. 
This  was  corrected  by  putting  her  to  work. 
The  original  cause  of  her  high  tension  was 
perhaps  due  to  domestic  worries. 

Other  general  factors  in  the  treatment  of 
high  tension  are:  massage,  neutral  baths, 
sun  baths,  sufficient  sleep  and  rest,  good 
elimination,  proper  nutrition  by  a well  bal- 
anced diet,  a mind  at  peace  and  contented, 
neither  regretful  of  the  past,  nor  anxious 
concerning  the  future. 

The  medical  treatment  of  arterial  hyper- 
tension consists  of  such  remedies  as  liver 
extract  and  theobromine.  The  theobromine 
can  be  given  in  five  grain  doses,  combined 
with  luminal,  one-fourth  to  one-half  grain. 
The  luminal,  however,  should  not  be  given 
if  there  be  evidence  of  nephritis,  and  if  giv- 
en, the  urine  should  be  examined  frequent- 
ly- 

The  general  treatment  of  nervous  high 
tension  is  a correction  of  bad  habit  of  wor- 
ry, rest,  proper  diet,  and  mental  sug- 
gestion.  Physiotherapy  may  be  used  in  both 
arterial  and  nervous  hypertension.  The  auto- 
condensation current  is  beneficial  in  both 
conditions. 


A CONSIDERATION  OF  GASTROPTOSIS 

J.  J.  GORMAN,  M.  D. 

El  Paso,  Texas 

(Read  before  the  El  Paso  County  Medical  Society. 
November  5,  1928.) 

The  term  “gastroptosis,”  signifying  a dis- 
location of  the  stomach,  is  one  of  the  incor- 
rect terms  which  has  crept  into  medical 
nomenclature.  There  may,  of  course,  be  a 
ptosis  of  the  various  other  organs  in  the 
abdomen  and  this  is  a frequent  occurrence 
in  association  with  the  condition  commonly 
known  as  ptosis  of  the  stomach.  A short  re- 
view of  the  anatomical  relationships  of  the 
stomach  will  assist  in  the  following  discus- 
sion. 

By  its  passage  through  the  diaphragm 
the  esophagus  is  fixed  at  this  point  and,  in 
addition,  we  find  a small  peritoneal  fold 
known  as  the  gastrophrenic  ligament,  run- 
ning from  the  stomach  to  the  diaphragm 
along  the  left  side  of  the  esophagus.  The 
combined  action  of  these  two  attachments 
renders  the  cardia  the  most  fixed  portion  of 
the  stomach.  A fold  of  the  peritoneum 
known  as  the  gastrohepatic  ligament,  ex- 
tends along  the  lesser  curvature  and  is  at- 
tached to  the  liver.  From  the  greater  curva- 
ture we  have  two  peritoneal  attachments, 
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the  more  important,  the  gastrosplenic,  con- 
necting with  the  spleen  which,  in  turn,  is 
attached  to  the  diaphragm  by  ligaments, 
and  the  gastrocolic  ligament.  Directing  our 
attention  momentarily  to  the  duodenum,  we 
find  the  duodenojejunal  flexure  fixed  by  the 
muscle  of  Treitz,  which  is  attached  above 
to  the  strong  connective  tissue  around  the 
coeliac  artery,  as  well  as  to  the  left  crus  of 
the  diaphragm.  Therefore,  we  note  that  the 
stomach  is  suspended  through  two  fixed 
points;  namely,  at  the  esophagus  and  the 
second  part  of  the  duodenum ; and  the 
most  movable  parts  are  the  antrum  and  the 
pylorus,  due  to  the  relative  weakness  of 
the  gastrohepatic  ligament. 

The  last  several  years  have  witnessed  an 
expression  of  many  opinions  as  to  the  nor- 
mal size  and  shape  of  the  stomach.  The  idea 
once  held,  that  all  J-shaped  stomachs  were 
visceroptotic  and  deviations  from  the  nor- 
mal steerhorn  type,  has  given  way  to  the 
now  accepted  normal  steerhorn  and  normal 
J-shaped  types.  When  we  consider  the  rela- 
tively low  position  of  the  stomach  in  what 
we  may  consider  normal  individuals,  at  least 
those  free  from  any  gastro-intestinal  dis- 
turbance, we  must  realize  that  the  diagnosis 
of  gastroptosis  is  too  frequently  made  in  er- 
ror and  should  be  made  with  the  greatest 
cautioin  except  in  case  with  associated  gen- 
eral visceroptosis. 

In  an  x-ray  study  made  by  Moody,  van 
Nuys  and  Chamberlain  in  1923,  of  600  nor- 
mal individuals  taken  in  the  erect  posture, 
we  find  that,  in  contrast  to  our  previous 
conception  of  the  high  stomach,  the  most 
common  position  of  the  lowest  part  of  the 
greater  curvature  was  in  the  zones  from  2.5 
to  7.5  centimeters  below  the  interiliac  line 
and,  in  36.3  per  cent,  more  than  5 centi- 
meters below  the  line.  The  most  common 
position  of  the  lowest  part  of  the  lesser 
curvature  was  between  the  interiliac  line 
and  5 centimeters  above  it,  of  the  pylorus 
between  2.5  and  5 centimeters  above  the 
arbitrary  line. 

As  regards  the  shape  of  the  stomach,  an 
increase  in  the  transverse  diameter  suggests 
atony  and  dilatation,  while  an  increase  in 
longitudinal  diameter  suggests  the  possibil- 
ity of  ptosis. 

A true  type  of  this  condition  is  rare  and, 
since  it  is  so  frequently  associated  with  the 
general  condition  of  visceroptosis,  it  is  nec- 
essary to  consider  the  latter  condition.  Al- 
though associated  with  a general  displace- 
ment of  all  the  abdominal  viscera,  it  is  most 
frequently  associated  with  a displaced  right 
kidney.  In  fact,  Kemp  has  stated  that  a 
movable  kidney  with  the  lower  border  of 
the  stomach  below  the  commonly  accepted 
normal  point,  is  diagnostic  of  gastroptosis. 


There  is,  in  addition  to  a sagging  of  the 
stomach,  a gravitation  of  the  right  colon 
into  the  pelvis,  a dislocation  of  the  hepatic 
flexure  and  in  general  a more  highly  placed 
splenic  flexure.  Most  frequently  the  normal 
anatomical  relationship  of  the  small  to  the 
large  bowel  is  disturbed,  since  the  small  in- 
testines are  prolapsed  into  the  pelvis.  In  the 
interpretation  of  these  facts,  however,  we 
must  not  lose  sight  of  the  various  types  of 
individuals  we  encounter.  We  frequently 
find  a patient  whose  general  appearance 
suggests  a relaxation  of  all  ligaments,  the 
heart  and  lungs  as  well  as  the  abdominal 
viscera.  This  tall,  thin,  angular  individual 
with  narrow  chest  and  a long  slender  ab- 
domen with  decreased  antero-posterior  and 
vertical  diameter,  is  a frequent  type  and 
presents,  I should  say,  about  twenty  per 
cent  of  our  entire  population  but  said  by 
some  authors  to  be  as  high  as  forty  per 
cent.  To  say  that  all  this  type  is  abnormal 
would  be  to  accuse  a large  number  of  indi- 
viduals without  symptoms,  but  certainly  one 
of  this  habitus  with  symptoms  is  viewed 
with  suspicion  of  gastro-intestinal  disturb- 
ance. Our  common  clinical  experience  indi- 
cates that  it  is  not  the  position  per  se  that 
is  of  importance  but  the  ability  of  the  stom- 
ach and  intestines  to  perform  their  normal 
functions  satisfactorily. 

Therefore,  in  interpreting  our  picture  of 
the  stomach,  we  must  consider  the  vertical 
diameter  of  the  stomach — namely,  the  dis- 
tance from  the  cardia  to  the  lower  part  of 
the  greater  curvature — in  relation  to  the 
general  arrangement  of  the  other  abdominal 
viscera  and  especially  in  relation  to  the  type 
of  individual,  for  what  might  appear  to  be 
normal  in  the  tall  angular  type  could  easily 
be  pathological  in  those  of  short  fat  habitus. 

The  suggested  causes  of  visceroptosis  are 
numerous  but  probably  best  dsicussed  by 
considering  the  factors  which  predispose 
and  those  capable  of  bringing  about  this 
condition  . We  can  scarcely  question  the  role 
of  heredity  in  the  tendency  to  a viscerop- 
totic habitus.  Kerjey  and  Le  Wald,  in  100 
cases  of  children  and  infants,  demonstrate 
abnormalities  of  segments  in  many,  espe- 
cially those  complaining  of  constipation  and 
malnutrition.  It  is  this  group  in  which  we 
may  recognize  alteration  in  both  the  vis- 
ceral nervous  system  and  circulation  as  well 
as  visceral  position.  They  are  less  resistant 
to  the  usual  shocks  to  the  nervous  system 
and  many,  sooner  or  later,  show  gastric  dis- 
turbances following  a nervous  imbalance 
due,  we  think,  to  a relaxation  of  the  stom- 
ach and  disturbance  in  its  function. 

A failure  or  weakness  in  the  musculature 
maintaining  intra-abdominal  tension,  or  a 
loss  in  the  abdominal  fat — as  brought  about 
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so  frequently  in  wasting  diseases,  either 
acute,  as  typhoid  fever,  or  chronic,  as  pul- 
monary tuberculosis,  the  anemias  and  focal 
infection — produces  a general  relaxation  of 
the  viscera. 

The  sedentary  life  maintained  by  so  many 
of  these  individuals  in  association  with  ex- 
cessive mental  strain,  improper  diet  and 
worry,  affects  the  smooth  muscle  to  some 
degree. 

Associated  disturbances  of  like  charac- 
ter, such  as  relaxed  hepatic  ligaments,  is 
still  another  factor. 

The  exciting  causes  in  general  are  any 
conditions  that  have  a tendency  to  cause  a 
relaxation  of  the  ligaments  which  normally 
hold  the  stomach  in  place  or  to  decrease 
the  muscle  tone.  Such  a condition  would  be 
an  abdomen  following  paracentesis,  follow- 
ing previous  pregnancies,  or  any  condition 
causing  a loss  of  abdominal  fat.  Moody, 
however,  in  his  series  of  experiments,  de- 
nies that  the  strength  of  the  abdominal 
musculature  plays  any  part  in  the  position 
of  the  stomach. 

The  symptoms  produced  by  gastroptosis 
are  debatable.  There  is  no  single  symptom, 
or  group  of  symptoms  which  we  can  defi- 
nitely attribute  to  this  condition  but  many 
have  been  described,  such  as  distention,  a 
fullness  of  the  abdomen,  anorexia,  a drag- 
ging sensation  following  meals  relieved  by 
the  recumbent  position,  vague  distress  and 
discomfort  coming  on  very  soon  after  meals. 
However,  these  are  likewise  the  symptoms 
of  inefficiency  of  the  muscular  and  secre- 
tory mechanisms  and,  if  our  original  con- 
ception of  ptosis  is  corrcet,  the  latter  would 
not  be  present.  The  dragging  sensation, 
however,  may  be  explained  on  the  basis  of 
traction  on  the  gastro-hepatic  ligament.  It 
is  common  experience  with  marked  symp- 
toms to  find  associated  conditions  present; 
the  two  I have  most  commonly  found  are 
atony  and  colitis,  though  chronic  infections 
are  sometime  found.  There  are,  at  times, 
such  constitutional  symptoms  as  insomnia, 
headache,  tachycardia,  psychic  manifesta- 
tions, anemia,  low  blood  pressure,  tired  feel- 
ing and  constipation,  spastic  type  most  com- 
mon, and  the  like ; but,  rather  than  say 
that  these  are  symptoms,  we  must  accept 
them  as  merely  present  in  the  general  pic- 
ture. 

The  appearance  of  the  patient  in  the 
standing  position  is  probably  the  most  im- 
portant point  in  the  physical  examination. 
As  has  been  described,  the  patient  in  which 
this  condition  is  most  often  found  is  the 
tall,  thin  idividual  with  posture  that  of  fa- 
tigue. On  standing,  we  note  the  undue 
prominence  of  the  lower  abdomen,  with  the 


sunken  condition  above  the  umbilicus,  espe- 
cially in  the  lateral  view.  This  may  entire- 
ly disappear  in  the  recumbent  position.  Sep- 
aration of  the  rectus,  a movable  kidney,  a 
prolapsed  colon,  a floating  tenth  rib,  may 
assist  in  the  diagnosis. 

The  gastric  analysis  and  stool  examina- 
tion are  normal  or  show  the  characteristics 
of  an  associated  condition.  Most  other  ex- 
examinations have  given  way  in  favor  of  the 
x-ray. 

In  making  the  examination  by  means  of 
the  x-ray,  both  standing  and  recumbent  po- 
sitions should  be  used.  Not  only  should  the 
stomach  be  examined  as  to  vertical  and 
transverse  diameters,  but  also  as  to  the  de- 
gree of  peristalsis,  the  presence  of  adhe- 
sions and  its  normal  relation  to  associated 
organs.  The  liver  and  kidney  should  like- 
wise be  noted.  In  the  standing  position  the 
stomach  will  be  below  the  iliac  line  and  the 
barium  gravitates  to  the  dependent  portion. 
Peristalsis  is  usually  sluggish  and  there  may 
be  delayed  motility.  Occasionally  cardio- 
spasm is  encountered.  Under  the  fluoroscope 
it  is  usually  possible  to  demonstrate  that 
function  is  improved  with  the  patient  in  the 
recumbent  position. 

The  treatment  of  this  condition  is  too 
vast  in  its  scope  to  be  discussed  at  this  time 
but  let  us  not  forget  that  when  we  are  pay- 
ing strict  attention  to  the  general  hygiene, 
proper  exercise,  suitable  diet,  control  of 
focal  infections  and  medical  treatment  there 
is  yet  one  other  factor  to  be  considered  and 
that  is  the  vasomotor  disturbances  which 
are  not  infrequently  encountered,  for  if  the 
latter  is  neglected,  treatment  may  very  well 
come  to  an  unsuccessful  termination.  An- 
other factor  is  to  discover  the  cause,  treat 
it  and  roughly  forget  the  size  and  shape  of 
the  organ.  Several  transfixation  operations 
have  been  tried  for  the  relief  of  this  condi- 
tion but  without  a very  great  deal  of  suc- 
cess and,  except  in  the  extreme  cases,  I do 
not  feel  that  the  present  results  of  surgery 
in  this  condition  justify  its  usage. 

A report  of  the  following  case  is  typical 
of  this  condition  and  the  complicating  con- 
ditions most  commonly  encountered. 

CASE 

Case  C 42.  Male,  white,  age  26.  Occupation,  shoe 
salesman.  Chief  complaint  recurrent  attacks  of 
headache  and  vomiting. 

Present  illness:  Patient  has  been  in  poor  health 
for  years;  constipation  and  malnutrition  present 
since  childhood.  Has  always  been  very  pale.  Dur- 
ing the  past  five  years  has  had  frequent  attacks 
of  frontal  headaches,  relieved  by  vomiting.  Vom- 
itus  usually  contains  a large  amount  of  bile.  Ap- 
petite poor  and,  following  the  ingestion  of  a large 
meal,  there  is  a marked  fullness  and  dragging  sen- 
sation of  the  abdomen,  relieved  by  the  recumbent 
position.  Has  moderate  amount  of  gas  after  meals 
Diet  composed  mostly  of  vegetables.  Frequently 
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is  unable  to  go  to  sleep  before  one  and  three  a.  m. 
Is  conscious  of  a fast  pulse  at  intervals.  Has  nev- 
er lost  time  from  work  except  on  an  occasional 
day  but  generally  has  a tired  and  worn  feeling. 
States  that  he  does  not  know  what  it  is  to  feel 
well.  Is  very  nervous,  high  strung  and  irritable. 

History  negative. 

Operations,  tonsils  removed  in  1920. 

Physical  Examination:  height,  5 ft.  8 in.;  weight, 
111  lbs.  Patient  is  tall,  is  markedly  emaciated, 
stands  in  a stooped  position.  On  lateral  view  there 
is  a marked  prominence  of  the  lower  abdomen,  out 
of  all  proportion  to  the  upper  abdomen  and  the 
diameter  of  the  chest.  In  the  recumbent  position 
this  prominence  disappears.  The  skin  shows  mark- 
ed pallor.  Blood  pressure:  systolic  102,  diastolic 

70.  Pulse,  96;  temperature  normal.  Examination 
otherwise  negative. 

Urine  examination,  negative.  Red  blood  count, 
3,832,000;  white  blood  count,  5,400;  hemoglobin,  75. 
Differential  within  normal  limits.  Red  blood  cells 
showed  achroma  but  otherwise  are  normal. 

Gastric  Analysis:  After  test  meal,  amount  250  c.c., 
fairly  well  digested.  Free  HCz,  50  ; combined  HC1, 
20.  Total  acidity  70. 

Gall-bladder  drainage:  no  abnormality  present. 

X-ray  examination  as  reported  by  Dr.  Turner: 
The  stomach  is  large,  saccular,  and  ptosed.  It  is 
letter  J type.  The  cap  is  also  relaxed  but  not  de- 
formed. The  duodenum  rests  rather  far  to  the 
right.  No  abnormality  of  the  gall-bladder.  Heart 
and  lungs  negative. 

This  case  is  reported  not  that  it  is  in  any 
sense  of  the  word  a true  case  of  ptosis  of 
the  stomach,  but  because  it  shows  the  con- 
genital history,  the  characteristic  habitus, 
the  associated  ptosis  of  the  other  abdominal 
viscera,  the  presence  of  the  constitutional 
symptoms  and  associated  atony. 

DISCUSSION 

DR.  F.  D.  GARRETT:  Gastroptosis  is  an  expres- 
sion of  faulty  development,  in  most  cases  having 
its  origin  in  childhood  and  early  life.  The  Stiller 
habitus  (the  long  narrow  thorax,  small  waist,  prom- 
inent abdomen,  and  poorly  developed  musculature) 
is  sufficiently  well  known.  Potential  cases  of  the 
Stiller  habitus  should  be  recognized  in  childhood 
by  the  delicate  physique  and  the  state  of  under 
nutrition.  Measures  should  be  taken  to  stimulate 
these  children  to  more  normal  development.  They 
are  usually  over  studious  when  they  arrive  at  the 
school  age  and,  if  not  encouraged,  do  not  get  enough 
play,  recreation,  and  out  of  door  exercise.  A spe- 
cial effort  should  be  made  to  see  that  these  chil- 
dren correct  faulty  postures  and,  by  correct  breath- 
ing exercise,  develop  the  thorax.  They  should  be 
changed  from  indoor  hot  house  plants  to  out  of 
door  boys  and  girls. 

A relatively  small  percentage  of  cases  of  gas- 
troptosis  develop  in  later  life.  This  condition  may 
follow  some  protracted  illness,  accompanied  by  fe- 
ver which  has  led  to  muscle  asthenia  and  atrophy. 
This  condition  also  occurs  in  women  who  have 
given  birth  to  several  children.  The  muscles  were 
over  stretched  and  sufficient  attention  was  not 
paid  to  bringing  back  the  muscles  during  the  par- 
turient period  to  a normal  condition.  More  atten- 
tion should  be  paid  in  cases  of  protracted  illness 
and  especially  in  the  management  of  parturient 
women,  to  see  that  relaxation  of  the  abdominal  wall 
is  corrected  by  suitable  exercise  and  proper  sup- 
port 


A MEDICAL  TRAMP  ABROAD 

FRED  G.  HOLMES,  M.  D. 

Phoenix,  Ariz. 

(Read  at  the  October  meeting  of  the  Medical  & 
Surgical  Staff  of  St.  Joseph’s  Hospital,  Phoenix.) 

I was,  first  of  all,  a tramp,  while  abroad, 
and  I believe,  after  confessing  that  work 
was  not  my  duty,  that  I got  more  fun  out 
of  working  and  really  put  in  more  hours 
than  if  I had  taken  myself  more  seriously. 
It  was  an  inspiration  to  associate  with  many 
of  the  men  under  whom  I took  work  and 
their  English  was  just  good  enough  to  be 
intelligible  and  bad  enough  to  be  funny,  so 
that  it  made  old  facts  seem  new  and  pound- 
ed them  home.  I am  going  to  touch  on  a 
number  of  subjects  which  were  of  interest 
to  me.  Some  of  them  are  widely  separated 
from  lung  work  but  I did  not  confine  my- 
self entirely  to  any  line  and  so  added  spice 
to  the  work. 

I did  not  see  any  surgery  to  amount  to 
anything  except  that  in  my  own  line  of 
work.  In  general,  I would  say  that  the 
surgical  technic  is  no  better  in  Europe  than 
that  in  vogue  in  the  best  of  surgical  cir- 
cles in  America.  In  fact,  I question  if  the 
asepsis  is  quite  as  perfect  as  that  found  in 
our  own  hospitals. 

Probably  the  most  efficient,  and  certainly 
the  most  dramatic,  surgeon  whom  I saw 
was  Dr.  Sauerbruck  in  Berlin.  After  the 
usual  red  tape  of  mask,  cap  and  gown  I 
found  myself  deposited  with  perhaps  a doz- 
en other  visiting  doctors  on  the  observation 
perch.  The  patient  was  wheeled  in,  having 
been  anesthetized  in  an  adjoining  room,  and 
I expected  things  to  happen  soon.  Not  so, 
however,  although  there  were  five  doctors 
and  three  nurses  all  scrubbed  up  ready  to 
go,  besides  about  eight  other  helpers  of  vari- 
ous sorts.  The  patient  was  kept  under  light 
anesthesia  and  e^erv^odv  stood  bv  to  wait 
fifteen  minutes  for  the  big  chief  to  arrive. 
Finally  he  anpeared  and,  after  scrubbing  up, 
he  started  in.  Although  he  was  the  man 
with  his  hands  in  the  belly,  he  operated 
without  gloves  and  without  a cap.  In  the 
next  hour  and  thirty-five  minutes,  he  did 
six  majors,  four  of  which  he  completed  him- 
self up  to  the  point  of  putting  on  the  dress- 
ings. Three  of  these  were  thoracoplasties 
under  local.  The  local  was  given  before  the 
patient  was  brought  in  and  no  further  anes- 
thesia was  given  during  the  operation.  The 
mtercostals  werp  blocked  along  the  spine 
and  in  one  operation  I saw  him  remove  piec- 
es of  six  ribs,  the  total  time  elapsing  from 
the  initial  cut  to  the  last  stitch  being  exact- 
ly ten  minutes.  I am  a thorough  believer  in 
such  a local  anesthesia,  so  perfect  as  to  per- 
mit of  rapid  operative  work.  I have  seen 
nothing,  however,  to  convince  me  that  ethy- 
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lene  gas  is  not  preferable  to  bungled  local 
anesthesia  which  drags  the  operation  out 
over  two  or  three  hours.  We  also  had  a 
chance  to  see  the  extra-pleural  pneumolysis 
in  Sauerbruck’s  hands,  using  paraffine  wax. 
There  was  a large  apical  cavity  with  an 
otherwise  quite  good  lung.  Pneumothorax 
had  failed.  By  a long  incision,  he  laid  bare 
the  ribs  over  the  cavity  behind  and  took 
out  small  pieces  of  two  ribs.  With  his  fin- 
gers he  stripped  the  pleura  free  from  the 
ribs,  enlarging  the  pocket  sufficiently  to 
collapse  the  underlying  cavity  in  the  lung. 
In  the  meantime,  the  melted  paraffine  had 
been  brought  in  and  poured  into  a porcelain 
bowl.  As  it  cooled  slightly  and  adhered  to 
the  sides  of  the  bowl,  it  was  poured  into  a 
similar  receptacle  and  the  nurse  scraped  the 
adherent  mobile  paraffine  loose  with  a spoon 
and  made  it  into  a soft  ball.  This  was  hand- 
ed to  the  surgeon,  who  placed  it  in  the  pock- 
et prepared.  Nurst  number  two,  with  the 
other  bowl,  was  repeating  the  process,  and 
so  the  paraffine  was  accumulated  to  fill  the 
pocket.  Great  care  was  taken  not  to  overfill 
the  pocket  and  leave  the  paraffine  under 
pressure,  which  would  undoubtedly  lead  to 
its  extrusion  later.  The  wound  was  closed 
without  drainage. 

The  accepted  succession  of  events  leading 
up  to  extra-pleural  thoracoplasty  is  the  fol- 
lowing: Given  a patient  with  severe  tuber- 
culosis involving  chiefly,  if  not  wholly,  one 
lung;  rest  in  bed  with  postural  rest,  shot 
bag  on  the  affected  side,  etc.,  may  be  ef- 
fectual. However,  with  cavitation  it  is  usual- 
ly necessary  to  do  something  further.  Arti- 
ficial pneumothorax  should  be  tried.  Fail- 
ing in  attaining  a satisfactory  collapse  on 
account  of  adhesions,  phrenicotomy  on  the 
affected  side  should  be  done,  followed  by 
the  thoracoplasty,  if  necessary,  after  a 
period  of  weeks.  In  this  short  resume  of 
several  widely  different  subjects,  I am  not 
going  to  deal  with  this  work  very  exten- 
sively but  believe  it  might  well  be  the  sub- 
ject of  a very  helpful  paper  at  some  later 
date. 

Artificial  pneumothorax  was  accepted 
everywhere  and  in  some  places  they  were 
collapsing  a larger  percentage  of  cases  than 
is  common  in  this  country.  In  the  Wilhelm 
Neuman  clinic  in  Vienna,  they  use  rather 
high  pressures  in  the  thought  that,  if  the 
cavities  are  not  collapsed,  lasting  good  will 
not  be  accomplished. 

In  that  particular  clinic  they  are,  appar- 
ently, more  afraid  of  air  embolus  than  any 
other  complication.  One  case  had  a hemi- 
plegia occurring  while  I was  there,  clearing 
up  pretty  well  in  two  days.  This  was  appar- 
ently due  to  an  air  embolus.  Their  technic 


was  such  that  I could  easily  understand  this 
complication.  I watched  the  work  of  one 
physician  at  the  Brompton  Hospital  for  Dis- 
eases of  the  Chest,  in  London,  who  informed 
me  that  he  collapsed  every  case  he  saw 
which  had  a positive  sputum.  If  they  were 
unilateral,  he  collapsed  one  lung  and  if  bi- 
lateral he  collapsed  both  and  had  quite  a 
number  of  his  bilateral  cases  working  while 
under  collapse.  This  has,  of  course,  been 
done  to  a certain  extent  here  in  Phoenix 
for  years.  However,  in  Paris,  some  as  yet 
unreported  work  is  being  done  where  both 
lungs  are  being  collapsed  completely.  It  is 
a rather  startling  idea  to  put  both  lungs  un- 
der rather  complete  collapse  but,  if  it  is  kept 
in  mind  that  a person  can  exist  lying  in  bed 
with  only  one-third  of  one  lung  functioning, 
it  is  not  so  impossible.  That  would  leave 
one-sixth  of  each  lung  functioning  for  it  is 
rare  that  we  get  better  than  five-sixths  of 
a lung  collapsed. 

Statistics  show  us  that  four-fifths  of  all 
cases  found  with  a cavity  an  inch  or  larger 
in  diameter,  will  be  dead  in  one  year  from 
the  time  we  diagnose  them.  With  this  stag- 
gering percentage  against  the  cavity  cases, 
it  behooves  us  to  take  some  chances  with 
them,  especially  if  they  are  doing  badly,  as 
statistics  show  that  about  fifty  per  cent  of 
all  collapse  cases  are  arrested,  showing  a 
great  advantage  gained  through  pneumo- 
thorax. 

Mr.  Tudor  Edwards,  in  London,  is  doing 
a great  deal  of  chest  surgery.  I saw  him 
doing  thoracoplasties,  phrenicotomies  and 
lung  abscess  cases.  He  has  devised  a drain- 
age tube  which  he  is  using  in  empyema  cas- 
es, which  appeals  to  me  as  being  good.  He 
always  takes  out  a piece  of  rib,  using  a ver- 
tical incision  to  prevent  the  edges  of  the 
wound  becoming  infected.  I have  the  tube 
here.  The  large  tube  is  for  drainage  and  in 
the  wall  of  this  tube  is  a small  tube,  used 
for  irrigation.  The  large  flange  is  inside  the 
chest,  pulled  tight  against  the  wall.  When 
irrigating  the  cavity,  the  end  of  the  large 
tube  may  be  raised  to  the  approximate  level 
of  the  top  of  the  empyema  cavity  and  thus 
fill  without  over-distending  it.  Between 
treatments,  the  end  of  the  tube  should  be 
immersed  in  some  antiseptic  solution.  Then, 
when  the  patient  coughs,  a little  air  is  forced 
out  of  the  tube  and  a little  water  is  sucked 
up.  This  gradually  adjusts  itself  so  that 
the  water  is  drawn  up  a few  inches  into  the 
tube  and  thus  exerts  a constant  suction. 
This  helps  to  re-expand  the  lung  and  elim- 
inate the  empyema  cavity.  He  feels  that 
the  tube  had  better  not  be  left  in  more  than 
a month,  as  results  should  be  obtained  in 
that  time.  If  the  lung  refuses  to  come  out 
on  account  of  adhesions,  then  it  will  be  nee* 
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essary  to  remove  the  overlying  ribs  and  let 
the  wall  of  the  chest  down  on  the  lung. 

Many  x-rays  were  available  showing  how 
the  lungs  came  out  and  his  end  results.  In 
his  selection  of  cases  for  drainage,  he  stress- 
es the  difference  between  a localized,  cir- 
cumscribed emoyema  and  a pyo-thorax, 
where  the  whole  thorax  is  filed  up  with 
pus.  One  should  always  put  in  a needle  for 
diagnosis.  In  the  true  empyema,  or  shut-off 
case,  there  is  usually  a definite  thick  pus 
and  the  case  is  rine  for  some  form  of  drain- 
age. The  mediastinum  is  protected  in  this 
case.  In  the  pyo-thorax,  the  pus  is  usually 
thin,  foul  smelling,  often  containing  strepto- 
cocci. The  mediastinum  in  this  case  is  most 
likely  not  protected  and  if  the  pleura  is 
opened  widely,  mediastinal  flutter  will  super- 
vene, with  probably  the  death  of  the  pa- 
tient. Continue  to  aspirate  such  a case 
every  other  day,  if  necessary  until  the  thin 
rus  changes  over  to  thick,  when,  undoubted- 
ly, the  mediastmum  will  have  sufficient  sup- 
port to  warrant  an  operation. 

Phrenicotomy  for  bronchiectasis,  on  the 
continent,  is  rather  common  and  offers  per- 
haps more  than  anv  other  treatment,  con- 
sidering the  very  slierht  disturbance  'to  the 
patient.  It  will  usually  have  to  be  followed 
by  a thoracoplasty,  however,  with  more  or 
less  indifferent  results. 

In  Austria  and  Germany,  tuberculin  is 
much  used  and  I must  say  that  as  a result 
of  my  work  there,  I have  a renewed  confi- 
dence in  tuberculin  when  properly  given. 
Time  will  not  permit  a discussion  of  the 
logic  of  its  use,  but  I only  say  that  it  is 
practically  universallv  approved  on  the  con- 
tinent. England,  on  the  other  hand,  is  using 
it  very  little. 

One  of  the  most  discussed  subjects  on  the 
continent  is  the  protective  inoculation  with 
B.  C.  G.  or  the  bacillus  Calmette-Guerin,  as 
a protective  measure  against  tuberculosis. 
Very  brieflv,  I will  review  this  work.  Cal- 
mette and  his  co-workers  have  cultured  a 
virile  strain  of  human  tubercle  bacillus  in 
ox-bile  for  years  and,  after  a long  series  of 
cultures  in  this  medium,  it  has  become  harm- 
less for  mammals  and  birds  and  does  not 
cause  tubercle  formation,  although  it  is  anti- 
genic. Under  experimental  conditions,  B.C.G. 
can  effectively  protect  young  cattle  and  apes 
against  natural  or  artificial  tuberculous  in- 
fection for  over  a year.  Guinea-pigs,  and 
other  small  rodents,  can  be  protected  for 
shorter  periods.  Some  of  these  points  are 
controversial  and  some  experimenters  claim 
that  B.  C.  G.  is  occasionally  virulent.  I am 
giving  you  the  work  and  results  as  claimed 
by  Calmette.  The  protection  of  adolescents 
or  adults  is  possible  only  in  countries  where 
tuberculous  infection  is  rare  and  in  tuber- 


culin non-reactors.  It  is  possible  to  prolong 
the  immunity  by  re-vaccinations,  prefer- 
ably the  buccal  route.  It  has  been  found 
that  the  intestinal  mucous  membrane  of  in- 
fants in  the  first  ten  days  of  life  is  much 
more  absorptive  of  bacilli,  antitoxins,  etc., 
than  later,  and  Calmette  conceived  the  idea 
of  feeding  the  B.  C.  G.  to  infants  of  tubercu- 
lous mothers  during  this  early  period,  when 
not  only  was  the  mucous  membrane  very 
permeable  but  also  before  they  had  become 
infected  with  virulent  tubercle  bacilli. 
These  children  would  almost  certainly  be- 
come infected  by  their  mothers  anyway,  but 
if  infected  with  B.  C.  G.  one  must  look  out 
only  for  massive  infection.  Whereas  in 
France  the  mortality  of  such  children  of 
tuberculous  mothers  is  twenty-five  per  cent 
or  more  in  the  first  year  of  life,  with  the 
children  inoculated  with  B.  C.  G.  it  is  less 
than  two  per  cent.  It  is  claimed  that  the 
method  of  protection  is  harmless  and  results 
in  no  febrile  reaction  or  physiological  dis- 
turbance. The  duration  of  the  immunity 
conferred  appears  to  be  long  enough  to 
guard  young  children  up  to  the  age  of  three 
years,  from  family  contamination,  if  the 
doses  are  not  too  massive.  I am  not  sure  of 
the  exact  numbers  of  children  so  vaccinat- 
ed. but  was  told  that  it  was  about  80,000. 
Only  five  years  have  elapsed  since  this  work 
was  begun  and  this  is  not  long  enough  to 
know  whether  the  inoculation  will  prove  ab- 
solutely harmless  or  not.  Shortly  before  I 
was  in  Vienna,  Calmette  came  there  to  try 
to  get  them  to  adopt  it  on  a wholesale  scale, 
but  he  was  resisted  on  the  ground  that  not 
enough  time  had  gone  by  to  evaluate  the 
treatment,  and  it  was  not  adopted. 

Certamly  the  principle  on  which  Calmette 
has  evolved  his  vaccination  is  sound.  We 
have  felt  for  years  that  the  problem  of 
tuberculosis  must  be  attacked  from  the  side 
of  protection  rather  than  cure  and  the  medi- 
cal world  is  watchin<r  with  intense  interest 
this  work  of  Calmette  and  his  associates. 
It  may  not  be  many  years  until  we  will  be 
required  to  treat  every  new-born  babe  with 
B.  C.  G.,  just  as  now  we  are  required  to 
treat  the  eyes  of  our  infants. 

A few  words  might  be  in  place  regarding 
the  reiuvenation  work  and  operations  which 
have  been  done  in  Europe.  Vienna  has  tak- 
en a large  part  in  this  work.  Dr.  Steinack 
being  probably  the  foremost  investigator. 

Recent  work  shows  that  the  various  endo- 
crine gland  preparations  on  the  market  sup- 
posed to  contain  ovarian  and  testicular  sub- 
stance, do  not  contain  even  a trace  of  active 
principle.  I am  quoting  from  some  recent 
work  done  in  Europe  in  which  they  found 
a trace  only  in  one  preparation,  all  the  oth- 
ers containing  no  active  principle.  If  this 
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is  so,  we  can  see  how  futile  it  is  to  expect 
results  from  their  use.  The  surgeons  are  at- 
tacking the  problem  from  a slightly  differ- 
ent angle  while  all  efforts  are,  in  the  mean- 
time, being  directed  by  competent  men  to 
trying  to  get  out  an  active  principle.  The 
surgeons  have  several  operations  which  they 
are  using.  Professor  Steinack  ligates  the 
vas  deferens.  He  takes  out  not  over  two 
centimeters  of  the  vas  in  the  scrotum  on 
one  side  only.  Favorable  results  are  claimed 
in  a small  percentage  of  cases.  Dr.  Doppler 
has  perfected  a more  satisfactory  operation. 
This  is  phenolization  of  the  cord.  It  is  done 
only  unilaterally  through  a three  centimeter 
incision,  the  operation  being  in  the  same 
place  as  that  for  inguinal  hernia.  An  eight 
per  cent  isophenol  solution  is  used  and  the 
operator  paints  the  vas,  the  artery  and  veins, 
etc.,  going  as  far  into  the  cord  sac  as  pos- 
sible with  the  applicator,  and  also  pours  the 
phenol  solution  into  the  wound.  The  phenol 
destroys  the  sympathetic  nerves  first,  the 
vessels  become  relaxed,  the  testes  larger 
and  warmer.  Immediately,  the  first  night, 
there  are  erotic  excitations.  This  is  me- 
chanical and  disappears  in  about  a week  and 
then,  after  about  two  months,  real  effects 
may  be  expected.  There  is  a real  rejuvena- 
tion in  some  cases,  the  results  justifying 
the  operation  in  a large  number  of  patients 
for  the  sake  of  the  few  who  may  be  helped. 

Transplantation  of  the  gonads  has  been 
used,  the  ovary  transplant  giving  better  re- 
sults than  the  testis.  Different  animals 
have  been  used,  the  one  with  greatest  effect 
being  the  monkey  glands.  This  can  never 
become  a very  common  operation,  as  senile 
old  men  are  vastly  more  numerous  than 
suitable  monkeys,  and  it  will  probably  be- 
come a common  sight  to  see  a dozen  old 
men  chasing  the  same  monkey  to  rob  him 
of  his  youth.  However,  he  cannot  satisfy 
them  all,  as  it  takes  one  monkey  gland  to  a 
man,  so  that  at  least  ten  out  of  the  dozen 
will  be  doomed  to  a seat  near  the  chimney, 
a doddering  old  age  without  the  bright 
lights  and  the  chorus  girls. 

Dr.  Voronoff  has  used  this  transplanta- 
tion on  a large  number  of  patients.  The 
gland  is  cut  in  four  pieces  and  two  pieces 
are  sutured  with  silk  to  the  tunica  com- 
munis of  each  testicle.  It  takes  five  or  six 
days  before  the  first  vessels  appear,  and 
this  part  of  the  body  pours  out  serum  and 
tries  to  nourish  the  transplant  during  that 
time.  The  first  effects  may  be  marked  but 
are  transitory.  The  real  effects  may  be 
noted  in  about  two  months.  The  transplants 
themselves  are  quickly  absorbed  and  re- 
placed by  connective  tissue.  The  effect  is 
through  the  stimulation  of  the  patient’s 
own  gonads.  It  is  a reactivation,  and  good 


results  have  been  noted  for  three  years  or 
more.  Repeated  transplantations  cause  less 
and  less  effect. 

The  choice  of  patients  for  any  of  these 
operations  is  of  importance.  The  operations 
should  be  refused  to  those  where  the  only 
indication  is  that  of  some  sexual  disorder. 
The  erotic  excitation  from  the  gonads  calls 
for  sexual  gratification.  The  inhibitions 
from  the  brain  tend  to  depress  the  erotic. 
The  resultant  of  the  two  is  the  sexual  state 
of  the  person.  It  is  easier  to  change  the 
depressant  side  of  the  balance  than  the 
erotic  and  treatment  should  be  along  the 
lessening  of  the  inhibitions  rather  than  the 
stimulation  of  the  erotic  impulse.  In  sexual 
disorders,  where  an  operation  is  performed, 
the  depressant  effect  only  mounts  higher 
and  overcomes  the  erotic.  The  operations 
should  be  reserved  for  those  who  apparent- 
ly have  premature  senility.  In  those  where 
all  normal  functions  are  aging  together,  we 
cannot  expect  to  affect  the  senility. 

A remedy  of  which  we  have  all  heard  is 
sanocrysin,  the  so-called  cure  of  three  years 
ago.  It  is  being  used  quite  extensively  in 
some  parts  of  Europe.  I observed  it  espe- 
cially in  use  at  the  Brompton  Hospital  for 
Diseases  of  the  Chest,  in  London.  They  are 
not  as  yet  ready  to  give  out  an  opinion  with 
regard  to  its  efficacy  and  the  doctors  using 
is  most  extensively  are  not  agreed  in  the  re- 
sults obtained.  I had  an  opportunity  to  ex- 
amine many  of  the  temperature  records, 
etc.,  and  am  sure  that,  even  if  sanocrysin 
is  of  any  help  whatsoever,  it  is  certainly  not 
the  cure  which  was  at  first  claimed  for  it. 
The  United  States  government  has  prohib- 
ited its  importation  into  the  United  States 
except  for  certain  experimental  use,  so  it  is 
not  of  much  practical  interest  to  us  here  in 
Phoenix  at  this  time.  There  is  great  ques- 
tion whether  we  would  dare  or  care  to  use 
it  if  we  had  it  where  we  could  get  it  freely. 
It  is  quite  expensive,  not  varying  much 
from  neosalvarsan.  It  is  given  for  a course 
of  perhaps  six  to  a dozen  shots,  then  wait 
for  a few  weeks  to  two  or  three  months  and 
then  repeat  the  course.  They  usually  start 
with  .1  gm.  It  must  be  given  intravenously 
with  the  same  care  as  that  used  in  giving 
salvarsan.  The  dose  increases  rather  grad- 
ually at  five  or  six  day  intervals,  the  maxi- 
mum being  .75  to  1 gm. 

Kidney  disease  as  shown  by  albumen, 
casts  or  cells,  is  a contraindication  to  its 
use  and  kidney  damage  is  a complication  to 
be  feared.  It  evidences  itself  as  an  acute 
nephritis.  There  are  other  complications, 
such  as  rashes,  stomatitis  and  occasionally 
very  high  temperatures,  severe  vomiting 
and  diarrhea.  Sanocrysin  is  a metallic  poi- 
son and  makes  all  cases  slightly  sick. 
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There  are  many  other  things  of  interest 
happening  in  Europe  in  the  field  of  medicine 
but  time  will  not  permit  me  to  discuss  them 
further.  A trip  to  Europe  may  not  result 
in  any  more  concrete  results  than  a similar 
length  of  time  spent  in  America,  but  work 
under  such  radically  different  environment 
in  the  way  of  language,  customs  and  people, 
ceases  to  be  work  and  becomes  an  adven- 
ture which  I could  heartily  recommend  to 
any  of  you. 


A CASE  OF  CHRONIC  ASTHMA 

(Case  14121,  Case  Records  of  the  Massachusetts 
General  Hospital,  New  Eng.,  Jour,  of  Med.,  May  10, 
1928,  p.  641.) 

Case  Record  re-published  in  SOUTH- 
WESTERN MEDICINE,  for  October,  page 
462. 

Discussions  by  the  Yavapai  County  Medi- 
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Part  1. 

(Dr.  Starns) 

The  meager  history  afforded  us  in  this 
case  makes  the  rendering  of  a decision  on 
the  diagnosis  a perplexing  problem.  The  pa- 
tient was  admitted  on  the  15th  and  died  on 
the  20th.  His  only  complaint  was  bronchial 
asthma,  attacks  of  which  he  had  had  all  his 
life.  The  present  attack  began  three  weeks 
before  admission. 

We  have  three  outstanding  conditions  to 
consider,- — the  anemia,  the  condition  of  the 
lungs,  and  the  heart.  The  lung  findings 
plus  the  heart  findings  would  indicate  bron- 
chial or  cardiac  asthma  and  edema  of  the 
lungs.  The  lung  findings  and  the  anemia 
together  would  suggest  miliary  tuberculosis, 
mediastinal  new  growth  and  aortic  aneur- 
ism. 

In  cardiac  asthma,  the  ordinary  cardiac 
dyspnea  is  either  persistent  or  distinctly  de- 
pendent upon  exertion  and  is  inspiratory  in 
type  or  a mere  air  hunger.  Nevertheless, 
typical  asthmatic  attacks  occur  in  associa- 
tion with,  and  apparently  as  one  of  the  re- 
sults of,  a weakened  heart,  and  especially 
is  this  true  in  myocardial  cases  with  un- 
stably balanced  compensation. 

One  of  the  main  points  in  diagnosing 
bronchial  asthma  is  the  difficulty  in  expira- 
tion. The  other  signs  and  symptoms  of 


bronchial  asthma  are  familiar  to  all  of  us. 
Therefore,  I need  not  differentiate  further. 

Moist  rales,  distant  breath  sounds  and 
slight  dulness  at  both  bases,  and  a failing 
heart  would  suggest  edema  of  the  lungs. 

In  malignant  tumors  of  the  lungs,  the  on- 
set may  be  gradual  or  it  may  be  more  or 
less  acute.  The  common  symptoms  are 
dyspnea,  cough,  pain,  expectoration  (which 
may  or  may  not  be  blood  streaked)  and  even 
cyanosis.  The  difficulty  in  breathing  is 
usually  constant  but  it  may  be  paroxysmal 
in  character  resembling  a true  asthmatic  at- 
tack and  occasionally  it  is  severe  enough  to 
be  termed  orthopnea.  Secondary  anemia  is 
sometimes  marked  in  this  type  of  case. 

Aneurism  of  the  aorta  may  be  mistaken 
for  true  bronchial  asthma  provided  it  is  so 
situated  as  not  to  show  any  external  evi- 
dence. The  symptoms  are  practically  the 
same  as  any  thoracic  tumor.  The  anemia, 
however,  is  not  marked  unless  there  is  ooz- 
ing from  the  aneurismal  sac. 

Therefore,  we  believe  the  anemia  to  be 
secondary  to  conditions  outside  the  chest. 

The  discussion  will  be  continued  by  my 
colleagues. 

Part  2. 

(Dr.  DeWitt) 

There  are  a number  of  outstanding  fea- 
tures to  consider  in  this  case.  Examination 
of  this  man  shows  physical,  clinical  and 
laboratory  findings  that  are  referable  to 
the  respiratory,  cardiovascular-renal  systems 
and  the  digestive  tract.  The  patient  was, 
however,  seventy-seven  years  old;  due  to 
his  condition  very  little  history  was  taken. 
He  evidently  has  been  an  invalid  for  a num- 
ber of  years ; we  have  this  statement  that 
he  had  bronchial  asthma  and  that  he  had 
had  asthma  of  the  worst  sort  as  long  as  he 
could  remember.  It  is  to  be  remembered 
that  his  present  illness  began  suddenly  two 
weeks  before  admission  to  hospital.  I am 
reluctant  to  go  over  the  chest  findings 
again,  but  several  things  should  be  consid- 
ered. The  man  was  emaciated,  very  critical- 
ly ill,  coughing  weakly  and  expectorating 
mucopurulent  sputum.  He  had  apical  retrac- 
tion, more  so  on  the  right,  marked  em- 
physema, but  no  consolidation  made  out. 
The  rest  of  the  examination  referable  to  his 
chest  has  been  read.  We  will  take  the  his- 
tory of  this  patient  at  its  face  value,  that 
he  did  have  bronchial  asthma,  that  he  had 
chronic  bronchitis  with  associated  emphy- 
sema and  a possible  cardiac  insufficiency, 
but  this  group  thinks  that  in  all  probabil- 
ity he  had  something  else,  that  he  had  a 
chronic  fibroid  phthisis  with  miliary  tuber- 
culosis that  began  to  manifest  itself  during 
his  last  illness.  The  Germans  say,  “At  the 


22 


SOUTHWESTERN  MEDICINE 


extremes  of  life,  with  little  or  no  chest  find- 
ings, with  temperature,  the  cause  of  it  not 
at  all  obvious,  without  signs  of  sepsis,  look 
for  pulmonary  tuberculosis.”  Lord  states 
that  emphysema  either  of  hypertrophic  or 
vesicular  type  is  frequently  found  in  pul- 
monary tuberculosis,  usually  of  chronic  fi- 
broid type.  Emphysema  of  hypertrophic 
type  is  frequently  seen  in  chronic  asthma 
and  bronchitis,  with  attacks  of  asthma  ex- 
tending over  moderate  or  long  periods  of 
time.  Riviere  says,  in  a discussion  of  hilus 
tuberculosis,  that  many  indeed  present  all 
symptoms  and  many  of  the  signs  of  chronic 
bronchitis  with  emphysema,  and  often  with 
asthmatic  attacks,  the  possibility  of  tuber- 
culosis masking  in  the  guise  of  asthma  or 
chronic  bronchitis,  must  always  be  borne 
in  mind.  Tice  used  two  classifications  in 
bronchial  asthma,  the  allergic  and  non-al- 
lergic.  In  the  latter  he  notes  chronic 
bronchitis,  emphysema,  enlarged  bronchial 
glands,  tuberculosis  miliary,  cardiorenal 
diseases,  reflected  bronchial  spasms  and 
acute  bronchitis.  He  goes  on  to  state  that 
even  these  classifications  have  their  limita- 
tions, but  have  so  far  answered  the  purpose. 
Tice  states  that  the  blood  pressure  is  low 
in  bronchial  asthma,  especially  between  at- 
tacks ; emphysema  is  a most  common  com- 
plication, being  in  a sense  a part  of  the 
asthmatic  condition  of  bronchial  asthma  be- 
come chronic,  may  be  considered  as  much  a 
sequel  as  a complication  of  the  disease. 
Chronic  asthma,  accordnig  to  Tice,  is  also 
divided  into  two  varieties,  first,  one  which 
continues  on  account  of  the  fact  that  there 
is  a persistent  exposure  to  the  existing 
cause, — this  type  is  always  accompanied  by 
bronchial  infections, — and  second,  the  type 
with  chronic  bronchitis  with  associated  em- 
physema which  is  essential  cause  not  an  al- 
lergic factor.  Hoffman  states  that  chronic 
bronchitis  occurs  chiefly  in  chronic  lung 
conditions  such  as  pulmonary  tuberculosis, 
emphysema,  lung  tumors  and  pleural  dis- 
eases. Lord  states,  that  in  161  cases  of 
bronchial  asthma,  which  he  observed  in  con- 
nection with  its  complications  by  other  dis- 
eases, he  found  19  per  cent  or  31  cases  as- 
sociated with  pulmonary  tuberculosis,  22  of 
the  ulcerative  type . and  9 of  the  miliary 
type. 

Knowing  that  this  man  was  seventy-sev- 
en years  old  and  that  he  had  had  asthma 
with  a marked  emphysema  all  his  life,  we 
think  that  in  all  probability  he  developed 
what  was  known  as  terminal  broncho-pneu- 
monia, and  which,  according  to  Tice,  is  now 
known  as  a terminating  bronchial  pneu- 
monia. 


Part  3. 

(Dr.  Alice) 

The  three  outstanding  features  in  the  his- 
tory are,  an  asthma  which  lasted  well  on  to 
seventy  years;  the  laboratory  findings  of  a 
very  severe  anemia,  with  absence  of  hydro- 
chloric acid  and  presence  of  blood  in  the 
stomach ; and  the  findings  of  the  physical 
examination  which  relate  principally  to 
arteriosclerosis.  I think  most  doctors,  if 
asked  what  a man  would  die  of  who  has 
had  asthma  for  seventy  years,  would  say 
bronchooneumonia  . Is  it  possible  that  this 
man  did  have  bronchopneumonia  when  he 
became  suddenly  worse?  Did  it  last  three 
weeks  and  was  it  the  final  cause  of  death? 
If  it  was,  the  lung  findings  are  rather  pecu- 
liar. There  is  nothing  recorded  except  some 
squeaky  noises.  We  would  expect  in  three 
weeks  time  that  a fatal  bnonchopneumonia 
would  have  produced  patches  of  consolida- 
tion. I do  not  think  it  possible  that  his 
growing  suddenly  worse  three  weeks  before 
death  was  due  to  bronchopneumonia.  If  we 
search  further  in  the  lungs  for  the  cause  of 
death  we  would  question  whether  this  man’s 
statement  that  he  had  had  asthma  all  that 
time  was  correct.  Was  it  bronchiectasis?  If 
it  was  bronchiectasis,  was  it  accompanied 
by,  or  did  it  terminate  in,  abscess  of  the 
brain?  There  is  no  evidence  recorded  that 
would  justify  such  a diagnosis;  there  were 
no  headaches,  no  vomiting,  no  vertigo.  The 
question  of  a terminal  tuberculosis  would  be 
a very  likely  proposition  to  consider.  Did 
this  man  have  an  old  fibroid  tuberculosis 
that  suddenly  flared  un  and  went  over  him 
like  wildfire?  I think  not,  because  if  it 
did,  it  would  have  had  to  be  a miliary  tu- 
berculosis in  the  lung,  and  we  find  that  his 
respirations  were  only  28  to  32  which  is  not 
very  rapid  for  that  form  of  tuberculosis. 
More  than  that,  we  find  that  while  there 
was  some  dyspnea  there  was  no  cyanosis, 
and  miliarv  tuberculosis  of  the  lung  in  this 
case  should  have  caused  very  marked  cyano- 
sis. We  should  also  have  had  a positive 
sputum.  With  a patient  expectorating  free- 
ly as  this  man  did,  that  would  have  clinch- 
ed the  diagnosis.  Inasmuch  as  we  do  not 
have  a positive  sputum,  I think  we  may 
dismiss  tuberculosis.  Also  tuberculosis 
should  never  have  given  him  that  tremen- 
dous anemia  that  is  recorded. 

Physical  examination  showed  an  enlarged 
heart  and  every  evidence  of  a weak  heart, 
which  no  doubt  was  dilated ; there  was  some 
edema  of  the  ankles,  very  low  blood  pres- 
sure, about  which  is  a remarkable  thing 
in  that  the  diatolic  ran  down  to  0,  a phe- 
nomenon which  would  probably  occur  with 
arteriosclerosis,  not  a very  significant  thing 
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but  merely  showing  a weak  heart  with  arte- 
riosclerosis. 

It  is  recorded  that  the  present  attack  of 
asthma  began  suddenly  three  weeks  before 
admission, — we  interpret  that  attack  as 
bronchial  asthma,  and  to  account  for  his 
growing  suddenly  worse  after  having  had 
asthma  for  seventy  years,  we  wonder  if 
there  was  some  sort  of  pressure  in  the 
chest.  Could  there  have  been  a mediastinal 
growth  or  arteriosclerotic  or  syphilitic  aneur- 
ism? We  have  no  x-ray  findings,  nothing 
by  which  we  could  diagnose  such  a condi- 
tion. It  is  possible,  but  it  does  not  sound 
very  likely,  that  the  cause  could  have  been 
in  the  kidneys.  The  non-protein  nitrogen 
excretion  is  diminished  but  that  is  not  posi- 
tive evidence  of  any  organic  trouble  in  the 
kidneys  themselves.  It  is  a thing  to  be  ex- 
pected when  you  read  that  he  had  only  a 
million  to  a million  and  a half  red  cells ; 
there  was  simply  not  enough  blood  going 
through  the  kidneys  for  them  to  function 
normally. 

Another  thing  that  would  explain  this 
man’s  death  is  septicemia.  That  can  cause 
a very  severe  anemia.  A man  of  this  age, 
arteriosclerotic  as  he  was,  would  require 
only  a very  slight  infection  to  carry  him 
off,  but  there  could  not  have  been  an  infec- 
tion about  the  body  that  could  cause  such 
a tremendous  secondary  anemia,  without 
giving  such  definite  symptoms  that  we 
would  have  some  idea  of  the  location.  The 
only  hint  of  such  a location  is  slight  tender- 
ness and  some  rigidity  of  the  muscles  in  the 
right  upper  quadrant,  which  is  not  suffi- 
cient proof  of  an  infected  gall  bladder  or 
other  organ  in  that  region. 

We  have  two  laboratory  reports,  one  on 
the  blood  and  the  other  on  the  stomach  con- 
tents. The  blood  count  of  from  one  to  one 
and  a half  million  red  cells  could  be  only 
one  of  two  things, — prenicious  anemia  or  a 
very  severe  secondary  anemia.  In  favor  of 
pernicious  anemia  would  be  the  fact  that 
there  is  no  achromia,  with  the  hemoglobin 
40  or  45  and  with  only  so  few  reds  to  pro- 
duce that  percentage,  which  is  a relatively 
high  hemoglobin.  And  there  is  also  the  poly- 
chromatophilia.  Against  it  are  a good  many 
things,  the  leukocytes,  normal  in  number, 
the  blood  platelets  normal,  polys  normal  in 
number,  and  there  are  no  giant  cells,  no  nu- 
cleated red  blood  corpuscles.  I don’t  like  to 
pass  up  pernicious  anemia  when  there  is  no 
achromia,  as  I have  noticed  in  Dr.  Cabot’s 
discussion  that  this  is  one  of  his  great 
points  of  distinction  between  secondary  and 
pernicious  anemia.  In  favor  of  secondary  an- 
emia we  have  the  fact  that  the  leukocytes 
and  blood  platelets  were  practically  normal 


in  number,  the  reds  generally, — and  another 
very  significant  thing  is  the  normal  polys. 
Against  a secondary  anemia  is  only  the  ab- 
sence of  achromia. 

Our  group  has  concluded  that  the  anemia 
is  secondary,  and  we  are  now  confronted 
with  the  necessity  of  finding  a cause  for  it. 
Secondary  anemia  is  caused,  of  course,  by 
all  sorts  of  acute  diseases,  the  presence  of 
which  no  intimation  is  given  here.  Hemor- 
rhage is  a frequent  cause.  If  this  man  had 
had  severe  occult  hemorrhages  it  would  ex- 
plain the  blood  picture : — if  he  had,  for  ex- 
ample, cancer  of  the  rectum,  which  could  be 
very  silent  and  cause  practically  no  symp- 
toms, and  which  could  have  been  constantly 
bleeding  without  his  knowledge.  In  fact,  if 
he  had  constant  loss  of  blood  from  any  cause 
or  source,  that  would  explain  very  nicely  the 
blood  findings  which  are  reported  by  the 
laboratory  examinations. 

Mineral  and  other  poisoning  could  also 
give  this  blood  picture,  but  there  is  no  evi- 
dence that  he  had  been  subjected  to  any 
poisoning. 

We  are  left  with  the  only  other  possible 
cause  and  that  is  malignancy.  The  labora- 
tory found  in  the  fasting  stomach  170  c.c. 
of  guiac  positive  brownish  fluid  with  some 
precipitate,  no  undigested  food  and  no  free 
hydrochloric  acid.  A test  meal  corroborated 
this  guiac  positive  finding  with  contents  25 
c.c.  and  no  hydrochloric  acid.  This  indi- 
cates rather  rapid  emptying  and  is  a find- 
ing compatible  with  severe  anemia. 

We  have  nothing  in  the  history  to  assist 
in  differentiating  pernicious  anemia  from 
carcinoma  of  the  stomach.  We  do  not  know 
anything  of  his  past  history,  whether  he 
had  any  gastro-intestinal  symptoms,  such  as 
vomiting,  etc.,  nor  whether  there  was  any 
periodicity  in  this  blood  picture.  The  find- 
ings are  very  slight  upon  which  to  diagnose 
gastric  cancer.  If  we  had  some  knowledge 
as  to  whether  the  stools  contained  blood  it 
would  be  very  much  more  significant  and  a 
more  reliable  basis  than  this  stomach  con- 
tent report  upon  which  to  diagnose  some 
probable  neoplastic  growth  in  the  intestinal 
tract.  But  as  little  evidence  as  we  have,  our 
group  has  decided  to  call  it  carcinoma  of  the 
stomach  and  we  give  that  as  the  primary 
cause  of  this  man’s  death.  In  addition  we 
think  that  autopsy  will  show  that  he  has  a 
general  arteriosclerosis,  a dilated  arterio- 
sclerotic heart,  pulmonary  fibrosis  and  em- 
physema. 

Staff  of  Massachusetts  General  Hospital 

New  Eng.  Med.  Jour.,  Mav  10,  1928,  p.  641. 

RICHARD  C.  CABOT,  M.  D. 

With  the  explanation  as  given  I think  the  prob- 
able right  reading  of  this  blood  pressure  would  be 
90/40. 

The  hemoglobin  reading  would  tend  to  make  us 
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think  there  was  no  achromia.  They  are  asking 
themselves  the  question  as  to  whether  this  is  perni- 
cious anemia  or  not,  and  trying  to  get  light  on 
that  question  from  the  details  of  the  blood.  Most 
of  the  facts  on  the  blood  so  far  are  against  it.  In 
pernicious  anemia  ordinarily  we  do  see  plenty  of 
young  forms.  “Reticulated  cells  0.3  per  cent.”  is 
low.  It  backs  up  what  I said  about  the  young 
forms.  The  reticulated  is  a young  form,  and  with 
an  active  marrow  ordinarily  would  be  in  much 
higher  per  cent  than  that.  There  is  a high  figure 
after  transfusion.  Red  cell  diameter  measurement 
is  quite  a difficult,  long  job  to  do.  Since  they  have 
done  it  they  have  said  the  most  important  single 
thing  there  is  to  say  in  favor  of  pernicious  anemia. 
The  central  fact  about  pernicious  anemia  is  big, 
well  colored  cells  . One  ordinarily  guesses  at  the 
size;  hut  here  they  actually  measured  it. 

I)R.  TRACY  B.  MALLORY:  Does  that  prove  that 
their  original  guesses  were  wrong 

DR.  CABOT:  Yes,  I should  say  so. 

The  non-protein  nitrogen  is  distinctly  high, 
though  not  tremendously  high. 

The  temperature  most  of  the  time  is  100°  or 
higher.  The  striking  thing  about  the  pulse  is  its 
gradual  improvement  so  far  as  we  can  tell  from 
the  rate.  So  this  is  a febrile  case  with  a pulse  that 
looked  as  if  it  were  improving. 

“Too  weak  to  get  his  story”  makes  us  very 
likely  to  go  wrong  in  our  diagnosis,  because  cor- 
rect diagnosis  here,  as  figures  show,  is  much  more 
dependent  on  history  than  it  is  on  physical  exam- 
ination. When  we  do  not  have  a history  we  are 
much  more  apt  to  go  wrong. 

DIFFERENTIAL  DIAGNOSIS 

We  have  two  main  questions  of  interest,  I think, 
as  we  examine  the  record  of  this  case:  the  source 
(1)  of  his  chest  trouble,  and  (2)  of  his  anemia.  We 
have  no  x-ray,  I take  it,  in  this  case.  He  was  too 
sick  for  it.  I am  sorry  for  that,  because  it  de- 
prives us  of  the  only  method  by  which  we  can 
make  a diagnosis  of  emphysema.  I have  seen  the 
x-ray  people  go  right  several  times  lately  when 
we  could  not  make  a diagnosis  on  physical  signs. 
The  history,  so  far  as  we  have  had  it,  is  one  that 
often  ends  in  emphysema,  a history,  that  is,  of  a 
very  longstanding  cough  with  asthma.  The  history, 
then,  favors  emphysema,  the  physical  signs  are 
neutral,  and  we  have  not  got  the  x-ray. 

When  he  came  in  he  probably  had  a bronchitis 
which  with  the  ascent  of  the  leukocytes  was  at  the 
end  pneumonia. 

We  have  no  evidence  of  disease  of  the  heart.  If 
he  had  an  emphysema  for  many  years  it  is  quite 
likely  that  his  heart  at  the  end  would  be  hyper- 
trophied. But  physical  signs  give  no  evidence  of 
that. 

Aside  from  those  signs  in  the  lungs  and  heart 
we  are  concerned  with  the  cause  of  his  anemia. 
Anemia  is  what  he  died  of,  I think,  aside  from  the 
terminal  infection  that  he  may  have  had.  What 
was  the  cause  of  his  anemia?  We  do  not  know  as 
much  as  we  should  like  about  his  kidneys.  Could 
this  be  an  anemia  secondary  to  chronic  nephritis? 

I think  it  could  be.  But  it  is  much  more  extreme 
than  is  present  in  the  majority  of  cases  of  chronic 
nephritis,  which  show  a distinct  but  only  moderate 
degree,  about  3,000,000  ordinarily.  But  cases  are  on  rec- 
ord with  as  bad  a record  as  this  from  chronic  nephritis. 
The  urine  is  consistent  with  chronic  nephritis,  but 
not  conclusive.  That  is,  we  do  not  know  whether 
the  gravity  is  fixed,  we  do  not  know  about  the 
phthalein  output,  we  have  but  one  measurement  of 
non-protein  nitrogen,  which  is  high  but  not  distinc- 
tively high.  So  I am  in  doubt  about  the  kidney. 
Almost  anybody  at  his  age  would  have  arterio- 
sclreosis  in  the  kidney,  but  whether  it  is  enough 
to  call  nephritis  I cannot  say. 


Then  they  were  wondering  about  cancer  of  the 
stomach.  In  any  obscure  anemia  we  ought  to  say 
to  ourselves  “This  may  be  cancer  of  the  stomach 
whether  he  has  any  stomach  symptoms  or  not.  They 
followed  that  up  as  well  as  they  could.  They  dem- 
onstrated the  presence  of  achylia,  but  they  did  not 
have  an  x-ray,  which  at  the  present  time  I think 
is  essential  for  any  reliable  diagnosis  of  cancer  ot 
the  stomach.  I should  say  that  since  he  has  had 
so  little  in  the  way  of  stomach  symptoms  and  since 
he  has  an  anemia  which  in  itself  would  be  enough 
to  abolish  hydrochloric  acid,  we  had  better  not  sup- 
pose cancer. 

I do  not  see  that  we  have  anything  else  in  par 
ticular  to  guide  us  as  to  the  cause  of  his  anemia. 
We  have  speculated  about  the  only  two  things 
his  kidney  and  his  stomach — which  we  have  any 
evidence  about.  It  might  of  course  be  some  type 
of  bone  marrow  neoplasm.  We  have  no  evidence 
about  that  and  could  not  have  except  through  met- 
astases  or  through  certain  characteristics  of  the 
blood  which  were  not  present  here. 

Intestinal  parasites  one  generally  mentions  for 
completeness.  We  have  no  evidence  about  his 
feces,  but  if  he  lived  here  it  is  almost  impossible 
that  he  should  have  died  of  anemia  caused  by  in- 
testinal parasites. 

Poisons  like  benzol  may  give  an  anemia,  but  at 
his  age  and  in  the  absence  of  known  exposure  I do 
not  see  any  reason  to  consider  that. 

Can  this  be  pernicious  anemia?  Yes,  so  far  as  I 
see  it  can.  I cannot  rule  it  out.  I have  mentioned 
the  things  chiefly  against  it,— the  absence  of  an 
effort  at  regeneration,  as  shown  by  the  presence  of 
various  kinds  of  young  cells  such  as  stippled  and 
polychromatopliilic,  nucleated  red,  and  these  cells 
with  a reticulum.  We  have  no  evidence  of  those. 
We  have  no  evidence,  in  other  words,  that  his  mar- 
row was  making  an  effort  to  regenerate.  On  the 
other  hand,  we  have  conclusive  evidence  of  en- 
largement of  the  red  cells,  which  is  rare  in  any 
form  of  anemia  except  pernicious  anemia.  He  is 
rather  old  for  pernicious  anemia.  The  majority  of 
cases  occur  in  somewhat  younger  persons.  He 
shows  no  evidence  of  having  had  a previous  wave 
of  anemia  with  recovery  from  it,  which  if  we  had 
had  a good  history  might  have  come  out.  We  al- 
most never  in  this  hospital  see  cases  in  their 
first  “down-wave”  of  anemia.  Here,  with  no  his- 
tory, we  cannot  sof  ar  as  I see  say  anything  about 
it. 

Can  anything  above  the  diaphragm,  in  his  heart 
or  lungs,  account  for  this  anemia?  No,  I do  not 
see  how  it  can.  Of  course  sepsis  is  a cause  of  an- 
emia. One  asks  whether  there  might  be  sepsis  in 
the  lung:  bronchiectasis  or  abscess.  But  it  would 
be  strange  if  we  did  not  get  more  signs,  by  sputum 
or  by  history,  of  any  such  thing.  I do  not  believe, 
then,  that  the  cause  of  his  anemia  is  above  the 
diaphragm. 

I feel  uncertain  as  to  the  cause.  But  I think 
more  points  favor  pernicious  anemia  than  anything 
else.  It  is  rather  more  like  that,  and  rather  less 
like  anything  else  that  I can  name.  It  might  per- 
fectly well  be  secondary  to  chronic  nephritis,  as  I 
have  said,  if  there  is  chronic  nephritis.  I have  to 
end  with  three  uncertainties:  (1)  Possible  emphy- 
sema with  terminal  pneumonia.  (2)  Possible  chronic 
nephritis  in  addition  to  that,  with  a secondary  an- 
emia. (3)  Possibly  pernicious  anemia. 

A PHYSICIAN:  Wasn’t  the  white  count  rather 
high? 

DR.  CABOT:  Yes,  it  was.  I think  I should  have 
put  more  stress  on  it.  That  is  another  point 
against  pernicious  anemia.  Pernicious  anemia  has 
a normal  or  diminished — usually  diminished — white 
count,  and  a diminished  polynuclear  count. 

A PHYSICIAN:  Is  it  possible  that  in  a man  of 
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seventy-seven  his  bone-marrow  would  be  in  such 
a state  that  it  could  not  throw  out  young  cells? 

DR.  CABOT:  You  mean  that  he  had  pernicious 
anemia  and  his  marrow  could  not  act  as  most  peo- 
ple’s does?  I do  not  know  enough  of  the  bone  mar- 
row of  old  age  to  answer  that . So  far  as  I know 
there  is  nothing  known  of  the  atrophy  of  bone 
marrow  in  old  age. 

DR.  MALLORY : I don’t  think  there  is  any  defi- 
nite process. 

A PHYSICIAN:  He  has  had  two  positive  guaiacs 
from  the  stomach  contents. 

DR.  CABOT:  I do  not  think  that  is  of  much  im- 
portance. We  cannot  avoid  traumatism  in  the 
stomach  in  the  way  we  abstract  the  contents.  In 
relation  to  the  only  thing  we  have  to  think  of,  can- 
cer, it  seems  to  me  it  is  very  feeble  support.  We 
get  here  a great  many  positive  guaiacs  in  the 
stomach  and  in  the  stools  that  we  never  account 
for. 

MISS  PAINTER:  That  leukocyte  count  was  not 
taken  until  just  before  he  died. 

DR.  CABOT:  Yes,  the  34,000  came  just  before  he 
died,  but  the  six  to  nine  thousand  is  high  for  per- 
nicious anemia. 

DR.  MALLORY : Wasn’t  he  put  on  liver  diet? 

MISS  PAINTER:  Yes,  on  December  17. 

DR.  CABOT:  He  died  on  the  20th,  so  he  had 
three  days  of  liver  diet. 

DR.  MALLORY : I think  the  reticulated  count 
was  subsequent  to  the  liver. 

DR.  CABOT:  But  they  also  transfused  him,  so 
we  cannot  say  whether  the  liver  or  the  transfusion 
did  it. 

A PHYSICIAN:  What  would  you  say  about  the 
icteric  index? 

DR.  CABOT:  That  is  not  at  all  queer  for  per- 
nicious anemia.  It  is  a great  deal  queerer  for  sec- 
ondary anemia.  I should  think  that  would  pretty 
well  balance  the  other  point  against  pernicious. 

A PHYSICIAN:  Would  it  be  increased  in  metas- 
tatic cancer  of  the  liver? 

DR.  CABOT:  Yes.  That,  of  course,  could  per- 

fectly well  have  increased  the  icteric  index,  but 
we  ought  to  have  got  some  evidence  of  that  before 
death. 

It  is  borne  in  upon  me  more  and  more  in  these 
exercises  that  one  ought  always  to  think  of  can- 
cer of  the  prostate  on  general  principles  in  cases 
in  which  we  have  not  had  an  x-ray  of  the  bones 
and  in  which  there  is  nothing  else  to  go  upon. 
Prostatic  cancer  in  many  cases — not  all — gives 
some  palpable  evidence.  He  did  not  have  palpable 
evidence.  If  that  is  not  present  we  can  recognize 
cancer  of  the  prostate  only  by  x-ray  of  the  bones, 
the  characteristic  metastases. 

Another  lesion  that  is  always  a good  thing  to 
think  of  is  hypernephroma,  which  also  can  be  en- 
tirely silent.  But,  as  I said  about  cancer  of  the 
prostate,  we  have  neither  local  nor  metastatic 
symptoms  of  that,  and  if  we  do  not  have  local  or 
metastatic  symptoms,  then  the  thing  may  still  ex- 
ist, but  we  cannot  diagnose  it. 

f’LINICAL  DIAGNOSIS  (from  Hospital  Record) 

Pulmonary  edema. 

Bronchopneumonia. 

Pernicious  anemia. 

Arteriosclerosis. 

Chronic  nephritis? 

DR.  RICHARD  C.  CABOT’S  DIABNOSIS 

Possible  emphysema  with  terminal  pneumonia,  or 

Possible  chronic  nephritis  in  addition  to  that, 
with  a secondary  anemia,  or 

Possibly  pernicious  anemia. 

ANATOMIC  DIAGNOSES 

1.  Primary  fatal  lesion. 

Pernicious  anemia. 


2.  Secondary  or  terminal  lesions. 

Bronchopneumonia. 

Arteriosclerosis. 

3.  Historical  landmarks. 

Benign  hypertrophy  of  the  prostate. 

DR.  TRACY  B.  MALLORY:  I do  not  think  it  is 
often  possible  to  make  an  absolutely  positive  diag- 
nosis of  pernicious  anemia  at  the  post-mortem  ta- 
ble. But  certainly  the  findings  in  this  case  are  very 
characteristic  and  I do  not  think  there  is  much 
doubt  that  this  is  the  disease  from  which  he  died. 

Post-mortem  examination  ruled  out  most  of  the 
other  things  under  discussion.  No  malignancy  was 
found.  It  is  interesting  that  the  prostate  was  ex- 
tremely big.  He  had  a very  much  hypertrophied 
bladder  with  coarse  muscular  trabeculation  and  a 
few  small  diverticula,  yet  had  never  complained  of 
urinary  symptoms.  It  is  rather  striking  how  often 
this  is  the  case.  I remember  one  man  whose  ne- 
cropsy I saw  who  died  from  a perforation  of  the 
bladder  as  a result  of  prostatic  obstruction,  but 
walked  around  for  six  hours  after  his  bladder  had 
perforated  and  never  complained  of  any  symptoms 
up  to  the  moment  of  perforation. 

The  lungs  did  not  show  any  marked  degree  of 
emphysema,  and  the  right  heart  was  not  hyper- 
trophied. There  was,  however,  a diffuse  terminal 
bronchopneumonia.  There  was  quite  marked  arteri- 
osclerosis, chiefly  in  the  aorta  and  the  larger  cranial 
vessels. 

The  kidneys  were  of  normal  size  and  showed  a 
very  slight  degree  of  arteriosclerosis.  The  bone 
marrow  of  the  femur  was  bright  red  in  color. 
There  was  hyperplasia  of  the  marrow  in  the  ribs, 
sternum,  and  vertebrae.  Microscopic  examination 
showed  an  extreme  degree  of  hyperplasia.  A con- 
siderable portion  of  the  cells  present  were  fairly 
mature  blood  cells,  well  developed  normoblasts,  for 
instance.  The  only  bone  marrow  that  I can  feel 
certain  is  always  due  to  pernicious  anemia  is  the 
type  found  in  the  extreme  relapses  of  the  disease, 
which  is  composed  almost  exclusively  of  very  early 
cells  of  the  megaloblast  type.  Many  of  these  were 
present  here,  but  also  many  of  the  relatively  ma- 
ture cells.  I think  that  the  favorable  reaction  from 
his  transfusion  and  the  liver  diet  would  perhaps 
account  for  the  more  mature  cells  in  this  case. 
The  sections  from  the  liver  and  spleen  show  very 
large  amounts  of  hemosiderin,  which  is  very  char- 
acteristic of  pernicious  anemia  though  by  no  means 
pathognomonic. 

DR.  CABOT:  I think  it  is  worth  while  summing 
up  some  of  the  lessons  we  can  learn  from  this 
case. 

(1)  That  we  can  have  a pernicious  anemia  with 
as  high  a white  count  as  this  in  as  old  a man  and 
with  as  little  history  so  far  as  obtained. 

(2)  That  we  can  get  as  much  non-protein  nitro- 
gen with  kidneys  not  importantly  diseased. 

(3)  That  we  can  get  all  the  physical  signs  here 
described  as  to  the  chest  without  emphysema. 

One  of  the  points  Dr.  Mallory  doubtless  had  in 
mind  in  settling  on  the  diagnosis  of  pernicious  an- 
emia was  not  only  that  the  bone  marrow  was  fair- 
ly typical,  but  that  there  was  no  other  cause  for 
anemia  in  the  body.  One  cannot  have  any  other 
kind  of  anemia  and  die  of  it  without  a cause.  He 
had  a good  chance  to  look  for  a cause  and  there 
was  not  any.  When  a person  dies  of  anemia  with 
no  cause  we  are  pretty  much  bound  to  call  it  per- 
nicious even  if  we  do  not  find  the  marrow  quite 
right 


26 


SOUTHWESTERN  MEDICINE 


FATAL  CHOREA 

(Case  14171,  Case  Records  of  the  Massachusetts 
General  Hospital,  New  Eng.  Med.  Jour.,  June  14, 
1928,  p.  914.) 

Case  Record  republished  in  SOUTHWEST- 
ERN MEDICINE,  for  October,  page  462. 

Discussions  by  the  Yavapai  County  Medi- 
cal Society  and  Officers  of  U.  S.  Veterans’ 
Hospital,  Whipple,  Ariz.,  and  the  Staff  of 
the  Massachusetts  General  Hospital. 

Yavapai  County  Medical  Society  and  Of- 
ficers of  U.  S.  Veterans’  Hospital,  Whipple, 
Ariz. 

Meeting  of  November  27th,  Group  II. 

DR.  IRL  THOMAS,  Whipple,  Ariz. 

DR.  ROBERT  S.  FLINN,  Prescott,  Ariz. 

DR.  JOHN  W.  FLINN,  Prescott,  Ariz. 

Part  I.  (Dr.  Thomas) 

We  have  a rather  clear  cut  case  in  this 
young  girl  who  first  developed  tonsillitis, 
streptococcus  sore  throat,  and  later  rheu- 
matism involving  wrists,  ankles  and  hips. 
It  seems  she  did  not  do  very  well  following 
the  rheumatism  and  shortly  afterwards  de- 
veloped symptoms  of  chorea,  twitching  of 
the  muscles  of  the  neck.  Two  or  three  days 
later  she  had  to  quit  school.  In  a short  time 
she  became  rather  violent.  Looking  up  the 
history  of  all  these  cases,  this  seems  to  be 
the  syndrome, — rheumatism,  endocarditis 
and  chorea ; rheumatism  appearing  first, 
then  endocarditis,  and  lastly  choreic  symp- 
toms become  manifest.  I read  an  article  the 
other  night  which  stated  that  in  cases  of 
chorea  anywhere  from  25  to  50  per  cent 
give  a history  of  rheumatic  fever,  and  in 
the  cases  of  rheumatic  fever  that  do  not 
show  some  cardiac  complication  there  is 
usually  a mistaken  diagnosis. 

My  colleagues  will  further  discuss  the 
case. 

Part  2.  (Dr.  Robert  S.  Flinn) 

According  to  Osier  most  cases  of  chorea 
are  usually  recognized  at  the  first  glance. 
After  several  glances  it  still  appears  to  me 
that  this  case  is  one  of  chorea.  Chorea  is  an 
ancient  disease,  having  appeared  in  epidemic, 
form  in  the  middle  ages.  Saint  Vitus  Dance 
derives  its  name  from  the  procession  of 
dancing  patients  in  the  Strassbourg  epidemic 
who  proceeded  in  this  manner  to  the  chapel 
of  Saint  Vitus  for  treatment.  Sydenham  in 
1686  wrote  a classical  description  of  this  af- 
fection, hence  the  name  “Sydenham’s  Cho- 
rea.” It  is  characterized  by  irregular,  invol- 
untary movements  and  is  accompanied  by 
emotional  and  mental  disturbances  of  the 
same  irregular  nature.  It  may  vary  in  in- 
tensity from  the  very  mild  form  in  which 
only  one  hand  may  be  affected,  to  the  most 
severe  type,  the  so-called  “Chorea  Insan- 
iens.”  Chorea  may  be  regarded  as  a mani- 
festation of  the  acute  rheumatic  cardio- 


arthritic  group  in  which,  following  an  acute 
throat  infection,  there  appears  rheumatic 
involvement  of  the  joints,  endocarditis,  vary- 
ing degrees  of  pericarditis,  and,  in  most  in- 
stances, chorea.  Rheumatic  fever  is  not  the 
only  cause  of  chorea,  for  it  has  certainly  fol- 
lowed tuberculous  meningitis,  scarlet  fever 
and  congenital  syphilis.  In  this  case  we  need 
consider  only  that  of  meningitis,  and  the 
absence  of  signs  together  with  the  negative 
spinal  fluid  rules  that  out. 

Considering  the  points  in  favor  of  acute 
rheumatic  endocarditis:  five  weeks  before 
admission  to  the  hospital  the  patient  devel- 
oped sore  throat;  two  weeks  later  joint  in- 
volvements appeared  The  invo.vement  of  so 
many  large  joints  leads  us  to  believe  it  to 
have  been  one  of  rheumatic  fever  than  one 
of  the  acute  arthritides.  The  patient  falls 
rather  prettily  into  the  age  and  sex  group. 

Is  there  an  endocarditis?  On  the  basis 
of  the  history,  symptoms  of  chorea  and  the 
rough  high-pitched  systolic  murmur  devel- 
oping during  the  course  of  the  disease,  we 
may  safely  say  yes. 

There  appears  to  have  been  a septicemia, 
the  parotitis  being  a terminal  manifesta- 
tion of  a generalized  infection.  It  also  ap- 
pears that  exhaustion  played  a very  impor- 
tant part  in  contributing  to  the  patient’s 
death.  The  spinal  tap  was  evidently  a thera- 
peutic measure  for  the  symptoms  do  not 
suggest  meningitis. 

Some  other  conditions  might  cause  these 
nervous  movements,  such  as  Friedreich’s 
ataxia,  which  is  readily  distinguished  by  the 
slow  incoordinate  movements,  the  scanning 
speech,  the  nystgamus  and  the  familiar 
character  of  the  affection;  poliomyelitis  is 
sometimes  confused  with  chorea,  but  the 
occurrence  of  muscular  wasting  readily 
makes  the  diagnosis  clear.  Huntington’s 
chorea  occurs  at  a later  period  of  life  and 
there  is  a family  history  of  the  disease. 
Habit  spasm  and  hysteria  are  sometimes 
confused  with  the  mild  form  of  chorea,  but 
in  this  case  the  movements  were  of  such  a 
violent  nature  that  these  conditions  need  not 
be  considered. 

Our  group  feels  justified  in  ruling  out 
every  other  cause  for  the  chorea  except 
rheumatic  fever,  establishing  rheumatic  fe- 
ver on  the  basis  of  the  sore  throat  and  mul- 
tiple arthritis,  and  the  developments  of  the 
case  indicate  an  acute  endocarditis,  with  a 
possible  terminal  septicemia. 

Part  3.  (Dr.  John  W.  Flinn) 

Forty  years  ago  this  patient  would  have 
been  considered  to  have  a combination  or 
complication  of  four  separate  and  distinct 
diseases;  sore  throat,  rheumatism,  St.  Vitus 
dance  and  acute  heart  disease.  Long  before 
that,  however,  (in  fact  as  far  back  as  the 
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time  of  Bright)  the  more  observant  mem- 
bers of  the  profession  had  begun  to  call  at- 
tention occasionally  to  the  casual  relation- 
ship between  sore  throat  and  endocarditis, 
also  between  sore  throat  and  chorea,  and 
especially  between  chorea  and  rheumatism. 
It  was  not,  however,  until  the  early  nineties, 
when  Osier  clarified  and  emphasized  this  re- 
lationship, that  the  rank  and  file  of  the 
medical  profession  first  began  to  recognize 
the  possibility  of  a common  cause  for  these 
four  diseases.  It  is  interesting  to  note  that 
Osier  in  his  earlier  years,  his  predecessors 
and  confreres,  based  their  idea  of  this  rela- 
tionship solely  on  clinical  observation.  In 
the  intervening  years  pathologists  have 
done  a very  great  deal  of  work  on  the  bac- 
teriology of  these  four  diseases,  and  it  will 
be  interesting  to  observe  just  exactly  what 
the  laboratory  men  have  been  able  to  prove 
definitely  regarding  this  relationship,  which 
was  suspected  by  the  earlier  members  of  the 
profession. 

Tonsillitis.  The  tonsils  are  so  situated 
that  it  is  possible  to  learn  considerable  about 
their  pathology  by  biopsy  or  after  removal. 
It  seems  to  have  been  distinctly  proven 
that  the  tonsils  and  peritonsillar  tissues  are 
particularly  susceptible  to  infection  by  ordi- 
nary pus  organisms  and  especially  by  the 
streptococcus.  Any  physician  who  has  seen 
a severe  case  of  tonsillitis  and  has  watched 
the  generalized  symptoms,  must  have  been 
impressed  by  the  tremendous  amount  of 
toxemia  that  is  produced  by  these  organ- 
isms. As  again,  those  who  have  seen  a few 
cases  of  tuberculous  ulcer  of  the  tonsils 
must  have  been  impressed  by  the  rapidity 
with  which  these  ulcers  spread. 

Acute  rheumatic  fever.  Forty  years  ago 
physicians  spoke  of  cold,  change  of  weather 
and  what  not,  as  being  the  provocative  cause 
of  rheumatism.  It  was  not  until  1890  to 
1905  that  the  attention  of  the  profession 
began  to  turn  to  the  work  of  Poynton  and 
Payne.  They  apparently  demonstrated  a pe- 
culiar streptococcus,  which  they  were  fortu- 
nate enough  to  recover  from  the  blood  and 
exudates  of  patients  with  rheumatic  fever. 
This,  the  older  members  here  will  recall, 
was  referred  to  as  the  “streptococcus  rheu- 
maticus.”  Then  in  1912,  Rosenow  reported 
that  he  was  able  to  grow  a peculiar  form  of 
non-hemolytic  streptococcus  which  he  could 
isolate  from  the  blood  and  exudates  of  most 
cases  of  rheumatic  fever.  At  that  time  a 
large  number  of  the  profession  were  greatly 
impressed  by  Rosenow’s  work  and  I think 
some  of  us  came  to  the  conclusion  that  the 
question  of  the  bacteriology  of  rheumatic 
fever  had  been  settled.  Further  work  seems 
to  have  raised  considerable  doubt  in  regard 
to  this,  and  all  that  those  in  a position  to 


speak  authoritatively  care  to  say  today  is, 
that  any  form  of  non-hemolytic  streptococ- 
cus, or  streptococcus  viridans,  will  apparent- 
ly cause  rheumatic  fever  in  animals.  Wheth- 
er or  not  that  is  the  only  cause  of  rheu- 
matic fever,  no  one  in  authority  seems  jus- 
tified in  saying.  Apparently  no  form  of 
streptococcus  or  any  other  organism  has  so 
far  been  isolated  which  will  fulfill  all  the 
requirements  of  Koch’s  postulates. 

Chorea.  Poynton,  I think  the  same  man 
who  was  associated  with  Payne  in  the  study 
of  rheumatism,  says,  “The  chief  cause  of 
chorea  is  rheumatism.”  I take  it  he  bases 
this  statement  on  clinical  experience.  Path- 
ologically he  looks  on  chorea  as  a mild  men- 
ingoencephalitis, that  is,  of  course,  inflam- 
mation of  the  brain  and  its  covering  mem- 
branes. He  has  done  a fairly  large  amount 
of  experimental  work  on  the  bacteriology  of 
chorea  and  is  inclined  to  look  on  its  minute 
pathology  as  similar  to  that  of  rheumatic 
nodules  under  the  skin.  His  work,  which  is 
not  extensive,  seems  to  bear  out  his  theory 
in  regard  to  the  minute  pathology  of  this 
disease.  He  has  found  bacteriologically  or 
microscopically,  that  the  nodules  under  the 
skin  and  the  lesions  in  the  brain  and  its 
membranes  both  show  vascular  exudation, 
edematous  swelling  of  the  connective  tissue, 
leucocytic  exudation  and  a central  micro- 
scopic area  of  necrosis,  the  result  of  local 
infection.  It  is  only  fair  to  say  that  his 
work,  and,  so  far  as  I have  been  able  to  de- 
termine, the  work  of  any  other  investigator, 
has  not  been  sufficient  to  justify  anyone  in 
claiming  that  the  last  word  has  been  said 
regarding  the  pathology  of  chorea.  What 
has  been  done  is  more  suggestive  than  in 
the  nature  of  definite  proof. 

Acute  endocarditis.  Homer  Swift,  who 
seems  to  be  the  authority  on  this  question, 
says  that  the  etiology  of  the  endocardial  le- 
sion is  probably  the  same  as  that  of  the  fo- 
cal manifestations  of  rheumatism  elsewhere. 
He  states  that  the  streptococcus  viridans  or 
the  non-hemolytic  streptococcus,  is  looked 
upon  by  a large  number  of  investigators 
as  the  causative  agent  of  both  rheumatism 
and  endocarditis,  but  does  not  consider  the 
matter  proved  at  all.  He  says  there  are 
many  arguments  on  the  other  side  of  the 
question. 

This  seems  to  be  a fair  resume  of  the 
work  that  has  been  done,  (a  tremendous 
amount  of  it),  in  the  last  twenty  years  on 
the  microscopic  pathology  of  these  four  dis- 
eases. It  has  apparently  been  definitely 
proven  that  tonsillitis  is  the  result  of  an  in- 
fection, very  often  by  the  streptococcus. 
There  is  at  least  a strong  suggestion  that 
the  non-hemolytic  streptococcus  is  the 
causative  agent  of  the  other  three  symp- 
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toms-complex,  but  the  proof  is  not  at  all 
conclusive.  Incidentally,  we  find  here,  what 
we  generally  find  regarding  the  work  of  the 
laboratory  man;  all  that  he  has  been  able 
to  do  in  these  four  diseases  is  to  offer  rath- 
er inconclusive  corroborative  findings  to  the 
clinician.  He  has  been  able  to  corroborate 
to  a certain  extent  the  observations  that 
the  clinical  man  has  been  making  for  a num- 
ber of  years. 

Now  to  return  to  this  specific  case,  what 
have  we?  We  have  a school  girl  sixteen 
years  of  age,  who  on  the  sixth  day  of  Febru- 
ary developed  a streptococcus  sore  throat. 
It  is  rather  interesting  to  note  that  just 
exactly  two  weeks  later  she  developed  rheu- 
matism, and  in  just  exactly  another  two 
weeks  she  developed  chorea;  almost  exactly 
two  weeks  later  she  developed  symptoms  of 
endocarditis  and  promptly  died.  Now  it 
seems  to  us  most  reasonable  to  attribute  all 
four  diseases  to  a common  cause,  probably 
the  streptococcus.  We  know  that  there  has 
been  a streptococcus  infection  in  the  tonsils. 
We  are  also  convinced  from  clinical  findings 
running  over  a great  many  years,  and  from 
a certain  amount  of  laboratory  evidence, 
that  the  streptococcus  very  probably  can 
cause  chorea,  that  it  very  probably  can  cause 
rheumatism  and  that  it  very  probably  can 
cause  endocarditis.  We  think  it  is  rather 
reasonable  to  suppose  that  the  one  infec- 
tion caused  these  four  symptoms-complex. 
We  can  not  see  any  strong  argument  in  fa- 
vor of  claiming  that  there  was  a second 
form  of  infeciton  in  this  case.  So  the  con- 
ception of  Group  II,  of  this  case,  is  that  this 
little  girl  developed  a streptococcus  infec- 
fection  of  the  throat,  in  two  weeks  the  in- 
fection had  spread  to  the  joints,  in  another 
two  weeks  it  had  spread  to  the  brain  and 
meninges,  and  in  another  two  weeks  it  had 
spread  to  the  endocardium.  We  hesitate 
whether  or  not  to  use  the  word  “septicemia.” 
The  diagnosis  of  septicemia,  I take  it,  is 
justified  only  when  the  microorganism  is 
definitely  found  in  the  blood  stream.  Exam- 
ination in  this  case  was  negative.  The  lab- 
oratory men  tell  me  that  a negative  exam- 
ination is  very  inconclusive,  that  the  find- 
ing of  the  microorganism  in  the  blood  is  ex- 
tremely difficult  and  is  only  possible  in  a 
very  small  percentage  of  cases.  In  spite  of 
the  fact  that  the  blood  was  negative,  we 
might  use  the  word  septicemia  in  this  case, 
but  after  all  the  naming  of  it  is  simply  a 
splitting  of  haris.  For  the  sake  of  compari- 
son let  me  remind  you  that  in  cases  of  kid- 
ney, blood  vessel  and  heart  disease  some  one 
has  coined  the  expression  cardio-vascular- 
renal  disease  . Twenty  or  thirty  years  ago 
they  were  spoken  of  as  heart  disease,  blood 
vessel  disease  and  kidney  disease.  If  you 


wish  to  choose  your  words  very  carefully 
perhaps  we  had  better  say  in  this  case  “sep- 
tic neuro-cardio-arthritis.”  Call  it  what  you 
will.  There  is  a generalized  infection,  prob- 
ably streptococcus,  beginning  in  the  throat, 
spreading  to  the  joints,  afterwards  to  the 
brain  and  meninges  and  finally  to  the  endo- 
cardium. 


Staff  of  Massachusetts  General  Hospital 

(New  Eng.  Med.  Jour.,  June  14,  1928,  p.  914-) 
RICHARD  C.  CABOT,  M.  D. 

I remember  this  patient  well.  She  was  in  my 
service  seventeen  years  ago.  Of  course  the  diagno- 
sis is  perfectly  obvious— chorea— and  it  vs  very 
tragic  when  we  see  a case  as  terrible  as  this, 
one  has  been  fishing  and  gets  a fish  it  flaps  around 
in  the  bottom  of  the  boat.  She  flapped  around  like 
that,  and  only  tremendous  doses  of  drugs  had  any 
effect.  She  was  terribly  violent. 

Of  course  we  were  watching  the  heart,  knowing 
there  must  be  something  there  in  such  a case  as 
this,  as  there  practically  always  is.  For  five  days 
we  undoubtedly  were  looking  as  often  as  we  could 
under  the  difficulties  that  one  can  imagine  in  ex- 
amining a patient  who  was  in  such  motion. 

I do  not  know  why  we  did  that  lumbar  punc- 
ture. I do  not  see  today  any  sufficient  reason  for 
it.  The  case  does  not  resemble  meningitis  or  any 
other  cerebral  disease  that  could  involve  the  men- 
inges. Part  of  the  fluid  was  bloody,  undoubtedly 
because  we  got  some  blood  mixed  in  with  the  tap. 
We  got  no  information.  We  had  a sediment  show- 
ing the  blood  introduced  during  the  tap  and  no  evi- 
dence of  a meningitis.  The  negative  culture  was  of 
some  value. 

We  do  not  always  relaize  the  fevers  of  acute 
chorea,  although  in  this  case,  if  I remember  right- 
ly, there  were  some  other  reasons  besides  the 
chorea. 

Remembering  the  case  as  clearly  as  I do  during 
life,  I do  not  think  any  diagnosis  was  or  should 
have  been  seriously  considered  except  the  so-called 
chorea  major,  the  severest  form  of  chorea.  We  have 
had  three  fatal  cases  of  this  disease  in  this  hos- 
pital to  my  knowledge  during  thirty  years.  Two 
of  them,  as  I remember,  showed  at  necropsy  some- 
thing more  besides  the  chorea.  Whether  this  is  one 
of  them  I cannot  remember. 

In  chorea  the  lesions  in  the  heart  at  necropsy 
are  almost  constant,  and  they  are  usually  of  fairly 
uniform  type, — little  spots  of  soft  reddish  material 
as  big  as  the  end  of  a pin,  arranged  in  rows  along 
the  edge  of  a valve,  usually  the  mitral;  never,  so 
far  as  I know,  large  vegetations,  and  never  any 
chronic  or  ulcerative  process  unless  there  has  been 
something  more  besides  chorea.  That  is,  that  endo- 
carditis, as  I remember  it,  seems  to  me  different 
from  the  average  endocarditis  of  rheumatic  heart 
disesae  or  of  bacterial  endocarditis. 

Two  earlier  English  observers,  Poynton  and 
Paine,  who  wrote  a good  deal  on  rheumatic  infec- 
tions, described  brain  changes  in  chorea.  So  far  as 
1 know  those  have  not  been  backed  up  by  later  ob- 
servations. I do  not  believe  there  were  any  found 
here.  There  must  be  changes  in  the  brain,  and 
why  we  do  not  find  them  I do  not  know.  The 
symptoms  are  all  brain  symptoms.  This  is  strik- 
ingly evident  in  hemichorea,  one  half  of  the  body 
perfectly  quiet  and  the  other  half,  including  the 
face,  twitching.  That  could  not  be  anything  but  a 
brain  lesion. 

Another  point  not  always  referred  to  is  the  men- 
tal changes  in  chorea,  which  get  covered  up  be- 
cause we  suppose  that  the  patient’s  queer  sounds 
and  queer  remarks  are  due  to  the  mechanical  dis- 
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turbance  of  speech.  But  there  are  also  definite 
mental  changes,  as  onei  would  expect  in  a brain 
disease  such  as  chorea  certainly  is. 

What  is  the  relation  of  chorea  to  acute  articular 
rheumatism?  I am  confident  that  they  are  the  same 
disease  with  different  manifestations.  Just  as  we 
can  have  tuberculosis  either  in  the  joints  or  in  the 
meninges,  so  we  can  have  the  organism  of  rheu- 
matism, never  yet  discovered,  either  in  the  joints 
or  the  brain  of  such  patients  as  we  are  studying 
today.  On  gets  every  possible  sequence  and  com- 
bination of  rheumatism  and  chorea:  one  sees  first 
rheumatism  and  then  chorea,  one  sees  first  chorea 
and  then  rheumatism,  one  sees  the  two  at  once. 

The  hyperpyrexia  here  is  of  some  interest.  The 
hyperpyrexia  of  rheumatism  is  referred  to  in  all 
the  classical  accounts  of  acute  articular  rheuma- 
tism. Here  it  followed  a lumbar  puncture  which 
may  have  had  something  to  do  with  producing  it. 
But  my  guess  is  that  the  lumbar  puncture  did  not 
produce  it.  I believe  that  the  asepsis  even  at  that 
period  was  tolerably  good.  It  is  not  so  easy  to  in- 
trdouce  sepsis  into  the  cord  or  it  would  happen  of- 
tener.  So  that  I doubt  whether  anything  will  be 
found  in  the  cord,  if  it  -was  examined,  to  account 
for  that  temperature  of  108°.  I guess  it  is  a hyper- 
pyrexia of  chorea  parallel  to  the  hyperpyrexia  of 
acute  rheumatism. 

I do  not  know  anything  about  the  finding  of  the 
Aschoff  bodies.  Do  you  find  those  in  chorea,  Dr. 
Mallory? 

DR.  TRACY  B.  MALLORY:  I think  we  probably 
find  them  in  the  heart.  I do  not  know  of  any  re- 
ports of  them  in  the  brain. 

DR.  CABOT:  If  they  do  occur  in  the  heart  there 
is  no  reason  why  we  should  not  find  them  here. 
I should  say  the  post-mortem  ought  to  show  small 
vegetations  on  the  mitral  valve,  possibly  on  other 
valves,  and  nothing  else  that  we  can  predict. 

A PHYSICIAN:  Is  there  any  significance  in  the 
parotitis? 

DR.  CABOT:  I do  not  know  how  to  say  anything 
about  that.  I do  not  remember  it  in  chorea  cases 
before.  But  any  patient  who  is  gravely  sick  is  apt 
to  develop  a parotitis  owing  to  the  spread  of  mouth 
organisms  up  Steno’s  duct.  As  we  do  not  know 
the  origin  of  parotitis  we  shall  not  be  able  to  find 
out  whether  this  is  a choreic  parotitis  or  some 
other  kind,  I suppose. 

CLINICAL  DIAGNOSIS  (Prom  Hospital  Record) 

Chorea  major 

Acute  endocarditis. 

Exhaustion. 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS 

Chorea  major. 

Acute  endocarditis. 

Parotitis. 

ANATOMIC  DIAGNOSES 

1.  Primary  fatal  lesions. 

(Acute  chorea.) 

Verrucose  endocarditis  of  the  aortic  and  mitral 
valves. 

2.  Secondary  or  terminal  lesions. 

Hemorrhagic  areas  of  the  lungs. 

Slight  bronchopneumonia. 

Patty  metamorphosis  of  the  liver. 

Slight  cystitis. 

Parotitis. 

DR.  MALLORY-  The  necropsy  findings  were  not 
extensive,  as  the  head  and  cord  were  not  exam- 
ined. The  heart  showed,  as  predicted,  minute  vege- 
tations on  the  mitral  and  also  a few  on  the  aortic 
valve.  There  was  no  deformity  of  any  of  the  valves. 
The  lungs  showed  a very  slight  acute  broncho- 
pneumonia, and  also  numerous  petechial  hemor- 
rhages that  could  not  be  attributed  to  a pneu- 


monic process.  The  kidneys  showed  a slight  de- 
gree of  tubular  degeneration  but  no  glomerulone- 
phritis. 

Bacterial  cultures  were  made  of  heart’s  blood, 
both  aerobic  and  anaerobic,  and  no  organisms  were 
grown. 

DR.  CABOT:  Was  the  brain  examined? 

DR.  MALLORY:  No. 

It  is  interesting  to  hear  Dr.  Cabot  mention  again 
Poynton  and  Paine,  because  the  present  trend  of 
work  on  rheumatic  fever  seems  to  be  swinging  back 
decidedly  towards  the  point  of  view  of  some  of  the 
early  workers.  There  seems  to  be  no  question  that 
in  a very  considerable  proportion  of  cases  of  rheu- 
matic fever  it  is  possible  during  life  or  post  mortem 
to  grow  a streptococcus  from  the  blood  stream  The 
figures  from  various  laboratories  differ  a great  deal, 
but  there  are  a number  of  laboratories  in  which 
fifty  per  cent  of  cases  of  severe  rheumatic  fever 
seem  to  show  this  organism.  We  are  still  quite  a 
way  from  providing  that  that  is  the  cause  of  rheu- 
matic fever,  but  some  of  the  recent  work  is  at  least 
suggestive,  particularly  that  of  Small  of  Philadel- 
phia and  Birkhaug  of  Rochester.  They  have  grown 
streptococci  which  produce  neither  hemolysis  nor 
methemoglobin.  Birkhaug  has  shown  that  this  or- 
ganism produces  a relatively  mild  exotoxin  of  about 
one-fourth  the  strength  of  scarlet  fever  or  erysipe- 
las, and  that  patients  with  rheumatic  histories  tend 
to  react  with  positive  skin  tests  to  this  toxin, 
whereas  normal  controls  are  generally  negative.  He 
found  that  he  himself  was  a susceptible  individual 
as  measured  by  the  skin  test,  and  injected  a small 
quantity  of  this  toxin  into  one  of  his  joints,  there- 
by producing  clinically  a very  typical  attack  of 
acute  rheumatism,  not  only  that  joint  but  several 
other  joints  swelling,  becoming  red  and  very  pain- 
ful, with  fever,  the  condition  lasting  about  four 
days.  Injection  of  the  organism  in  rabbits  produces 
mitral  endocarditis,  but  only  when  huge  quantities 
are  given.  So  far  the  work  stands  about  there, 
but  it  does  seem  possible  that  we  may  come  back 
to  some  of  the  opinions  held  by  the  earlier  investi- 
gators. 

DR.  CABOT.  I am  very  glad  to  hear  your  opin- 
ion of  that  work  of  Dr.  Small’s.  I had  rather 
thought  that  most  of  the  laboratories  were  not  back- 
ing that  up. 

DR.  MALLORY : I am  inclined  to  pin  more  faith 
on  the  others.  Birkhaug’s  work  was  more  carefully 
controlled  and  his  claims  are  less  sweeping.  The 
organisms  have  been  worked  with  here  in  Boston 
and  also  a similar  organism  isolated  by  Clawson 
and  Bell  of  Minneapolis.  All  three  of  these  organ- 
isms are  apparently  serologically  closely  related. 
One  can  also,  it  is  true,  recover  it  from  the  throats 
of  a very  large  number  of  normal  persons. 

DR.  CABOT:  But  that  is  nothing  against  it,  do 
you  think? 

DR.  MALLORY:  Not  at  all. 


GRAHAM  COUNTY  MEDICAL  SOCIETY  (Arizona) 

On  January  2nd,  the  Graham  County  Medical  So- 
ciety met  at  luncheon  in  the  cafe  at  Safford,  with 
Dr.  Mary  L.  Neff,  of  Los  Angeles,  as  guest.  Follow- 
ing the  luncheon,  there  was  an  informal  discussion 
of  interesting  clinical  cases.  There  were  present, 
besides  Dr.  Neff,  Drs.  J.  W Morris,  R.  C.  Dryden, 
J.  N.  Stratton,  H.  W.  Squibb,  and  Wm.  E.  Platt. 


THE  ANNUAL  CONGRESS  ON  MEDICAL  EDU- 
CATION, MEDICAL  LISCENSURE  AND  HOS- 
PITALS, under  the  auspices  of  the  Council  on  Med- 
ical Education  and  Hospitals,  will  be  held  in  Chi- 
cago on  February  18,  19  and  20,  at  the  Palmer 
House.  Members  of  the  medical  profession  are  be- 
ing invited  to  a very  interesting  and  instructive 
program. 
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VOLUME  XIII. 

We  begin  our  thirteenth  year  of  publica- 
tion with  a reasonable  degree  of  satisfac- 
tion. There  are  many  things  that  we  would 
prefer  to  have  better,  but  there  is  also  a 
fair  measure  of  accomplishment  behind  us. 
This  journal  ranks  high  among  the  smaller 
medical  journals  of  the  country.  The  ma- 
terial presented  in  its  pages  reflects  the  ex- 
cellence of  the  medical  practice  in  the  south- 
west. With  the  continued  cooperation  of 
the  county  medical  societies  and  the  con- 
stituent associations,  this  journal  will  con- 
tinue to  grow  in  influence  and  quality. 


“UNHEALTHY”  HEALTH  LEAGUE’S  IN- 
ITIATED MEASURE  DEFEATED 

The  medical  profession  of  Arizona  should 
feel  gratified  with  the  overwhelming  defeat 
of  the  attack  on  the  public  health  of  Ari- 
zona by  the  self-styled  American  Medical 
Liberty  League.  Disguised  as  a law  to  “per- 
mit a person  to  choose  his  own  doctor”  it 
was  unmasked  by  the  editorial  comment  of 
well  informed  newspapers  of  Arizona  and 
by  news  items  which  told  of  its  true  import. 

The  various  medical  organizations  in  Ari- 
zona undertook  to  inform  their  several  com- 
munities regarding  the  true  meaning  of  this 
measure.  The  best  work  was  done  by  the 
Cochise  Medical  Society.  The  members  of 
this  society  enlisted  the  aid  of  lay  men  and 
women  to  distribute  some  ten  thousand 
brief  analyses  of  the  true  meaning  of  this 
proposed  law.  Every  voter  in  the  county 
received  such  an  analysis,  either  handed  to 
him  by  another  voter  or  sent  to  him  through 
the  mail. 

In  Pima  County,  the  doctors  sent  out 
twelve  thousand  of  these  through  the  mails 
to  their  patients. 


In  Yuma  County,  Graham  County  and 
Mohave  County,  the  voting  poll  lists  were 
used  and  every  voter  received  such  an  an- 
alysis. 

Through  such  concerted  effort,  the  amend- 
ment was  defeated  by  about  fifteen  thou- 
sand majority. 

To  those  newspapers  intelligent  enough 
to  see  the  Senegambian  in  the  woodpile  of 
this  pernicious  proposal  and  interested 
enough  to  expose  him,  we  offer  congratula- 
tions, and,  as  citizens  of  Arizona,  thanks. 


MEETING  OF  SECRETARIES  AND  ED- 
ITORS IN  CHICAGO 

In  November  of  each  year,  there  is  held 
in  Chicago  at  the  headquarters  of  the  Amer- 
ican Medical  Association,  a rather  informal 
gathering  of  about  fifty  men, — with  an  oc- 
casional woman.  These  men  are  the  secre- 
taries of  the  various  state  medical  associa- 
tions, with  the  editors  of  the  official  medi- 
cal journals  representing  those  associations. 
The  meeting  is  essentially  a clearing  house 
of  ideas,  and  therein  lies  its  importance,  for 
ideas  form  the  dynamic  of  activity. 

At  the  meeting  held  last  November,  the 
editor  of  this  journal  represented  Arizona 
and  New  Mexico.  Many  ideas  were  gath- 
ered and  stored  for  future  use.  One  of  the 
most  interesting  discussions  centered  about 
the  problems  of  the  small  county  medical  so- 
ciety. A majority  of  the  county  societies  in 
our  two  states  fall  in  this  classification, — 
with  fewer  than  twenty-five  members.  There 
is  now  being  offered  by  this  journal  a plan 
whereby  the  smallest  county  society  (we 
have  one  in  Arizona  with  three  members) 
can  have  regular  and  profitable  meetings 
and  keep  itself  on  record.  This  journal  will 
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send  printed  copies  of  case  histories  to  any 
county  society,  sufficient  to  supply  all  their 
members.  The  members  of  that  society  can 
arrange  to  meet  once  a month,  at  luncheon, 
at  some  member’s  home,  or  at  a centrally  lo- 
cated office,  or  wherever  they  choose,  brief- 
ly discuss  these  histories,  endorse  their  diag- 
nostic conclusions  on  the  history  sheet  and 
mail  them  back  to  this  journal.  They  will 
then  go  on  record  as  having  held  a regular 
county  society  meeting,  with  some  valuable 
clinical  discussions. 

For  larger  county  societies  whose  mem- 
bers are  perplexed  by  too  many  meetings, 
the  suggestion  was  made  that  the  county 
society  combine  its  meetings  with  those  of 
organized  hospital  staffs.  This  has  been 
done  occasionally,  but  in  some  places  it  is 
the  regular  procedure.  Under  such  an  ar- 
rangement, the  county  society  meets  at  the 
hospital  where  the  staff  meeting  is  to  be 
held;  after  disposal  of  the  routine  business 
of  the  county  society,  the  program  is  turned 
over  to  the  hospital  staff  which  then  con- 
ducts its  regular  staff  meeting  as  required 
by  its  organization  rules. 

The  American  Medical  Association,  in  pro- 
viding for  this  meeting  of  the  officers  chief- 
ly responsible  for  medical  organization  activ- 
ities in  the  various  states,  performs  for  the 
general  medical  profession  a service  whose 
importance  and  far-reaching  influence  can 
hardly  be  over  estimated. 


RESOLUTION 

Realizing  the  great  and  irreparable  loss 
that  has  been  sustained  by  the  medical  pro- 
fession of  the  city  of  Tucson,  the  state  of 
Arizona  and  t^e  °ntire  Southwest,  through 
the  death  of  Dr.  Joel  I.  Butler,  the  Medical 
and  Surgical  Association  of  the  Southwest 
have  taken  cognizance  of  this  great  loss,  and 
desire  to  exnress  through  this  committee, 
our  appreciation  of  his  wonderful  ability  and 
character,  and  hereby  extend  our  sincere 
sympathy  to  his  wife  and  family. 

We  recommend  that  a copy  of  this  reso- 
lution be  spread  upon  the  minutes  of  this  as- 
sociation and  a copy  be  sent  to  his  familv. 

W.  K.  WYLDER, 

J.  A.  RAWLINGS, 

C.  A.  THOMAS, 

Committee. 

Albuquerque,  N.  M. 

November  9,  1928. 


RESOLUTION 

Through  the  sudden  death  of  Dr.  D.  C. 
Dodds,  the  Medical  and  Surgical  Association 
of  the  Southwest  is  aware  of  the  great  loss 
that  it  has  sustained. 


Dr.  Dodds  was  a highly  respected  member 
of  our  Association.  He  was  a man  who 
stood  for  all  that  was  highest  and  best  in 
medicine  and,  through  his  death  our  pro- 
fession has  lost  a man  who  was  loved  and 
respected  by  all  who  knew  him.  His  loss 
will  be  keenly  felt  by  the  profession,  not 
only  in  . Albuquerque,  but  throughout  the 
southwest  and  we  wish  to  express  our  sin- 
cere sympathy  to  his  wife  and  family. 

We  recommend  that  a copy  of  this  expres- 
sion be  spread  upon  the  minutes  of  this  As- 
sociation and  also  that  a copy  be  sent  to 
Mrs.  Dodds. 

W.  K.  WYLDER, 

J.  A.  RAWLINGS, 

C.  A.  THOMAS, 
Committee. 

Albuquerque,  N.  M. 

November  9,  1928. 


NEW  OFFICERS  IN  EL  PASO  COUNTY 
MEDICAL  SOCIETY 

At  the  annual  meeting  of  the  El  Paso 
County  Medical  Society,  held  on  December 
3rd,  the  following  officers  were  elected  for 
the  year  1929 : 

Dr.  W.  R.  Jamieson  was  elected  president. 
He  has  been  a practitioner  in  El  Paso  so 
long  that  the  A.  M.  A.  Directory  simply 
states  “licensed  prior  to  1907.”  He  practic- 
es the  specialty  of  urology. 

As  vice-president,  Dr.  E.  W.  Rheinheim- 
er  was  selected.  He  located  in  El  Paso  in 
1917,  and  has  previously  served  the  society 
as  secretary. 

Dr.  W.  E.  Vandevere,  a comparatively 
new  member  of  the  society,  was  elected  sec- 
retary-treasurer. Dr.  Vandevere  practices 
the  specialty  of  eye,  ear,  nose  and  throat. 

Dr.  S.  D.  Swope,  a veteran  practitioner, 
who  grows  younger  each  year,  was  elected 
on  the  board  of  censors.  Dr.  Swope  has 
practiced  in  New  Mexico,  in  old  Mexico,  as 
well  as  in  Texas.  He  is  a neuro-psychiatrist. 

Of  special  interest  to  this  office  is  the  As- 
sociate Editor.  Dr.  Leslie  M.  Smith  was 
chosen  to  fill  this  important  office.  In  wel- 
coming him,  it  is  only  fitting  to  give  public 
expression  to  our  appreciation  of  the  fine 
service  and  loyal  cooperation  of  Dr.  Harry 
Leigh,  who  gives  up  this  work  on  January 
first.  El  Paso  County  is  fortunate  in  being 
able  to  find  so  many  members  who  can,  and 
will,  undertake  the  important  function  of  re- 
cording, in  their  official  journal  the  medical 
activities  of  the  society. 
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INVITATION 


A cordial  invitation  is  extended  to  the  members  of  the 
medical  profession  of  Arizona,  New  Mexico  and  Texas  by  the 
President,  the  Board  of  Regents  and  the  Arizona  State  Ex- 
ecutive Committee  of  the  American  College  of  Surgeons  to 
attend  the  Arizona,  New  Mexico  and  Texas  Sectional  Meeting 
of  the  College  at  Phoenix,  on  Wednesday  and  Thursday, 
February  13  and  14  next.  Distinguished  leaders  in  madical 
science  and  hospital  administration  will  be  present,  includ- 
ing Dr.  Franklin  H.  Martin,  of  Chicago,  President  of  the 
American  College  of  Surgeons;  Dr.  Charles  L.  Scudder  of 
Boston,  Chairman,  Fracture  Committee  of  the  American 
College  of  Surgeons;  Dr.  Burton  J.  Lee  of  New  York,  Clini- 
cal Professor  of  Surgery,  Cornell  University  Medical  Col- 
lege; Dr.  Allen  B.  Kanavel  of  Chicago,  Professor  of  Surgery, 
Northwestern  University  Medical  School;  Rev.  C.  B.  Moulin- 
ier,  S.  J.  of  Chicago.  Executive  Director  of  the  Catholic  Hos- 
pital Association;  Robert  Jolly  of  Houston,  Superintendent 
of  the  Baptist  Hospital;  Dr.  Bowman  C.  Crowell  of  Chicago, 
Director  of  Clinical  Research  of  the  American  College  of 
Surgeons;  Dr.  Malcolm  T.  MacEac.hern  of  Chicago,  Director 
of  Hospital  Activities  of  the  American  College  of  Surgeons. 

This  meeting  will  not  only  be  of  scientific  value  to  every 
doctor  in  the  district,  but  in  addition  will  afford  them  an  op- 
portunity of  becoming  more  familiar  with  the  Hospital  Stand- 
ardization movement  which  has  done  so  much  for  the  prac- 
tice of  medicine  and  which  should  be  furthered  to  the  fullest 
extent.  Mark  your  calendar  now  and  be  present. 

For  any  further  information,  see  program,  or  address, 

E.  PAYNE  PALMER, 

Secretary  of  Section. 
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AMERICAN  COLLEGE  of  SURGEONS 

Sectional  Meeting  for  Arizona, 

New  Mexico  and  Texas 

FEBRUARY  13  AND  14 

HEADQUARTERS— HOTEL  WESTWARD  HO 


WEDNESDAY,  FEBRUARY  13 
Registration  at  headquarters  at  Hotel  Westward  Ho 
8 to  10  a.  m. 

Good  Samaritan  Hospital  and  St.  Joseph’s  Hospital. 

Surgical  Clinics  by  Fellows  of  the  College. 

10:30  a.  m.  to  12:30  p.  m. 

Woman’s  Club  Auditorium 

Clinic  and  Demonstration  on  Fractures,  conducted, 
by  Charles  L.  Scudder,  M D.,  Boston  ; Chairman, 
Fracture  Committee,  American  College  of  Surgeons. 

Clinic  on  Surgical  Infections,  conducted  by  Allen 
B.  Kanavel,  M.  D.,  Chicago;  Professor  of  Surgery, 
Northwestern  University  Medical  School. 

(Any  doctor  in  the  southwest  may  present  cases 
for  discussion  at  these  clinics.  Arrangements  for 
these  should  be  made  with  Dr.  E.  Payne  Palmer, 
Secretary  of  the  Section,  Phoenix). 

10  a.  m.  to  12:30  p.  m. 

Woman's  Club  fUpstairs  Assembly  Room) 

Hospital  Conference. 

(For  trustees  and  hospital  executives). 

Address — “The  Fundamental  Principles  Underlying 
Efficient  Hospital  Administration  in  Their  Ap- 
plication to  Various  Type  of  Institutions.” — 
Malcolm  T.  MacEachern,  M.  D.,  Chicago; 
Associate  Director,  American  College  of  Sur- 
geons and  Director  of  Hospital  Activities. 

Open  Forum — Discussion  of  Administrative  Prob- 
lems. Representatives  will  be  accorded  the 
privilege  of  presenting  their  administrative 
problems  and  any  matters  they  wish  to  have  dis- 
cussed. In  addition,  questions  in  the  Round 
Table  Conference  pamphlet  will  be  taken  up 
as  far  as  time  permits. 

NOON  INTERMISSION 
2 to  4:30  p.  m. 

Woman’s  Club  Auditorium 

Hospital  Conference.  (For  doctors,  hospital  execu- 
tives and  personnel).  Winfred  Wylie,  M.  D., 
Phoenix,  Chairman,  Arizona  State  Executive 
Committee,  American  College  of  Surgeons,  pre- 
siding. 

Address — “The  High  Lights  of  the  Hospital  Stand- 
ardization Program.”  Franklin  H.  Martin, 
M.  D.,  Chicago;  President,  American  College 
of  Surgeons. 


Address — “How  the  Hospital  Management  Can  As- 
sist the  Medical  Staff  in  Improving  the  Care 
of  Fractures.”  Charles  L.  Scudder,  M.  D., 
Boston;  Chairman,  Fracture  Committee,  Ameri- 
can College  of  Surgeons. 

Address — “How  Your  Hospital  Can  Contribute  to 
Clinical  Research.”  Bowman  C.  Crowell,  M.  D., 
Chicag’o;  Associate  Director,  American  College 
of  Surgeons  and  Director  of  Clinical  Research. 

Open  Forum — Professional  Problems  in  Hospitals. 

Conducted  by  Malcolm  T.  MacEachern,  M.  D., 
Chicago;  assisted  by  Rev.  C.  B.  Moulinier,  S.J., 
Chicago;  Executive  Director,  Catholic  Hospital 
Association;  and  Robert  Jolly,  Houston,  Sup- 
erintendent, Baptist  Hospital. 

topics  for  discussion: 

1.  Right  to  Choose  the  Medical  Staff. 

2.  Extending  of  Hospital  Privileges. 

3.  Basic  Requirements  for  Staff  Membership. 

4.  Organization  of  the  Medical  Staff. 

5.  Single  or  Multiple  Staff  Membership. 

6.  Relations  between  the  Medical  Staff,  Governing 

Body  and  Superintendent. 

7.  Cooperation  Between  Medical  Staff  and  Gov- 

erning Body  and  Superintendent. 

8.  Conduct  of  the  Staff  Conference. 

9.  Case  Records. 

10.  Clinical  Pathological  Service. 

11.  Consultations. 

12.  Efficient  Surgery. 

13.  Autopsies. 

14.  Clinico-Pathological  Conferences. 

15.  Follow-Up  and  End  Results. 

An  opportunity  will  be  afforded  for  all  present 
to  submit  their  Ciwn  professional  problems,  or  any 
other  matters  they  wish  to  have  discussed.  In  ad- 
dition, other  topics  in  the  Round  Table  Conference 
pamphlet  will  be  discussed,  if  time  permits. 


4:30  to  5 p.  m. 

Woman’s  Club  Auditorium 

Annual  Meeting:  American  College  of  Surgeons  for 
Arizona,  New  Mexico  and  Texas. 

Election  of  Officers. 


8 to  10  p.  m. 

High  School  Auditorium 

Community  Health  Meeting.  (See  final  program  for 
details.) 
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THURSDAY.  FEBRUARY  14 
8 to  10  a.  m. 

St.  Josephs  Hospital  and  Good  Samaritan  Hospital. 

Clinics  by  Fellows  of  the  College. 

10:30  a.  m.  to  1:00  p.  m. 

Woman’s  Club  Auditorium 

Clinic  on  Cancer,  conducted  by  Burton  J.  Lee,  M. 
D.,  New  York,  Clinical  Professor  of  Surgery, 
Cornell  University  Medical  College. 

Motion  Picture  Film  on  Cancer. 

9:30  a.  m.  to  12  noon,  St.  Joseph’s  Hospital. 

2 to  4:30  p.  m.,  Good  Samaritan  Hospital. 
Hospital  Conference  in  Hospital  Administration  and 
Hospital  Standardization.  (For  trustees,  hos- 
pital executives  and  personnel.  Conducted  by 
Malcolm  T.  MacEachern,  M.  D.,  Chicago; 
Rev.  C.  B.  Moulinier,  S.  J.  Chicago,  and  Rob- 
ert Jolly,  Houston;  assisted  by  the  Superin- 
tendents and  Staffs  of  the  hospitals.  Confer- 
ences will  embrace  the  following  subjects: 

1.  Organization  and  Functioning  of  the  Govern- 

ing Body  or  Board  of  Trustees. 

2.  Procedure  in  Admission  of  Patients. 

3.  Business  Methods  in  Hospitals. 

4.  Maintaining  an  Efficient  Nursing  Service. 

5.  Efficient  Management  of  the  Food  Service. 

C.  Maintaining  Efficient  Case  Records. 

7.  Organization  and  Functioning  of  the  Clinical 

Laboratory  and  X-ray  Department. 

8.  Organization  and  Management  of  the  Physical 

Therapy  Department. 

9.  Handling  Surgical  Dressings  and  Supplies. 

10.  Role  of  the  Social  Worker  in  the  Hospital. 

11.  Maintaining  an  Efficient  Emergency  Service. 

12.  Organization  and  Management  of  the  Hospital 

Pharmacy. 

13.  Handling  of  Infectious  Diseases  in  a General 

Hospital. 

14.  The  Interne’s  Duties,  Relations  and  Responsi- 

bilities. 

15.  Maintining  Beauty  in  the  Hospital. 

16.  Ways  and  Means  of  Effecting  Economies  in 

Hospital  Operation. 

2 to  5 p.  m. 

Woman’s  Club  Auditorium 

General  Scientific  Session 

Paper — “ Cautery  in  the  Treatment  of  Cancer.’’ 

A.  C.  Scott,  M.  D.,  Temple,  Texas. 

Paper — Cranial  Injuries. 

W.  Burton  Thorning,  M.  D.,  Houston,  Tex. 

Paper — Thoracic  Surgery. 

P.  G.  Cornish,  Jr.,  M.  D.,  Albuquerque 
New  Mexico. 

Paper — Review  of  3473,  Fractures. 

John  E.  Bacon,  M.  D.,  Miami,  Ariz. 

Paper — “ Indications  for  Surgery  and  Irradiation  in 
the  Treatment  of  Cancer.” 

Burton  J.  Lee,  M,  D.,  New  York. 

7 p.m. — Hotel  Westward  Ho 

Banquet  for  Fellows,  Visiting  Doctors  and  Ladies. 
Motion  Pictures. 


IMPORTANT  INFORMATION 

Arrangements  for  the  Surgical  Clinics  at  the  two 
hospitals  from  8 to  10  each  day  should  be  made 
through  Dr.  Joseph  M.  Greer,  Security  Building, 
Phoenix,  who  will  have  entire  charge  of  the  assign- 
ments for  these  clinics. 

The  cases  to  be  presented  for  discussion  at  the 
clinics  of  Drs.  Scudder,  Kanavel  and  Lee,  must  be 
arranged  for  through  Dr.  E.  Payne  Palmer,  Secre- 
tary, Goodrich  Building,  Phoenix.  Histories  must  be 
condensed  and  presented  in  writing.  No  history 
should  be  more  than  250  words. 

Information  desk  will  be  found  in  the  lobby  of  the 
Hotel  Westward  Ho,  where  all  visting  doctors  should 
register.  Detailed  information  about  clinics  and 
any  changes  in  program  can  be  secured  there. 

RAILROAD  RATES 

One  and  one-half  fare  rates  on  both  roads  into 
Phoenix  can  be  secured,  on  the  certificate  plan, 
good  from  Feb.  12  to  Feb.  17. 

ENTERTAINMENT  OF  LADIES  BY  WIVES  OF 
FELLOWS. 

On  Wednesday,  the  13th,  at  1:30  P.M.  party  will 
leave  Hotel  Westward  Ho  for  a drive  around  Phoe- 
nix and  into  the  surrounding  country  with  a tea  at 
Jokake,  returning  to  Hotel  Westward  Ho  at  5:30 
P.  M. 

On  Thursday,  the  14th,  at  1:00  P.M.  luncheon  at 
Phoenix  Country  Club,  followed  by  a musical. 

At  7:00  P.M.  banquet  at  Hotel  Westward  Ho. 

Ladies  are  invited  to  attend  the  Scientific  Ses- 
sion and  the  Community  Health  Meeting. 


GRANT  COUNTY  (N.M.)  MEETING 

The  members  of  the  staff  of  Veterans’  Bureau 
Hospital,  Fort  Bayard,  New  Mexico,  gave  a special 
medical  meeting  and  buffet  luncheon  on  December 
7,  1928,  to  which  all  the  medical  and  dental  men  of 
the  county  were  invited.  The  medical  phase  of  this 
meeting  was  a symposium  of  diseases  of  the  heart, 
with  program  arranged  by  Drs.  A.  G.  Coumbe,  Frank 
L.  Biscoe.  and  W.  J.  Baker,  as  follows: 

“Mitral  Disease,”  by  Dr.  Frank  L.  Biscoe. 

“Myocarditis,”  by  Dr.  Lee  T.  Ferrell. 

“Electrocardiograph  in  Diagnosis  of  Heart  Dis- 
ease,” hy  Dr.  R.  W.  Browne. 

“Roentgenology  in  Diagnosis  of  Heart  Disease,” 
by  Dr.  M.  H.  Goldman. 

Following  a general  discussion  by  the  guests,  a 
buffet  supper  was  served. 

Dr.  S.  J.  Mann  presided  at  this  very  enjoyable 
meeting. 

J.  P.  WOOD,  Secretary. 


THE  CLIFTON  MINERAL  HOT  SPRINGS,  at 
Clifton,  Ariz.,  announce  the  opening  of  their  insti- 
tution, with  complete  equipment  for  all  types  of 
medicated  baths  and  hydrotherapeutic  treatment. 
The  institution  is  also  equipped  with  a physiother- 
apy department,  for  the  administration  of  physical 
and  electrical  therapy.  The  resort  is  under  the  di- 
rectorship of  Dr.  K.  Bygness,  with  Drs.  Hal  Rice, 
C.  H.  Laugharn  and  F.  W.  Butler  on  the  consulting 
staff. 
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THE  AMERICAN  MEDICAL  LIBERTY 
LEAGUE 

“It  was  in  1910  that  the  speciously  named  “Na- 
tional League  for  Medical  Freedom”  began  its  in- 
tensive campaign  against  scientific  medicine  in  gen- 
eral and  the  American  Medical  Association  in  par- 
ticular. Engineered  and  inspired  by  nostrum  ex- 
ploiters and  those  opposed  to  pure  food  laws,  aid- 
ed and  abetted  by  the  followers  of  the  various  cults, 
the  League  for  Medical  Freedom  blazed  its  rocket- 
like course  across  the  medical  firmament — and,  in 
due  time,  the  stick  came  down!  Doubtless  there 
was  good  money  in  it  for  some  one  while  it  lasted. 
Tens,  if  not  hundreds  of  thousands  of  dollars,  were 
expended  in  newspaper  advertising  alone.  But  its 
effort  was  abortive  because  it  was  fundamentally 
wrong-headed  and  the  good  sense  of  the  American 
people  penetrated  the  motives  that  were  behind  it. 

It  is  some  time  since  we  have  heard  of  the  ‘‘Na- 
tional League  for  Medical  Freedom”;  today  there 
is  another  organization  less  heavily  financed,  but 
still,  doubtless,  producing  a living  for  those  who 
engineer  it.  It  is  the  “American  Medical  Liberty 
League,”  with  headquarters  in  Chicago.  This  con- 
cern does  little,  if  any,  newspaper  advertising.  It 
does,  however,  get  out  a set  of  leaflets  and  pam- 
phlets and  those  wrho  are,  for  one  reason  or  anoth- 
er, opposed  to  scientific  medicine,  purchase  these 
leaflets  and  distribute  them.” 

Since  this  self  styled  “Medical  Liberty 
League”  has  already  made  an  unsuccessful 
attack  upon  the  health  and  liberties  of  the 
citizens  of  Arizona,  and  since  they  will  prob- 
ably try  something  else  under  the  guise  of 
“liberty”  during  the  present  legislative  ses- 
sion, the  following  information  regarding 
the  organization  and  the  sweet  smelling 
fakirs  who  founded  it  will  be  of  interest  to 
those  who  desire  to  know  the  facts. 

THE  “TRUTH-TELLER” 

Before  dealing  with  the  personnel  of  the  found- 
ers of  the  League,  which  in  itself  is  interesting, 
something  should  be  said  about  the  “League’s”  of- 
ficial organ,  the  Truth-Teller — ironical  name!  This 
somewhat  lurid  sheet  is  “published  semi-monthly 
by  the  Truht-Teller  Publishing  Company  at  38  N. 
Division  St.,  Battle  Creek,  Mich.”  The  Battle  Creek 
telephone  directory  does  not  show  any  company 
of  this  name,  but  it  does  show  the  “Ensign  Print- 
ing Co.”  at  38  N.  Division  St.  The  editor  of  the 
Truth-Teller  is  W.  S.  Ensign — of  whom  more  later — - 
who  puts  after  his  name  the  mystic  abbreviation 
“Phys.  et  Pat,  Ch.”  Its  “Associate  Editor”  is  Wil- 
helm Heinrich  Schwartz,  M.  D. ; its  “Managing  Ed- 
itor” is  D.  W.  Ensign  and  its  “Traveling  Repre- 
sentative” is  Thomas  D.  Ensign;  in  short,  it  seems 
to  be  largely  an  Ensign  publication.  The  Truth- 
Teller  keeps  no  subscription  books  but,  if  you  re- 
ceive a copy  of  it  regularly,  “you  can  rest  assured 
that  the  subscription  price  of  same  has  been  paid.” 
The  Truth-Teller  was  previously  The  Peril  (“Amer- 
ica’s Weekly  Journal.  Devoted  to  Homeopathy  and 
Humanity”)  which,  in  turn,  was  originally  known 
as  Amerfia’s  Homeopathic  News,  edited  by  Wil- 
helm Heinrich  Schwartz,  M.D.,  “Vice-President  of 
the  International  Anti-Vivisection  and  Cruelty  to 
Animals  Congress,”  etc.,  etc. 

But  to  get  back  to  the  American  Medical  Liberty 
League:  In  the  “Strictly  Personal  and  Confidential” 
letter  previously  referred  to,  the  officers  of  the 
“League  were  given  as  follows: 

President — Charles  M.  Higgins 
Vice-President — Eli  G.  Jones 
Secretary — Lora  C.  Little 
Treasurer — D.  W.  Ensign 


Director— J.  H.  Greer 

Director— W.  S.  Ensign 

Director— J.  W.  Griggs. 

Charles  M.  Higgins,  Brooklyn,  New  York:  This 
gentleman  was,  if  he  is  not  still,  the  treasurer  o. 
the  “Anti-Vaccination  League  of  America,’  and  a 
somewhat  active  member  of  the  “National  League 
for  Medical  Freedom.”  He  is,  or  was,  a member  ot 
the  “Vivisection  Investigation  League,”  and  the 
“New  York  Anti-Vivisection  Society.”  He  published 
a sixty-four  page  pamphlet  (“with  exhausitve  index, 
10c  post  paid”  entilted  “The  Crime  Against  the 
School  Child.”  which  advised  the  public  “how  to 
legally  defeat  vaccination,  the  medical  evil  which 
now  kills  more  children  than  smallpox.”  This  was 
advertised  in  the  Truth-Teller.  In  191*  Higgins  al- 
so issued  a twenty-four  page  pamphlet  entitled  “Re- 
store the  Coroners,  Check  Dangerous  Medical  Dom- 
ination, and  Protect  Public  Life  and  Safety.” 

Eli  C.  Jones,  Buffalo,  New  York:  Dr.  Jones  was 

graduated  fifty  years  ago  (1872)  by  Dartmouth 
Medical  School.  He  was  for  sometime  “President" 
of  the  egregious  “American  Association  of  Progres- 
sive Medicine.”  A few  years  ago  he  was  sending 
out  circular  letters  to  physicians  offering  to  teach — 
for  a consideration — his  method  of  curing  cancer. 
Dr.  Jones  claimed  to  cure  80  per  cent  of  all  cases 
of  cancer  that  he  treated.  In  his  letters  to  Ohio 
physicians  he  gave  the  name  of  Dr.  C.  S.  Carr  of 
Columbus,  Ohio,  as  a reference.  Carr  was  Peruna’s 
advertising  expert  and  ran  a little  medical  mail- 
order concern  of  his  own  as  a side  line.  Carr  also 
published  a freakish  publication  known  as  the 
Columbus  Medical  Journal  in  which  periodical  Eli 
G.  Jones  told  about  his  “cures”  for  cancer,  and  nu- 
meorus  other  things  and  in  which  the  Ensign  Reme- 
dies Company  advertised  and  to  which  W.  S.  En- 
sign contributed.  Of  course  Dr.  Jones  was  a mem- 
ber of  the  “National  League  for  Medical  Freedom” 
when  that  institution  was  in  existence.  According 
to  a character  sketch  published  in  the  Truth-Teller, 
Dr.  Jones  “has  at  different  times  practiced  Allo- 
pathic, Eclectic,  Homeopathic,  Physio-Medical  and 
Biochemical  medicine.”  We  can  easily  believe  it. 

D.  W.  Ensign,  Battle  Creek.  Mich  : Mr.  Ensign 
was  “Business  Manager”  and  is  now  “Managing 
Editor”  of  the  Truth-Teller.  Enough  said. 

J.  H.  Greer,  Chicago:  Dr.  Greer  was  graduated  in 
1875  by  the  Bennett  Medical  College,  then  an  eclec- 
tic institution.  For  many  years  he  conducted  the 
“Harvard  Medical  Institute”  in  Chicago  and  special- 
ized in  genito-urinary  work.  In  1910  the  United 
States  immigration  officials  on  the  Canadian  bor- 
der wrote  for  information  regarding  J.  H.  Greer, 
stating  that  a number  of  aliens  had  received  Greer’s 
advertisements  and  sought  entry  into  the  United 
States  for  the  purpose  of  treatment.  Some  of  these 
aliens  sent  to  the  immigration  service  letters  which 
they  had  received  from  Greer,  together  with  some 
of  Greer’s  advertising  matter.  Greer,  it  seemed,  is- 
sued a booklet  entitled  “A  Peep  at  the  Mysteries  of 
Nature”  whereby  he  drummed  up  trade.  Greer  also 
urged  some  of  his  prospective  mail-order  patients 
to  purchase  his  book  “A  Physician  in  the  House.” 
As  Greer  put  it: 

“If  you  cannot  come  and  see  me,  treat  yourself. 
This  you  can  do  with  the  aid  of  my  book  ‘A  Physi- 
cian in  the  House.’  Get  a copy  of  it,  study  it  care- 
fully, and  apply  it  exactly  and  watch  your  pains 
and  aches  vanish  like  an  ugly  dream  at  dawn.” 

According  to  a prospectus  of  this  book:  “It  op- 
poses medical  fads  of  all  kinds,  and  makes  uncom- 
promising war  on  vaccination,  and  the  use  of  anti- 
toxin.” Furthermore,  it  was  said  to  contain  “Valu- 
able information  for  the  married.”  Greer  claimed 
that  he  did  not  guarantee  cures  “except  in  surgical 
cases,  such  as  variococele,  hydrocele,  hernia,  fis- 
tula, hemorrhoids,  and  stricture,  etc.” 
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W.  S.  Ensign,  “Phys.  et  Pat.  Ch.”  Battle  Creek, 
Mich.:  Mr.  Ensign  is  Editor  of  the  Truth-Teller  and, 
with  Mrs.  Little,  apparently  an  important  factor  in 
the  American  Medical  Liberty  League.  Presidents, 
vice-presidents  and  treasurers  seem  to  change,  as 
do  also  some  of  the  directors,  but  through  all  W.  S. 
Ensign  and  Lora  C.  W.  Little  continue  as  “Editor” 
of  the  official  organ  and  “Secretary”  of  the  organ- 
ization, respectively.  W.  S.  Ensign  for  some  years 
has  been  doing  a mail-order  business  in  Ensign 
Remedies.  The  Ensign  Remedies,  according  to  En- 
sign, are  good  for  whatever  ails  you.  Apparently, 
there  are  about  one  thousand  of  them  and  they  are 
known  by  numbers.  Ensign  therapy  is  a compara- 
tively simple  study. 

A booklet  issued  by  the  Ensign  Remedies  Com- 
pany lists  all  “Diseases  and  Their  Cure.”  These 
are  arranged  alphabetically  from  “Abdomen,” 
“Abortion”  and  “Abscess”  through  “Ecchymosis,” 
“Eclampsia,”  “Eczema”  and  “Iritis,”  “Irritability,” 
“Itch”  to  “Worms,”  “Wrinkles”  and  “Writer’s 
Cramp.”  It  is  all  very  easy.  For  Peritonitis,  take 
“748A  and  B”;  for  Alcoholism,  “Topers  should  use 
No.  17”;  for  Appendicitis,  “Use  No.  758  A and  B 
for  the  acute  attack”;  for  Diphtheria,  “No.  675A 
and  B is  our  specific  treatment.  ...  Do  not  use 
anti-toxin.”  Should  you  have  Atrophy  of  the  Optic 
Nerve,  take  “No.  521A  and  B”;  for  Cataract,  “No. 
504A  and  B”  are  indicated.  Yellow  Fever  calls  for 
“No.  1066A  and  B”,  and  Angina  Pectoris  for  “342F.” 
Bright’s  Disease  is  cured  with  “854A  and  B,”  but 
be  sure  you  have  the  figures  right  as  “No.  857A  and 
B"  is  for  Floating  Kidney.  For  Lockjaw  try  “No. 
34”  and  for  Locomotor  Ataxia.  “No.  260A  and  B.” 
“No.  1019A  and  B”  are  for  Housemaid’s  Knee. 

But  the  Ensign  Remedies  are  good  for  more  than 
physical  ailments;  “in  the  absolute  cure  of  dis- 
eases of  the  mind,  nothing  equals  the  Ensign  Reme- 
dies. ’ Are  you  troubled  with  “Bashfulness,”  take 
“No.  186A  and  B";  do  you  see  “Animals  or  Rep- 
tiles” (presumably  of  the  pre-Volstead  era)  try 
No.  187 A and  B.”  For  “Dulness  and  Stupidity,  No. 
1S9A  and  B”;  for  “Disappointment  in  Love,  No. 
192 A and  B.”  For  mere  “Laziness,  Lack  of  Ambi- 
tion, No.  196A  and  B";  should  you  have  a “Desire 
for  Light  and  Company  take  No.  197A.” 

A few  years  ago  the  state  officials  of  Michigan 
sent  for  some  of  Ensign’s  various  cures  and  an- 
alyzed them  and  published  the  results  in  the  official 
bulletin;  “Fakes  and  Frauds.”  Ensign’s  “Appendi- 
citis ( lire  was  reported  to  show  on  analysis  sugar 
100  per  cent;  Ensign’s  “Pneumonia  Cure”  was  an- 
other 100  per  cent  sugar  product,  while  Ensign’s 
Hay  Fever  Cure"  had  the  same  composition.  The 
Michigan  authorities  unkindly  called  attention  to 
the  fact  that  while  these  remedies  sold  at  |1.00 
each,  their  estimated  cost  was  less  than  1/10  of  a 
cent.  It  is  only  fair  to  state,  however,  that  since 
these  analyses  were  made  the  price  of  sugar  has 
gone  up. 

J.  W.  Griggs,  Minneapolis,  Minn.:  Mr.  Griggs, 

was,  if  he  is  not  still,  vice-president  of  the  “Anti- 
Vaccination  League  of  America.” 

Lora  C.  Little:  Mrs.  Little,  who  seems  to  have 

had  much  to  do  with  the  organization  of  the 
“League,”  apparently  hailed  from  the  Pacific  coast, 
where  she  was  a traveling  lecturer  whose  business 
it  was  to  create  sentiment  against  vaccination.  Mrs 
Little  contributes  prolificallv  to  the  “League’s”' 
house-organ  the  Truth-Teller.  In  addition  to  being 
“Secretary”  and  “Official  Organizer”  of  the  “Cen- 
tral Health  Committee  of  the  State  of  Illinois.” 
There  was  the  usual  proportion  of  names  of  chiro- 
practors and  osteopaths  on  the  letterheads  of  the 
official  stationery  of  the  “committee.”  This  “com- 


mittee,” too,  solicited  funds — “for  the  purpose  of 
securing  medical  Jiberty  in  the  new  Illinois  consti- 
tution”—and  made  a special  plea  that  the  persons 
circularized  should  help  secure,  for  a delegate  to 
the  Constitutional  Convention,  the  nomination  and 
election  of  Frederick  A.  Freeark,  a Chicago  lawyer 
who  would  “stand  to  the  last  ditch  for  our  princi- 
ple.” Mr.  Freeark’s  name  appeared  later  as  one  of 
the  “directors”  of  the  “American  Medical  Liberty 
League.”  He  was  not  elected. 

The  “League”  also  has  “State  Vice-Presidents.’ 
In  1920  forty-five  states  were  represented;  in  1922 
this  list  had  dwindled  to  thirty-six.  This  doubtless 
is  an  index  of  the  waning  interest  in  the  “League.” 
It  would  consume  too  much  space  to  take  up  the 
various  individuals  whose  names  appear  as  state 
vice-presidents  and  publish  the  details  on  file  re- 
garding these  persons.  However,  it  will  not  take 
much  space  to  give  a brief  sketch  as  revealed  by 
the  Propaganda  files  of  the  State  Vice-President  of 
California,  Dr.  George  Starr  White. 

George  Starr  White,  M.  D.,  F.  S.  Sc.  (Lond.),  Los 
Angeles,  Calif.:  White,  who  was  the  “Second  Vice- 
President”  of  the  Allied  Medical  Associations  in 
1918,  was  graduated  in  1908  when  he  was  forty-two 
years  old,  by  the  New  York  Homeopathic  Medical 
College  and  Hospital.  He  seems  to  have  been  one 
of  the  areas  of  dulness  being  determined  mean- 
apy"  and  of  Fitzgerald’s  “zonetherapy,”  etc.,  and  in 
1915  it  was  announced  that  he  would  give  one  week 
courses  to  physicians  in  “Spondylotherapy”  at  Chi- 
cago, Kansas  City  and  Denver,  respectively.  In 
May,  1915,  White  was  arrested  in  Chicago  and 
fined  S100  and  costs  for  practicing  medicine  with- 
out a license.  Dr.  White’s  specialty  seems  to  be 
picturesquely  known  as  “Bio-Dynamo-Chromatic- 
Diagnosis.”  This  is  described  by  one  of  its  enthusi- 
astic adherents  as  “Diagnosis  by  Sympathetic  Vagal- 
Reflex.”  To  obtain  the  “Sympathetic  Vagal-Reflex” 
it  seems  the  patient  must  face  east  or  west  and 
have  his  bare  abdomen  percussed  until  a dull  area 
is  located.  The  patient  is  then  faced  north  or  south 
and  again  percussed.  Then,  it  seems,  different  col- 
ored lights  are  thrown  on  the  patient,  the  location 
of  the  areas  of  dulness  being  determined  mean- 
while. A combination  of  ruby  and  blue  light  “will 
cause  a reflex  in  cases  of  gonorrhea,”  a “green 
light  will  cause  a reflex  in  cases  of  liver  or  gall- 
bladder trouble,”  while  the  color  for  carcinoma  is 
orange  red!  During  the  height  of  the  influenza 
epidemic  White  took  a flier  in  nostrum  exploitation, 
putting  on  the  market  “Valens  Essential  Oil  Tab- 
lets,” which  were  for  “Gripping  the  Flu  out  of  In- 
fluenza,” and  were  also  said  greatly  to  benefit  or 
cure  incipient  tuberculosis,  hay-fever,  asthma,  and 
“catar”  (White  affects  simplified  spelling).  The 
letters  “F.S.Sc.,  Lond.,”  after  Dr.  White’s  name 
carry  with  them  an  air  of  erudition  and  mystery 
that  is  well  worth  what  they  cost.  They  mean  “Fel- 
low of  the  Incorporated  Society  of  Science,  Letters 
and  Arts  of  London.  Ltd.”  The  “Fellowship”  is 
held  by  not  a few  “patent  medicine”  exploiters  in 
the  United  States.  It  costs  one  guinea! 

Here,  then,  we  have  brief  sketches  of  those  in- 
dividuals who  were  mainly  instrumental  in  bring- 
ing into  existence  the  “American  Medical  Liberty 
League.”  The  facts  brought  out  are  sufficient  to 
permit  the  physician  and  the  intelligent  layman 
properly  to  evaluate  the  activities  of  this  organiza- 
tion, which  professes  to  have  for  its  main  object 
the  protection  of  the  public.  The  “American  Medi- 
cal Liberty  League,”  like  its  prototype,  the  “Na- 
tional League  for  Medical  Freedom,”  will  flare, 
sputter — and  go  out!  — (From  The  Journal  A.M.A., 
July  29,  1922.) 


JANUARY,  1929 


37 


ST.  JOSEPH’S  HOSPITAL  (Phoenix) 

DECEMBER  STAFF  MEETING 

The  regular  monthly  meeting  of  the  Staff  of  St. 
Joseph’s  Hospital  was  held  in  the  lecture  room  of 
the  Nurses’  Home  on  Monday  evening,  December 
10th.  In  the  absence  of  the  secretary.  Dr.  R.  B. 
Raney  served  in  this  capacity,  reading  the  minutes 
of  the  last  meeting  and  the  monthly  analysis  of 
hospital  service  for  the  month  of  November.  There 
were  twenty-four  deaths  and  one  autopsy.  (The 
autopsy  reports  given  at  this  meeting  were  on  pa- 
tients dying  in  October,  with  one  dying  early  in 
December.) 

The  chairman  announced  that  this  being  the  an- 
nual meeting,  the  election  of  officers  was  in  order, 
those  to  be  elected  being  a chairman,  a secretary 
and  three  members  of  the  Advisory  Committee. 
The  hold-over  members  of  the  Advisory  Committee 
(Drs.  Brockway,  Holmes  and  Greer)  automatically 
become  the  Executive  Committee  for  the  ensuing 
year. 

Dr.  E.  Payne  Palmer  was  nominated  to  succeed 
himself  as  chairman  of  the  staff,  and  unanimous- 
ly elected. 

Dr  Dudley  Fournier  was  re-elected  secretary  of 
the  staff. 

After  two  ballots,  Drs.  Goodrich  (surgeon), 
Schwartz  (specialist)  and  Milloy  (medicine)  were 
selected  as  members  of  the  Advisory  Committee. 

Dr.  Frank  J.  Milloy  then  took  charge  of  the  staff 
program. 

Dr.  E.  W.  Phillips  discussed  the  case  of  Mrs.  B. 
S.,  who  died  on  Dec.  3rd,  from  perforation  of  multi- 
ple tuberculous  ulcers  of  the  intestines.  This  case 
report,  with  comments  by  Dr.  Phillips  and  Dr.  Pal- 
mer, and  autopsy  report  are  printed  elsewhere  in 
an  early  issue  of  SOUTHWESTERN  MEDICINE. 

Dr.  Howell  Randolph  then  presented  the  records 
of  four  patients  dying  in  the  hospital,  with  their 
autopsy  reports,  which  are  given  below. 

The  remaining  case  on  the  program  was  held 
over  until  the  next  staff  meeting. 

CASE  REPORTS  BY  DR.  HOWELL  RANDOLPH 
Case  1.  L.  H.,  male,  age  29. 

Chief  complaint:  cough  expectoration  pain  in 

left  chest.  F.  H.  Negative  for  tuberculosis.  P.  H- 
Was  well  up  to  one  year  ago  (1926). 

Onset  and  Course.  Had  an  attack  of  pneumonia 
in  Utah,  1926,  and  has  not  been  well  since.  He  has 
continued  to  cough  since  that  time  and  expectorat- 
ed two  ounces  daily  of  thick  pus,  increasing  at 
times  to  a cup  full.  First  examined  here  in  Jan.. 
192S,  at  which  time  found  the  left  side  of  chest 
almost  entirely  involved,  with  few  signs  on  the 
right.  In  June  of  this  year,  he  had  a spontaneous 
pneumothorax,  after  which  was  taken  to  county 
hospital,  and  from  there  to  St.  Joseph’s.  The  left 
chest  was  found  to  be  filled  with  fluid,  and  as- 
piration of  900  of  1000  c.c.  of  yellow  green  fluid  on 
several  occasions,  replacing  with  air,  gave  only 
temporary  relief.  He  died  on  Oct.  22,  1928. 

Autopsy  (Dr.  Mills) : — 

Body  of  male,  very  much  emaciated.  Subcutane- 
ous fat  practically  absent.  Left  lung  completely  col- 
lapsed; pleural  cavity  filled  with  large  quantity 
(1%  quarts)  of  pus  and  air.  Heart  and  mediasti- 
num pushed  to  the  right.  Dense  fibrous  adhesions 
attach  the  lung  to  the  lateral  chest  wall  about 
the  interlobar  fissure.  Right  lower  lobe  emphysema- 
tous. Upper  lobe  shows  extensive  involvement 
with  old  fibrous  and  calcific  lesions  of  tuberculo- 
sis. Middle  lobe  showed  passive  hyperemia.  Only 
a few  scattered  dense  nodules  of  tuberculous  in- 
volvement. The  pericardium  was  thickened.  Pul- 
monary valves  normal.  No  involvement  of  the  in- 


testinal tract.  Kidneys,  negative.  SpReii  negaO^; 
Anatomical  Diagnosis:  Pulmonary  tuberc  - . 


empyema. 

Case  2.  O.  S..  age  70,  white  American 
Complaint:  Shortness  of  breath,  chills, 


fever, 


'''onsmt^and  Course.  Just  one  week  before  admis- 
sion, patient  was  walking  along  the  street,  vhen  he 
suddenly  became  ill  with  chills  and  weakness  He 
went  into  the  hotel,  sat  down  for  a time,  but  did 
not  feel  better.  He  was  put  to  bed  and  was  seen 
soon  after  by  a physician,  whose  findings  are  no. 
known  He  became  somewhat  worse  in  the  follow- 
ing two  or  three  days,  developed  some  shortness 
of  breath,  and  pain  in  the  right  che«t,  aching  m 
the  ioints,  and  continued  more  pronounced  weak- 


ness. 

At  the  time  of  admission,  he  was  not  having 
much  pain,  but  was  quite  short  of  breath,  and 
prostrated  with  weakness.  Every  move  he  made 
was  evidently  difficult  for  him.  He  was  coughing 
occasionally,  and  raising  a moderate  amount  oi 
frothy  chocolate  colored  sputum. 

F.  H.  Irrelevant. 

Past  history  not  obtainable,  but  he  stated  that 
he  had  been  “well  up  to  the  onset  of  the  present 
illness  one  week  ago. 

Physical  Examination.  Temp  99.6,  pulse 
respirations  22.  An  elderly  man  in  very  evident 
distress.  The  face  is  rather  pale,  and  the  perspira- 
tion abundant.  Tongue  coated.  Throat  injected. 
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The  breath  sounds  and  percussion  note  are  some- 
what increased  over  the  left  side  in  front  and  >ack. 
On  the  right,  there  are  marked  changes.  Percus- 
sion shows  marked  impairment  over  the  middle 
and  lower  lobe  areas  in  front  and  behind,  with 
flatness  over  the  base.  Resonance  over  the  upper 
lobe  is  slightly  impaired.  Breath  sounds  diminish- 
ed over  the  lower  part  of  the  chest  and  practical- 
ly absent  over  the  base.  Numerous  moist  rales 
heard  wherever  breath  sounds  elicited  on  right  side. 
Heart  sounds  are  distant,  regular,  not  rapid.  Ab- 
domen somewhat  distended 

Diagnosis.  There  is  a fairly  typical  history  for 
lobar  pneumonia,  which  was  taken  to  be  the  prob- 
able diagnosis,  but  certain  of  the  physical  signs, 
dullness  to  flatness  with  diminished  breath  sounds, 
lead  to  the  conclusion  that  either  there  is  an  ob- 
struction in  the  bronchial  tree  or  fluid  over  the 
right  lower  part  of  chest. 

Course.  The  temp,  next  morning  was  normal 
and  up  to  102.2  in  the  afternoon,  and  fluctuated 
between  99  and  101  for  the  next  four  days.  The 
pulse  became  irregular  and  at  times  very  rapid 
and  weak.  He  was  practically  in  a stupor  on  ad- 
mission, and  continued  to  lose  strength.  Physical 
signs  in  the  chest  remained  practically  the  same. 
An  attempt  at  aspiration  was  unsuccessful  in  with- 
drawing fluid. 

Autopsy  (Dr.  Mills): — This  body  is  well  nourish- 
ed and  without  loss  of  subcutaneous  fat.  There  is 
evidence  of  needle  puncture  between  sixth  and 
seventh  ribs  in  midaxillary  line.  The  parietal  and 
visceral  pleura  are  adherent  over  anterior  surface 
of  right  lung  from  fourth  rib  to  diaphragm  and 
laterally  to  the  anterior  axillary  line  forming  a 
shallow  encapsulated  pocket  containing  about  75 
to  100  c.c.  of  thick  creamy  pus.  There  is  a pocket 
about  four  inches  in  diameter  between  interlobar 
pleura  of  upper  and  middle  right  lobes  containing 
about  25  c.c  The  right  lung  was  very  heavy,  of  a 
greyish  color  with  an  opalescent  cast.  It  showed  a 
complete  massive  consolidation.  Cut  surface  dripped 
pus,  containing  very  little  air  and  it  was  scarcely 
blood  stained.  The  left  lung  appeared  normal  and 
feels  normal  throughout.  Heart  showed  hypertro- 
phy of  the  left  ventricle  wall  whereas  the  right 
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ventricle  wall  seemed  somewhat  thinner  than  nor- 
mal. Valves  normal  except  the  mitral  which  showed 
marked  thickening  and  hardening  of  cusps  and  the 
chordae  tendinae.  Mitral  ring  was  bony,  hard  and 
on  section  was  granular  as  calcification.  The  liver 
was  enlarged  and  rather  softened.  Extensive  areas 
of  yellow  parenchymatous  change  were  present 
with  only  a small  amount  of  relatively  normal  ap- 
pearing liver  remaining.  Changes  were  apparent- 
ly periarterial  in  distribution. 

Spleen  was  brittle  and  fibrous.  Slightly  enlarged 
kidneys;  right  moderately  enlarged,  light  yellow  in 
color,  prominent  fetal  lobulation.  Left  perinephritic 
abscess;  enlarged  kidney,  moderate  hydronephrosis 
with  increase  in  fat  in  the  kidney  pelvis.  Bladder 
dilated.  Prostate  small  and  fibrous.  Intestines  neg- 
ative, 

Case  3.  Mrs.  L).  P.,  age  39.  Family  history  and 
past  history  negative.  Chief  complaint:  Cough,  ex- 
pectoration, loss  of  weight,  shortness  of  breath,  etc. 

She  was  never  really  robust,  but  was  fairly  strong 
until  the  first  baby  was  born  about  four  years  ago. 
Started  to  run  down  when  she  was  pregnant  a sec- 
ond time  three  years  ago.  Seemed  to  pick  up  after 
the  baby  was  born,  and  gained  eight  pounds.  Had 
“flu”  when  she  was  four  months  along  with  second 
baby  and  has  been  coughing  ever  since.  About 
three  months  after  this  baby  was  born,  (20  months 
ago)  she  had  what  was  called  “ptomain  poisoning." 
She  had  pains  in  the  abdomen  and  diarrhea  for 
about  four  months.  She  lost  weight  and  was  short 
of  breath.  She  noticed  that  when  she  leaned  over, 
she  had  a splashing  sound  on  the  left  side  of  her 
chest.  She  improved  after  this,  but  in  April,  1928, 
she  started  to  get  what  was  called  inflammatory 
rheumatism  in  the  feet  and  knees,  and  later  in  the 
jaws.  She  had  pains  in  the  feet  ever  since  then  un- 
til very  recently  when  they  passed  away.  They 
were  swollen  but  not  red.  Elbows  both  swollen 
and  red.  About  that  time  she  noticed  that  lumps 
came  out  on  her  arms  and  forearms,  which  were 
swollen,  painful,  red  and  indurated . These  gradu- 
ally went  away  after  a period  of  about  four  months. 
These  lumps  would  grow  to  the  size  of  a quarter 
before  becoming  smaller  again.  The  temperature 
was  high  but  not  taken.  Her  general  condition  has 
become  gradually  worse.  When  she  lies  on  the 
right  side,  she  raises  a good  deal  of  foul  sputum, 
but  when  on  the  left  she  does  not  raise  at  all. 
Has  had  an  increasing  shortness  of  breath  which 
is  very  distressing.  She  came  from  California  to 
Yuma  where  she  was  for  three  weeks,  before  com- 
ing on  to  Phoenix. 

Usual  weight  120.  Best  weight  138  four  years 
ago.  Present  weight  about  70. 

Physical  Examination:  Very  emaciated  woman. 

Very  short  of  breath.  The  right  lung  shows  de- 
crease in  resonance  down  to  fourth  and  fifth  ribs. 
Moderately  coarse  rales  to  third  rib  and  fourth 
interspace.  Left  shows  decreased  mobility  through- 
out. Hyperresonance  over  the  upper  half.  Decrease 
in  mobility  over  the  entire  left.  Distant  bronchial 
breathing  of  amphoric  quality  over  the  upper  half. 
Bottle  blowing  sound,  and  positive  coin  sound  over 
the  upper  half.  No  rales.  Marked  retraction  of 
the  lower  four  ribs  on  each  inspiration.  Few  moist 
rales  over  this  area  on  inspiration. 

Heart  very  rapid.  Systolic  murmur  over  the 
apex,  replacing  the  first  sound.  P2  much  accentu- 
ated. 

Diagnosis:  From  the  history  of  acute  pain  in  the 
abdomen,  shortness  of  breath  and,  later,  splashing 
of  fluid  over  the  left  side,  believe  she  must  have 
had  spontaneous  collapse  at  that  time.  From  physi- 
cal examination  feel  must  still  have  partial  collapse, 
or  else  the  lung  be  completely  shelled  out  over 
the  upper  half. 


Autopsy  Report  (Dr.  Mills): — Emphysema  of  right 
lung  with  thickening  of  the  pleura  over  apex;  dense 
adhesions  to  the  diaphragm.  Moderate  amount  of 
hypostatic  congestion  of  the  lower  lobe  and  one 
area  of  infarction.  Chronic  lesion  of  tuberculosis 
and  a few  areas  of  evident  recent  involvement. 
No  cavities  in  this  lobe.  On  left,  pleural  adhesions 
over  entire  lung  with  intense  adhesions  to  the  peri- 
cardium. Incision  shows  multiple  large  cavities 
containing  pus,  occupying  the  entire  lung,  the  larg- 
est at  the  upper  lobe  and  apparently  representing 
the  entire  upper  lobe.  This  had  a thin  fibrous  wall. 
Heart  is  normal  in  size  and  negative  throughout 
except  for  moderate  dilatation  of  the  mitral  valve 
leaflets,  representing  the  result  of  a previous  en- 
docarditis. Gastro-intestinal  tract  normal  except 
for  a post-cecal  appendix.  The  liver  shows  moder- 
ate fatty  degeneration.  Gall  bladder  slightly  en- 
larged and  thin  walled.  Spleen  negative  and  kid- 
neys negative. 

Cause  of  death:  Chronic  pulmonary  tuberculosis. 

Case  4.  Miss  F.  W.,  age  26,  school  teacher. 
Complaint:  Cough,  expectoration,  fever,  positive 

sputum. 

During  the  winter  of  1923-24  was  teaching  school, 
working  hard  and  became  run  down  in  condition. 
Caught  cold  during  the  following  summer,  and  up- 
on examination,  the  physician  told  her  that  she 
had  a great  deal  of  trouble  in  the  left  lung  with 
positive  sputum.  Went  to  a sanatorium  in  Minne- 
sota where  she  stayed  for  a little  over  a year.  She 
came  to  Phoenix  in  August.  1926.  First  consulted 
Dr.  Holmes  in  Dec.,  1926.  Examination  at  that  time 
revealed  a large  cavity  in  the  left  upper,  with  nu- 
merous rales  throughout  the  left  side,  and  a few 
scattered  rales  in  the  region  of  the  hilus  on  the 
right.  She  was  started  on  pneumothorax,  but  ad- 
hesions at  the  upper  part  of  the  lung  prevented 
the  collapse  of  the  cavity.  She  had  been  advised 
before  coming  to  Arizona  to  have  a thoracoplasty, 
and  this  was  again  urged  in  the  spring  of  1927, 
when  it  was  found  that  pneumothorax  was  not  go- 
ing to  be  effective,  but  the  patient  did  not  wish 
to  undertake  it.  She  was  put  under  a regime  of 
postural  rest,  and  shot  bags,  which  were  gradual- 
ly increased  until  she  got  up  to  a weight  of  about 
17  lbs.  Under  this  regime  there  was  some  im- 
provement. and  the  cavity  seemed  to  be  somewhat 
reduced  in  size,  but  she  was  subject  to  attacks  of 
what  she  called  bronchitis  when  she  would  lose 
ground.  The  general  trend  was  improvement  and 
gain  of  weight  and  strength.  In  the  spriner  of  1928, 
however,  she  had  an  attack  of  acute  tonsillitis,  and 
following  this  she  began  to  slide  quite  rapidly  down 
hill.  She  began  to  cough  and  raise  more,  her  tem- 
perature began  to  go  up  to  101  or  102  at  times, 
and  she  lost  weight.  The  condition  of  the  left  lung 
appeared  to  be  considerably  worse,  and  there  was 
some  increase  in  the  signs  on  the  right. 

Finally  she  decided  to  have  the  thoracoplasty, 
although  it  was  felt  that  she  had  waited  all  too 
long  to  hope  for  a good  result.  Physical  examina- 
tion on  Oct.  12,  1928,  showed'  a poorly  developed 
and  undernourished  young  woman.  General  exam- 
ination negative  except  for  the  chest.  Practically 
no  mobility  on  left  chest  by  palpation  and  auscul- 
tation. Heart  is  apparently  displaced  into  the  left 
chest.  Examination  of  left  side  rather  difficult.  De- 
creased resonance  to  dullness  extending  from  the 
top  to  the  bottom.  Breath  sounds  are  diminished 
over  the  entire  left.  There  are  a few  sibilant  rales 
in  front  after  cough.  Posteriorly,  whispered  pec- 
toriloquy with  post-tussic  suction  from  fifth  to 
seventh  vertebral  spine.  Rather  dry  rales. 

Right  lung  decreased  resonance  at  the  apex. 
There  are  a good  many  dry  rales  scattered  over 
the  upper  half  in  front  after  cough.  Posteriorly 
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there  is  post-tussic  element  after  cough  at  the  base. 
This  undoubtedly  is  carried  over  from  the  left  as 
it  apparently  can  be  traced  across  the  midline. 

X-ray  report  on  Oct.  Sth ; “Roentgenogram  of  this 
chest  shows  very  little  abnormal  shadow  on  the 
right  side,  there  being  moderate  amount  of  fine 
fibrous  striation.  Heart  is  retracted  to  the  left 
with  total  density  over  the  basal  area.  There  is 
either  pneumothorax,  or  very  large  cavity  at  the 
apex  and  below  this  some  coalescing  infiltration 
into  the  lung  field.” 

On  Oct.  12,  operation  was  done  under  ethylene 
anethesia.  A first  stage  left  thoracoplasty,  re- 
moving liberal  sections  of  the  11th,  10th,  9th.  8th 
and  7th  ribs.  Closed  in  the  usual  manner,  with 
cigarette  drain.  She  was  in  pretty  fair  condition 
following  the  operation,  and  seemed  to  get  along 
fairly  well  during  the  following  week.  Tempera- 
ture ranged  between  normal  and  101,  pulse  100  to 
130.  Eight  days  later  portions  of  the  remaining 
ribs  were  removed  and  the  patient  left  the  operat- 
ing table  in  fair  condition.  An  hour  or  so  later  she 
was  taken  very  weak,  blood  pressure  70/40.  Four 
hours  later  the  pulse  was  stronger,  and  blood  pres- 
sure 100/70.  She  died  two  days  afterward. 

Autopsy  (Dr.  Mills): — Upper  right  lobe  normal 
in  appearance  except  for  slight  mottling  and  few 
nodular  areas  and  thickening  around  the  edges.  On 
incision  there  is  shown  extensive  infiltration. 
Patchy  lesions  of  tuberculosis  involve  practically 
the  entire  lobe.  Some  emphysema.  There  are  scat- 
tered palpable  nodules  in  the  lower  lobe  and  some 
in  the  middle  lobe  which  is  emphvsecatous. 

Left  lung  densely  adherent  throughout.  It  shows 
large  thin  walled  cavity  occupying  practically  the 
entire  left  lobe.  Large  sized  cavity  in  the  lower 
lobe  and  fibrosis.  This  lung  was  completely  col- 
lapsed except  for  the  cavity  in  the  lower  lobe. 
Heart  and  mediastinum  drawn  into  the  left  chest, 
heart  showing  no  gross  abnormality.  Line  of  exci- 
sion of  ribs  could  be  distinctly  felt,  apparently  no 
bony  union.  Left  posterior  chest  wall  shows  two 
extensive  incisions  extending  from  above  the  level 
of  the  spine  of  the  scapula  to  the  level  of  the 
twelfth  dorsal  vertebra.  These  were  probably  in- 
cisions for  a thoracoplasty  done  seven  and  three 
days  previous  to  death. 

Cause  of  death  is  supposed  to  have  been  respira- 
tory obstruction  from  blocked  drainage  of  lung. 


EL  PASO  COUNTY  MEDICAL  SOCIETY 

The  El  Paso  County  Medical  Society  met  Nov. 
12,  1928.  The  paper  was  by  Dr.  C.  D.  Awe,  on  “Mal- 
ta Fever,  With  Discussion  of  Five  Cases.”  A sum- 
mary of  it  follows: 

The  close  laboratory  similarity  between  the  mi- 
crococcus melitensis,  the  cause  of  malta  fever, 
and  the  bacillus  of  contagious  abortion  in  cattle, 
was  emphasized  by  Evans  in  1918.  The  possibil- 
ity of  human  infection  with  the  latter  organism 
has  been  pointed  out  by  several  investigators. 
We  recently  had  under  observation  five  cases  of 
undulant  fever  contracted  in  Iowa.  Blood  cultures 
and  agglutination  tests  were  positive  during  the 
febrile  period. 

Clinically  the  chief  features  were  prolonged  fe- 
ver of  undulant  character,  profuse  sweats,  leuko- 
penia, mononucleosis  and  an  enlarged  spleen.  In 
three  of  the  cases,  several  intramuscular  injections 
of  5 to  10  c.c.  of  sterile  milk  produced  a general 
reaction  with  increase  in  the  polymorphonuclear 
counts  and  a subsequent  decline  in  fever  to  nor- 
mal. The  source  of  infection  in  four  of  the  cases 
was  traced  to  drinking  infected  milk  while  in  the 
fifth  case  the  possibility  of  porcine  infection  was 
suggested. 

DR.  F.  P.  MILLER  reported  three  cases  of  Malta 


fever  from  the  Big  Bend  country  that  occurred  in 
1918.  Three  discharged  soldiers  secured  a large 
number  of  Mexican  goats  and  the  three  became  in- 
fected after  eating  meat  of  a slaughtered  goat.  The 
cases  were  proven  bacteriologically.  Dr.  Miller’s 
case  responded  to  an  antogenous  vaccine. 

DR.  SWOPE  reported  several  cases  seen  south 
of  Deming,  N.  M.  Imported  Malta  Island  goats  had 
caused  the  infection  to  the  native  herds.  Goat  milk 
had  been  the  source  of  most  of  the  infections. 
Subsequently  many  cases  were  reported  until  the 
herders  were  cautioined  against  drinking  the  milk. 

DR.  RAWLINGS  commended  the  essayist  and 
brought  to  light  the  probability  of  an  extensive  in- 
fection in  the  United  States.  One  herd  of  dairy 
cattle  in  Illinois  became  infected  with  the  infectious 
abortus  bacillus  from  a prize  bull. 

DR.  DUNCAN  reported  many  cases  that  had  oc- 
curred in  the  region  about  Tyrone.  N.  M.,  and 
throughout  the  Burro  mountain  district.  Some  army 
officers,  he  stated,  had  been  able  to  demonstrate 
by  serology  studies,  that  Malta  fever  had  extended 
throughout  the  Big  Bend  country  several  years  ago. 

DR  TURNER  mentioned  the  scarcity  of  Malta 
fever  since  pasteurizing  milk  had  been  adopted  in 
this  area.  A check  in  a dairy  herd  had  recently 
established  the  fact  that  a cow  was  infected  wTith 
infectious  abortion.  Swine  must  be  regarded  as  po- 
tential sources  of  infection. 

DR.  W.  E.  VANDEVERE  reported  a clinical  case, 
as  follows : 

Baby  American,  girl,  age  five.  This  child  had 
been  sick  for  about  a week  with  what  her  parents 
considered  a bad  cold.  On  the  afternoon  of  October 
27th  the  child’s  respiration  became  so  obstructed 
that  Dr.  Bruner  was  called,  who  in  turn  called  me. 
I found  the  child  markedly  cyanotic,  semiconscious, 
and  using  all  of  the  accessory  muscles  of  respira- 
tion. We  used  the  kitchen  table  as  an  operating 
table . After  injecting  a few  drops  of  novocain 
subcutaneously  I made  an  incision  just  above  the 
suprasternal  notch  and  entered  the  trachea.  The 
child  coughed  out  a few  tenacious  plugs  of  mucus 
and  in  two  or  three  minutes  was  breathing  normal- 
ly, fully  conscious  and  with  cyanosis  gone.  Three 
days  later  I removed  the  tracheotomy  tube  and 
drew  the  edges  of  the  wound  together  with  adhe- 
sive. The  child  is  now  well  and  recovery7  was  un- 
eventful. This  child  was  given  an  injection  of  diph- 
theria antitoxin  when  first  seen  by  Dr.  Bruner, 
which  is  the  proper  thing  to  do  in  these  cases.  We 
should  never  wait  for  the  laboratory  report  before 
giving  antitoxin.  The  diphtheria  bacillus  was  not 
demonstrated  in  this  case  and  the  diagnosis  is  non- 
diphtheritic  membranous  laryngitis  and  tracheo- 
bronchitis. Many  of  these  cases  have  been  report- 
ed in  the  last  two  years.  We  have  had  quite  a few 
in  El  Paso  and  Dr.  Leigh  made  a summary  of  these 
cases  in  a report  last  year. 

I think  the  greatest  factor  of  success  in  these 
cases,  as  well  as  laryngeal  diphtheria,  is  a trache- 
otomy done  early  before  the  heart  has  been  worn 
out  by  the  strain.  Many  times  a doctor  is  not 
called  until  the  patient  has  been  fighting  for  air 
for  many  hours  and  often  then  the  family  hesitates 
to  give  consent  because  they  dislike  anything  in 
the  nature  of  an  operation. 

Most  of  the  leading  laryngologists  of  the  coun- 
try, including  Lynch  of  New  Orleans  and  Tucker 
of  the  Chevalier  Jackson  clinic,  advocate  doing  a 
tracheotomy  instead  of  intubation,  the  reasons  giv- 
en being: 

1.  There  is  usually  less  struggling  and  shock  to 
the  patient  to  do  a tracheotomy  than  an  intubation, 
and  this  is  important  in  an  overburdened  and  toxic 
heart. 

2.  The  danger  of  the  tube  being  coughed  out  or 
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being  dislodged  downward  is  eliminated  when  we 
do  a tracheotomy. 

3.  In  doing  intubation  there  is  the  possibility  of 
forcing  membranes  into  the  trachea  ahead  of  the 
tube  and  causing  still  more  embarrassment  of  res- 
piration. 

4.  An  intubation  tube  is  likely  to  become  clogged 
with  plugs  of  mucus,  whereas  it  is  an  easy  matter 
for  the  nurse  to  remove  and  clean  the  inner  tube 
of  the  tracheotomoy  set  as  often  as  necessary. 

5.  An  intubation  tube  may  cause  ulceration  and 
stenosis  of  the  larynx  when  introduced  between 
highly  inflamed  vocal  cords,  necessitating  prolonged 
and  often  unsatisfactory  after  treatment. 

6.  Often  it  is  of  the  greatest  help  to  be  able  to 
aspirate  tenacious  plugs  of  mucus  through  the 
tracheotomy  wound  by  means  of  a soft  rubber 
catheter  or  bronchoscope,  in  order  to  free  the  low- 
er bronchi  from  obstruction.  This  would  be  a diffi- 
cult or  impossible  procedure  through  the  intubation 
tube. 

The  main  argument  against  tracheotomy  seems 
to  be  on  account  of  the  resultant  scar.  However, 
this  is  negligible  if  the  wound  edges  are  carefully 
approximated  after  the  tube  is  removed,  and  in 
those  cases  where  a slight  scar  is  left  it  is  an  easy 
matter  under  local  anesthesia  to  dissect  out  the 
scar  and  convert  the  longitudinal  scar  into  a trans- 
verse one  corresponding  to  the  natural  folds  of  the 
skin  of  the  neck. 

The  main  argument  in  favor  of  intubation  is  the 
fact  that  the  patient  has  the  nasal  passage  to  heat 
and  moisten  the  air  drawn  into  the  lung.  In  trache- 
otomy this  can  be  taken  care  of  by  the  use  of  a 
croup  kettle  to  generate  moisture  and  a tent  made 
of  sheets  to  confine  the  moisture. 

November  19,  1928 
CASE  REPORT 

DR.  WERLEY  reported  the  case  of  a man  who 
was  sent  to  Dr.  Garrett  from  Marfa,  Texas,  by  Dr. 
John  Brown  on  account  of  profuse  hematemesis. 
The  hemorrhages  had  been  very  large  and  he  was 
quite  exsanguinated.  Upon  examination  by  x-ray 
it  was  discovered  that  he  had  a large  aneurysm  of 
the  first  portion  of  the  descending  aorta.  He  had 
never  complained  of  pain  or  other  symptoms  in  his 
chest;  the  Wassermann  reaction  was  strongly  posi- 
tive. 

Dr.  Garrett  turned  the  case  over  to  Dr.  Werley. 
Anti-syphilitic  treatment  was  instituted.  During  the 
subsequent  three  or  four  weeks  there  were  repeat- 
ed profuse  hemorrhages  and  the  patient  grew 
worse;  the  legs  became  very  edematous  and  the 
abdomen  was  filled  with  fluid.  He  was  then  given 
novasurol  intravenuosly,  together  with  large  doses 
of  ammonium  nitrate . On  this  treatment  the  ascites 
subsided  and  then  it  was  noticed  that  the  liver 
was  enlarged,  especially  the  left  lobe.  The  spleen 
was  also  palpable. 

At  first  it  was  suspected  that  the  bleeding  oc- 
curred from  ulceration  of  the  aneurysm  into  the 
esophagus.  After  finding  the  enlarged  liver  and 
spleen  and  taking  into  consideration  the  ascites,  it 
was  concluded  that  the  hemorrhages  were  due  to 
syphilis  of  the  liver  of  cicatricial  character.  Nov- 
asurol has  been  continued  and  the  patient  is  very 
much  improved.  The  hemorrhages  have  stopped. 


November  26th 

DR.  SWOPE  reported  a case  of  cerebellar  tumor 
with  autopsy  findings  and  specimen.  The  outstand- 
ing symptoms  had  been  a rapid  onset  of  vomiting, 
ocular  palsy,  difficulty  in  walking,  particularly  at 
night,  and  a tendency  to  fall.  A general  flaccid 
paralysis  with  blindness  and  a choked  disc  de- 
termined the  final  progressive  symptoms. 

Autopsy  confirmed  the  diagnosis.  The  tumor  was 


a glioma  and  extensively  involved  the  cerebellum 
with  an  extension  to  the  mid-brain. 

CAPT.  PRATT  presented  three  neurological  cases. 

Case  1.  Tabes  with  Charcot  joint.  Distention 
of  the  knee  was  extreme.  For  a long  time  the  di- 
agnosis had  hinged  about  a tuberculous  knee  or  a 
suspected  gonorrheal  arthritis.  Serology  and  x-ray 
cleared  up  the  diagnosis. 

Case  2.  Tabes  with  a negative  serology. 

Case  3.  Case  of  multiple  sclerosis.  Diagnosis  ar- 
rived at  largely  by  a process  of  elimination  Optic 
atrophy,  deep  nerve  degeneration,  and  evidence  of 
sclerosis  of  the  cranial  nerves,  formed  the  basis  of 
diagnosis.  Tumor  and  syphilis  had  been  eliminat- 
ed by  appropriate  tests. 

DR.  GEO.  TURNER  gave  a report  with  autopsy 
findings,  of  a fatal  case  of  Ergotapiol  poisoning, 
as  follows: 

Mrs.  E K.,  age  18;  white;  married  seven  months; 
was  admitted  to  the  Masonic  Hospital  October  27, 
1928,  with  DR.  E.  M.  BARNES  in  attendance. 

Family  History:  Father  and  mother  living  and 
well;  one  brother  and  six  sisters  living  and  well. 

Chief  Complaint:  Patient  came  to  the  hospital 
complaining  of  a burning  in  throat  and  mouth, 
which  at  first  was  thought  to  be  tonsillitis.  Had 
had  severe  hemorrhage  from  the  bowel.  About 
three  weeks  previous  when  Dr.  Barnes  first  saw 
the  girl  she  was  very  weak,  and  upon  examination 
of  the  uterus  found  that  she  had  had  a miscar- 
riage. She  had  taken  two  boxes  of  Ergotapiol, 
there  being  only  one  tablet  remaining  in  the  box, 
over  a period  of  about  two  weeks.  When  the  doc- 
tor saw  her  she  was  very  weak  and  had  a bloody 
discharge  from  the  uterus.  There  was  mucus  and 
blood  in  the  vomitus  at  that  time.  Her  enteritis 
continued  and  in  the  afternoon  she  began  to  hem- 
orrhage from  the  bowel.  Her  temperature  all  this 
time  was  subnormal:  it  went  down  as  low  as  95 
degrees.  She  was  conscious  and  would  answer  the 
doctor’s  questions  very  slowly.  The  hemorrhage 
from  the  bowel  lessened  and  she  seemed  to  im- 
prove for  a few  days  but  could  not  get  her  to  take 
any  water.  There  was  no  kidney  function  for  24 
hours.  Her  urine  examination  was  negative.  Had 
to  wash  out  her  stomach  and  feed  her  through  a 
stomach  tube;  occasionally  one  to  two  ounces  of 
water  was  also  given.  About  two  days  before  she 
was  sent  to  hospital  she  became  very  weak.  Dr. 
Barnes  gave  her  hemoplastic  serum,  her  stools 
were  very  discolored  and  large  clots  of  blood  were 
present.  Her  hemoglobin  was  20  per  cent.  A blood 
transfusion  of  500  c.c.  brought  her  hemoglobin  up 
to  50  per  cent,  but  her  condition  continued  to  grow 
worse  and  the  day  of  her  death  she  developed  an 
acute  mania  and  tetany  of  the  voluntary  muscles 
and  apparently  breathing  just  stopped. 

AUTOPSY 

Chest:  There  are  no  adhesions  or  excess  fluid 

in  either  pleural  space.  The  visceral  pleura  over 
the  right  lower  lobe  is  of  a chocolate  brown  color 
and  the  underlying  lung  tissue  feels  soft. 

The  pericardium  is  everywhere  smooth  and  shin- 
ing and  the  cavity  contains  no  excess  fluid. 

Abdomen:  The  stomach  is  somewhat  distended. 
The  lower  margin  of  the  liver  is  slightly  rounded. 
The  spleen  is  about  normal  in  size.  There  is  no 
excess  fluid  in  the  cavity.  The  ovaries  and  tubes 
are  normal.  The  uterus  is  slightly  larger  than  nor- 
mal. The  jejunum  and  ileum  show  dark  brown  col- 
ored patches  of  discoloration  corresponding  to 
areas  of  ulceration  or  congestion  of  the  mucous 
membrane.  The  mesenteric  blood  vessels  show 
marked  engorgement. 

The  stomach  is  somewhat  enlarged  and  is  filled 
with  a bright  yellow  fluid.  The  mucosa  is  gen- 
erally congested  with  patches  of  petechial  hemor- 
rhages. It  is  void  of  rugae.  The  mucous  mem- 


Jo  again  quote  from 
authority  on  uuramotet  therapy.. 


THERE  has  been  an  extraordinary  awakening 
of  interest  in  the  use  of  light  in  the  treatment 
of  disease,  both  on  the  part  of  the  general  public 
and  the  medical  profession. 

“An  astounding  variety  and  number  of  sources  of 
‘artificial  sunlight’  have  been  evolved  and  are  now 
available.  At  this  stage  the  busy  general  practi- 
tioner find  himself  somewhat  bewildered.  Some- 
how he  appears  to  be  shy  about  taking  up  the  new 
form  of  treatment,  and  yet  he  knows  that  his  pa- 
tients have  heard  of  its  existence  and  are  talking 
about  it.  Several  good  treatises  on  the  subject  of 


Ultra-Violet  Radiation  have  been  published,  but 
the  busy  practitioner  is  left  rather  at  a loss  as  to 
what  type  of  apparatus  he  should  purchase,  and 
what  exactly  he  is  venturing  in  the  care,  cost  and 
management  of  such  apparatus. 

“The  writer  feels  that  for  the  man  in  general 
practice  and  for  the  busy  medical  officer  of  health 
the  Quartz  Mercury  Vapour  Lamp  is  the  only  prac- 
tical proposition.” 

— J.  Bell  Ferguson,  M.  D.,  D.  P.  H., 

in  his  preface  to  “The  Quartz  Mercury 
Vapour  Lamp.” 


There  are  logical  reasons  why  many  thousands  of  physicians  and  hospitals  select  the  mercury  vapor  arc  in  quart:,  in  preference 
to  all  other  artificial  sources  of  ultraviolet  radiations. The  advantages  realized  with  the  Uviarc  burner,  as  used  in  all  Victor  Quartz 
Lamps,  are  important  to  every  practice,  general  or  specialized.  The  scientific  advances  in  ultraviolet  therapy,  and  its  widespread 
adoption  in  the  leading  clinics  in  recent  years,  are  coincident  with  the  availability  of  the  mercury  vapor  arc  in  quartz. 


You  will  find  some  valuable  pointers  in  our  booklet  “A  Few  Facts  Pertinent  to  the  Consid- 
eration of  Artificial  Sources  of  Ultraviolet  Radiations.”  Write  for  your  copy,  gratis. 
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brane  of  the  duodenum  shows  marked  congestion. 

The  jejunum  and  upper  ileum  show  rather  fre- 
quent areas  of  rather  marked  congestion  and  in 
places  a sloughing  of  the  mucous  membrane.  The 
terminal  ileum  is  less  marked  in  this  respect.  The 
mucous  membrane  of  the  colon  shows  marked  con- 
gestion throughout. 

The  kidneys  show  a marked  degree  of  conges- 
tion. 

The  spleen  is  about  normal  in  size  and  some- 
what soft. 

The  left  lung  is  air  containing  throughout  and 
shows  no  evidence  of  infection.  The  upper  lobe  of 
the  right  lung  is  air  containing,  while  the  lower 
lobe  is  completely  solid.  The  cut  surface  of  the  low- 
er lobe  is  very  moist  and  of  a chocolate  brown 
color.  A small  amount  of  yellowish  pus  exudes 
from  the  small  bronchi  on  pressure. 

The  heart  is  negative  except  for  a moderate 
softness  of  the  muscle  tissue. 

Anatomical  Diagnosis: — - 

1.  Enteritis,  acute. 

2.  Lobar  pneumonia,  right  lower  lobe. 


GOOD  SAMARITAN  HOSPITAL  (Phoenix) 
September  (1928)  Staff  Meeting 

(Continued  from  last  month) 

Case  3904  was  discussed  by  DR.  A.  J.  STROUD: 
Boy  of  19,  well  nourished.  Had  been  sick  for  four 
days,  first  with  headache,  especially  at  back  of 
neck;  yesterday  had  a high  fever.  Physician  was 
called  at  9 a.  m.  today  and  patient  had  a temper- 
ature of  103.2,  pulse  94;  was  slightly  delirious. 
Eyes  reacted  well.  Lungs  negative  to  percussion 
and  auscultation.  Heart  sounds  somewhat  weak- 


ened and  heart  muscles  seemed  embarrassed.  Ab- 
domen negative.  Complained  of  terrific  headaches 
especially  at  back  of  neck  and  could  not  sit  up 
without  violent  pain  in  head.  Patient  was  nervous, 
restless  and  skin  was  dry. 

Throat  showed  no  signs  of  infection.  Neck  was 
not  stiff.  Kernig  not  present.  No  diagnosis  was 
made.  Patient  was  seen  again  at  4:30  p.  m.;  tem- 
perature 104.4,  pulse  106.  Seemed  more  sick.  Face 
purple  and  neck  was  not  stiff.  Lungs  and  heart 
again  negative,  except  for  heart  embarrassment; 
delirious.  Skin  hot  and  dry  and  there  seemed  to 
be  a very  slight  evidence  of  Kernig,  which  was 
not  definite  enough  for  diagnostic  purposes.  Or- 
dered to  hospital.  Spinal  puncture  was  made  and 
fluid  was  clear  and  under  normal  pressure. 

This  case  presented  an  interesting  study  in  that 
recovery  was  well  under  way  before  the  diagnosis 
could  be  made.  The  terminology  “simple  menin- 
gitis’’ is  not  used  frequently,  as  it  has  so  long 
been  associated  with  tuberculous  meningitis  as  to 
be  confusing.  Yet  it  is  hard  to  distinguish  be- 
tween a leptomeningitis  from  a toxic  condition  due 
to  some  disease,  as  influenza,  and  an  acute  serous 
meningitis. 

A toxic  meningitis  or  meningism  could  have  giv- 
en the  chain  of  symptoms  here  shown  with  quick 
recovery;  had  not  the  spinal  fluid  been  drained  and 
the  recovery  come  so  quickly  this  certainty  would 
have  been  the  diagnosis.  However,  as  the  allevia- 
tion of  an  acute  serous  meningitis  is  by  spinal 
tap  and  this  case  began  to  improve  after  the  sec- 
ond puncture  it  would  lend  itself  to  the  termin- 
ology of  an  acute  serous  meningitis  which  is  a 
newer  terminology  for  a simple  meningitis. 

Early  in  the  course  of  the  disease  there  was  a 
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malaise  with  headache,  especially  at  the  occiput, 
and  on  the  fourth  day  a quick  rise  in  temperature 
to  103.2  with  one  attack  of  vomiting  although  some 
nausea  was  present  much  of  the  time;  the  tem- 
perature rising  to  104,  he  was  ordered  to  the  hos- 
pital for  observation.  The  faculties  were  cloudy 
and  the  peculiar  blank  expression  and  mutterings 
made  a diagnosis  of  a sudden  type  of  encephalitis 
not  very  remote.  Against  this  was  the  very  high 
temperature  although  the  spinal  cell  count  was 
within  the  proper  limits,  57  and  120.  Monos  being 
in  preponderance  also  made  us  aware  of  an  en- 
cephalitic condition. 

After  the  second  spinal  puncture  the  symptoms 
subsided  rapidly.  The  picture  however  was  that  of 
great  irritability  even  when  the  mind  again  be- 
came clear.  There  were  three  days  of  total  de- 
lirium and  the  reflexes  increased  from  a simple 
type  of  heightened  irritation  to  almost  convulsive 
movements  to  plantar  irritation.  Clonus  was  pres- 
ent on  both  sides  and  equal,  with  positive  Oppen- 
heim  and  Babinsky  with  however  no  increase  of 
knee  jerks  or  opisthatonos  or  even  relative  stiff- 
ness of  the  neck.  A positive  Kernig  was  made 
out  and  increased  for  three  days.  Photophobia  was 
present  at  all  times.  The  patient  could  be  aroused 
to  answer  questions  but  does  not  remember  the 
days  or  the  questions  asked. 

A heat  stroke  should  be  thought  of,  but  the  tem- 
perature came  on  the  third  day  of  confinement 
and  the  fourth  day  after  malaise  developed.  There 
was  no  “hot  body”  feel.  The  pupils  reacted  and 
the  intense  thirst  was  absent;  neither  was  the  face 
suffused  or  mottled.  It  may  however  be  possible 
to  have  a late  - manifestation  of  a heat  stroke 
which  could  cause  a meningismus,  with  resulting 
chain  of  symptoms  as  above.  No  muscle  cramps 
observed. 

The  real  differentiation  was  first  from  cerebro- 
spinal meningitis  which  was  thrown  out  by  a clear 
spinal  fluid  and  other  findings  in  the  fluid.  Then 
from  an  encephalitis  lethargica  which  was  too 
sudden  in  onset  and  the  temperature  was  too  high. 
One  point  was  that  the  pulse  remained  around  80 
the  first  day,  which  differentiated  it  from  a heat 
stroke. 

The  spinal  fluid  showed  increased  sugar,  a slight 
excess  protein,  cell  count  110,  92  per  cent  monos., 
the  urine  was  positive  for  acetone  but  otherwise 
negative.  The  leucocytes  in  the  blood  numbered 
12,000.  The  Widal  was  negative.  Patient  ran  a 
stormy  course  but  had  a gradual  recovery  and 
was  discharged  from  the  hospital  after  about  eight 
days. 


Di\  Howell  Randolph  said  that  he  believed  that 
most  cases  of  influenza  meningitis  are  usually  fatal 
but  that  at  times  they  do  get  well. 

Dr.  Jordan  said  that  the  fact  that  the  spinal 

fluid  was  clear  on  the  first  puncture  does  not 

eliminate  epidemic  meningitis.  He  had  seen  one 

case  in  which  the  first  spinal  puncture  was  clear 
and  no  cells,  the  next  one  showed  2,100  cells  of 
meningococci. 

Dr.  Berger  said  most  cases  of  influenza  menin- 
gitis are  fatal;  the  recovery  of  the  case  tends  to 
rule  out  influenza  meningitis;  he  would  rather  con- 
sider the  case  as  one  of  encephalitis  and  that 

he  is  apt  to  be  ill  again. 

Dr.  Brown  said  he  was  inclined  to  have  the  same 
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view  as  Dr.  Berger  and  the  case  was  primarily 
one  of  encephalitis  with  a tendency  toward  men- 
ingitis; otherwise  he  could  not  explain  all  the 
symptoms. 

Dr.  Stroud  said  he  would  keep  the  case  under 
observation  and  probably  report  it  at  a later  date. 


October,  1928,  Staff  Meeting 

The  Medical  and  Surgical  Staff  of  the  Good  Sam- 
aritan Hospital  met  for  the  annual  meeting,  Monday 
evening,  Oct.  22.  Forty-three  members  of  the  staff 
were  entertained  by  the  hospital  at  dinner,  and 
at  8 p.  m.  they  convened  for  the  business  meet- 
ing. The  minutes  of  the  last  council  meeting  were 
read.  The  superintendent  of  the  hospital,  Mrs.  Sex- 
son,  made  the  following  report: 

“The  year  1927-1928  has  been  by  far  the  most 
successful  year  the  Hospital  has  had — successful  in 
many  ways. 

“During  the  first  nine  months  we  had  an  increase 
of  30  per  cent  in  number  of  patients  cared  for  over 
last  year;  an  increase  of  25  per  cent  in  operations 
and  of  102  per  cent  in  emergency  patients.  During 
the  month  of  September  alone  there  was  50  per 
cent  more  patients  than  in  September,  1927. 

“Our  school  has  grown  so  that  it  has  been  neces- 
sary to  limit  the  number  of  students,  until  we 
have  more  patients.  We  have  forty-three  students 
and  ten  graduate  nurses  at  the  present  time. 

“Some  much  needed  equipment  has  been  pur- 
chased during  the  summer;  the  two  most  important 
items  are  a McKesson  suction  machine  and  a Mc- 
Kesson gas  anesthesia  machine. 

“The  entire  inside  of  the  building  has  been  paint- 
ed. We  thank  the  doctors  for  their  interest  shown 
both  in  the  hospital  and  school,  and  especially  for 
the  care  they  have  given  to  members  of  the  fac- 


ulty and  student  nurses  when  ill.  We  greatly  ap- 
preciate this  service.” 

Autopsies:  The  Council  reported  that  the  physi- 
cians and  surgeons  should  take  more  interest  in  se- 
curing autopsies. 

Dr.  Felch  said  that  through  the  county  health  of- 
ficer many  autopsies  can  be  obtained.  Those  cases 
which  come  to  the  hospital  and  are  inside  of  a 
day  or  two,  if  referred  to  the  county  health  officer, 
can  be  made  Coroner’s  cases  and  autopsied.  The 
autopsy  can  be  pei’formed  by  the  hospital  patholo- 
gist, the  interne  or  whoever  may  be  designated  to 
do  the  autopsies.  They  can  be  done  at  the  hospital. 
While  many  of  those  cases  in  the  past  have  not  been 
studied  in  detail,  many  of  them  have  been  studied 
by  some  doctor  of  the  community.  Dr.  Mills  said 
that  for  us  to  be  recognized  by  the  American  Medi- 
cal Association  as  eligible  for  receiving  internes 
we  must  get  a higher  per  cent  of  autopsies.  The 
autopsies  should  be  done  at  the  hospital  by  the 
hospital  pathologist  and  records  should  be  carefully 
kept  of  each  autopsy.  Dr.  Victor  Randolph  said  that 
getting  autopsies  was  a matter  of  having  some  one 
particularly  interested  who  would  promptly  ask  for 
these  at  the  time  of  the  death.  The  interne  is  usu- 
ally in  the  best  position  to  get  consent  for  autop- 
sies. Dr.  Holmes  inquired  as  to  whether  the  con- 
sent for  an  autopsy  should  be  in  writing.  Dr.  Ran 
dolph  answered  by  saying  that  the  undertakers  had 
blanks  for  this  purpose. 

Mr.  Sexson,  business  manager  of  the  hospital, 
gave  a discussion  of  the  financial  problems  of  the 
hospital.  He  said  that  in  this  hospital  about  S to 
10  per  cent  of  the  cases  were  charged  off  as  char- 
ity cases  and  about  90  per  cent  of  the  balance  was 
collected.  The  per  diem,  per  patient,  cost  is  a lit- 
tle less  than  $5.00.  He  asked  the  doctors  to  send 
the  patients  or  their  relatives  to  the  hospital  be- 
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fore  the  patient  entered  the  hospital,  to  make  the 
financial  arrangements.  The  doctors  should  not 
make  financial  arrangements  with  a patient  for  the 
hospital. 

Dr.  Felch  moved  that  Dr.  Pearson  be  accepted  as 
a member  of  the  Staff.  Seconded  and  carried. 

Mrs.  Sexson  requested  that  the  Staff  give  an  ex- 
pression as  to  the  showing  of  records  of  a former 
physician  in  a case  to  the  present  physician.  After 
much  discussion,  on  suggestion  of  the  secretary, 
the  questoin  was  referred  to  the  council  to  bring 
hack  recommendations  at  the  next  meeting. 

Election  of  Officers: — The  president  called  for 
nominations  for  president.  Dr.  Bloomhardt  nom- 
inated Dr.  Thayer.  On  motion  of  Dr.  Thomas  and 
numerous  seconds  the  secretary  was  instructed  to 
cast  the  unanimous  ballot  of  the  society  for  Dr. 
Thayer.  The  secretary  put  the  question  which  car- 
ried with  no  dissenting  votes.  Dr.  Brown  was  re- 
elected secretary  on  nomination  of  Dr.  Felch. 

Report  of  Records  Committee  bv  Dr.  S.  I.  Bloom- 
hardt, chairman: 

In  the  month  of  September  there  were  six 
deaths. 

Case  3961. — Endocarditis.  Brought  into  hospital 
in  delirious  state,  labored  breathing,  irregular 
heart,  marked  regurgitation,  poor  pulse,  swollen 
and  edematous  limbs.  Died  the  day  following  ad 
mission.  Very  little  could  be  gathered  as  to  past 
medical  history,  which  was  unfortunate. 

Comment:  There  has  been  some  interesting  work 
on  rheumatic  heart  disease  for  some  years  past 
in  New  York,  and  recently  published.  Observations 
made  in  the  follow-up  clinic  of  the  Presbyterian 
Hospital  on  patients  who  have  been  in  the  ward 
with  acute  attacks  of  rheumatic  infection  have  an 
important  bearing.  It  was  found  that  more  than 
one-fourth  of  the  rheumatic  fever  cases  and  a slight- 
ly lower  percentage  of  choreas,  presented  clinical 
evidence  of  progressing  lesions  of  the  heart.  One 
of  these  patients  showed  none  of  the  characteristic 
physical  signs  until  after  a lapse  of  five  years  and 
eight  months;  another  six  and  one-half  years,  and 
another  five  and  one-half  years.  It  would  seem 
that  rheumatism  may  not  only  be  active  and  chron- 
ic, but  silent  and  progressive  over  a very  consider- 
able period.  In  making  analysis  of  393  cases  of 
rheumatic  fever,  the  evidence  of  demonstrable  car- 
diac involvement  during  the  first  acute  attack  soars 
from  61  per  cent  in  the  group  under  5 years  to  a 
maximum  of  78  per  cent  in  the  5 to  10  year  group. 
He  suggests  and  advises  prolonged  observation  of 
these  cases  and  begs  us  to  use  sanatorium  treat- 
ment much  the  same  as  for  the  tuberculosis  in  the 
worst  cases.  Lawrence  has  recently  presented  the  re- 
sults of  his  studies  in  the  Children’s  Clinic  in  St. 
Luke’s  Hospital,  New  York,  during  the  past  twelve 
years.  He  thinks  rheumatic  fever  is,  by  all  means, 
the  chief  if  not  the  sole,  important  cause  of  ac- 
quired cardiac  disease  in  children.  The  great  ma- 
jority of  such  children  have  few  or  no  symptoms. 
He  thinks  the  temperature  as  an  indication  for  the 
institution  of  exertion  has  been  found  to  be  trust- 
worthy. 

Case  3775.  Cerebral  Hemorrhage.  Excellent 
history  and  a very  good  physical  done  by  the  resi- 
dent doctor.  Patient  aged  77,  blood  pressure  record, 
glad  to  state,  was  kept  up  daily  making  the  his- 
tory of  so  much  more  value.  A suggestion  to  the 
laboratory  technician  would  be  to  date  the  report 
sheets  or  to  the  nurse  if  it  is  the  nurse’s  duty  to 
copy  the  laboratory  reports. 

Case  3838.  Intracranial.  Patient  was  brought  in- 
to hospital  unconcsious  as  a result  of  head  injuries 
received  in  an  automobile  accident.  Shortly  after 
admission,  he  was  seized  with  convulsions  of  a 
clonic  nature  involving  the  left  side  of  body  and 
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the  right  side  of  his  face.  There  is  a good  history 
and  physical  taken  by  the  resident;  nothing,  how- 
ever, is  stated  as  to  whether  the  patient  was  in 
severe,  moderate  or  no  shock.  He  was  operated 
and  a subtemporal  decompression  was  done.  He 
died  shortly  following. 

Comment.  The  tendency  in  the  treatment  of 
cranial  trauma  is  toward  conservatism.  In  the  clin- 
ics having  a large  experience  with  such  cases,  few 
operations  are  being  performed  and  greater  con- 
sideration is  given  operative  indications  before  re- 
sorting to  surgery.  The  two  conditions  encoun- 
tered which  the  surgeon  can  influence  are  infection 
and  intracranial  pressure.  Infection  may  be  pre- 
vented by  immediate  debridement  and  suture  of 
compounded  skull  fractures  as  is  the  custom  in 
such  injuries  of  upper  bones.  Intracranial  pressure 
can  be  reduced  by  hypertonic  solutions  introduced 
in  the  alimentary  canal  or  blood  stream,  by  direct 
drainage  of  the  sub-arachnoid  space,  by  lumbar 
puncture  or  by  subtemporal  decompression.  The 
increased  density  of  population  and  speed  of  mod- 
ern transportation  is  the  largest  single  factor  in 
the  production  of  cranial  trauma  v.s.  the  automo- 
bile. In  1S9  out  of  512  cases  studied  by  Vance,  this 
was  the  causative  agent.  The  figures  of  McClure 
and  Crawford  list  239  automobile  injuries  in  a 
series  of  441  cases  of  head  injury.  Another  inter- 
esting and  not  to  be  wondered  at  feature  is  that 
of  139  of  Vance’s  cases  of  concussion,  alcohol  was 
found  in  28.6  per  cent.  This  is  important  for  two 
reasons;  first,  it  accounts,  in  a great  measure,  for 
the  accident,  and  second,  for  the  mortality.  As  we 
all  know,  alcohol  so  depresses  the  nervous  centers 
that  a.  lesser  degree  of  trauma  is  necessary  to 
cause  death.  In  Vance’s  series  of  507  cases,  the 
brain  was  unharmed  only  42  times;  the  majority 
of  these  did  not  produce  any  untoward  effects. 
Grant,  in  commentary  on  this  review  states:  “The 


crux  of  the  situation  from  the  point  of  view  of  op- 
erative relief  revolves  about  how  much  laceration 
and  damage  to  brain  tissue  took  place  in  the  hem- 
orrhage cases.  Cortical  lacerations  cannot  be  re- 
paired surgically.  A clot  can  be  removed  but  the 
question  always  arises  as  to  how  many  of  the  re- 
sulting symptoms  are  caused  by  the  extravasation 
of  blood  and  how  many  by  the  contusion  and  sub- 
sequent brain  edema.  In  all  probability  a subdural 
clot  reaches  its  maximum  size  and  produces  the 
effects  attributable  to  it  very  soon  after  the  in- 
jury occurs.  Brain  edema  and  swelling  with  fur- 
ther increase  in  intracranial  pressure  follow  more 
slowly.  Should  we  institute  operative  measures 
at  once  to  remove  the  clot  overlying  a contusion 
or  laceration  when  the  symptoms  are  probably  due 
more  to  actual  cortical  injury  which  cannot  be  re- 
paired than  to  the  clot,  and  when  the  trauma  due 
to  the  operation  itself  may  increase  the  brain  in- 
jury, add  to  the  general  edema  and  further  embar- 
rass the  patient?  Or  should  we  attempt  simply  to 
check  and  control  a rising  intracranial  pressure 
by  hypertonic  solutions  or  lumbar  puncture  and 
only  operate  and  try  to  drain  the  subarachnoid 
space  as  a last  resort  when  these  other  methods 
of  reducing  tension  have  failed?”  It  is  Grant’s  per- 
sonal experience  that  the  laceration  is  usually  a 
much  more  serious  factor  than  the  clot;  that  the 
clots  exposed  at  operation  or  revealed  at  autopsy 
have  been  thin  and  diffuse  and  that  the  injury 
to  the  brain  surface  and  the  resulting  edema  have 
been  the  most  serious  complications.  Hence,  Grant 
holds  to  the  conservative  measures  in  the  treat- 
ment and  does  not  operate  except  as  a last  resort 
to  relieve  pressure. 

Carter  restates  the  old  dictum  that  cranial  injury 
cases  may  be  divided  in  three  classes;  (1)  Ihose 
with  mild  injury  who  will  recover  without  treat- 
ment; (2)  those  so  severely  injured  that  they  die 
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no  matter  what  is  done;  (3)  those  in  which  the 
outcome  is  problematical  and  the  life  of  the  patient 
depends  on  the  surgeon’s  judgment  and  ikill.  Sechs, 
McClure,  Crawford,  Carter.  Vance  agree  in  general 
outline  of  treatment;  (1)  under  no  condition  should 
patient  be  operated  upon  when  shock  exists;  (2) 
conditions  to  be  operated  upon  a;  once  are  (a) 
compound  fractures  may  be  debrided,  (b)  depressed 
fractures,  (c)  middle  meningeal  hemorrhage-  rare 
lesion  in  spite  of  much  talk  of  it.  In  past  8 years, 
in  service  of  Dr.  Frazier,  eleven  cases  in  series 
of  700  patients  with  varying  degree  of  head  injury 
had  hemorrhage  from  middle  meningeal  artery. 

Increasing  intracranial  tension  may  be  lowered 
by  hypertonic  solutions  by  vein  or  alimentary  canal, 
by  lumbar  puncture  or  by  increasing  the  size  of  the 
cranial  cavity  and  direct  drainage  of  the  cerebro- 
spinal fluid  by  decompression.  Operation  is  reserved 
as  a last  resort  and  only  to  be  used  when  the  ores- 
sure  cannot  be  controlled  by  other  means. 

Case  3894.  Adeno-Carcinoma  in  the  body  of  the 
uterus  Admitted  for  intermenstrual  bleeding.  Noth- 
ing is  said  in  the  history  about  pain.  She  has  not 
been  nauseated  and  does  not  feel  she  is  pregnant 
and  had  menstruated  monthly  with  some  spotting 
between  menstrual  periods.  Physical  examination 
was  negative,  made  by  resident  doctor.  Vaginal  ex- 
amination was  negative,  made  by  the  resident  doc- 
tor. No  notations  were  made  by  the  doctor  in 
charge  of  the  case.  She  was  operated  with  pre- 
operative diagnosis  of  ectopic  pregnancy.  On  open- 
ing of  the  abdomen  the  uterus  was  found  slightly 
enlarged  and  it  was  decided  to  do  a hysterectomy 
in  spite  of  the  suspicion  of  pregnancy  raised  by  the 
appearance  of  the  uterus.  General  condition  at 
close  of  operation  was  good  according  to  the  report, 
and  four  days  later  transfusion  was  attempted.  The 
third  day,  her  temperature  shot  up  to  104;  she  be- 
came very  toxic,  commenced  vomiting  in  spite  of 
all  treatment  and  transfusion.  She  died  in  two 
days.  The  reason  for  or  cause  of  death,  I do  not 
know.  The  pathologist’s  report  is  one  of  papillary 
adeno-carcinoma. 

( omment:  Dr.  Watkins  gave  us  a very  enlight- 

ening and  instructive  talk,  broadminded^  too,  on 
radiotherapy  at  last  staff  meeting.  And  after  his 
talk.  I was  more  than  ever  convinced  that  the  ef- 
fective treatment  of  carcinoma  requires  the  cooper- 
ation of  a group  of  physicians  in  the  various  spe- 
cialties and  particularly  those  interested  in  cancer. 
The  case  should  be  definitely  studied  and  a defi- 
nite plan  of  treatment  should  be  decided  upon  be- 
fore any  form  of  therapy  is  begun.  The  clinical 
and  experimental  studies  of  Blair  Bell  and  his  as- 
sociates at  the  University  of  Liverpool  of  the  effect 
of  various  lead  compounds  upon  malignant  growths 
have  been  followed  with  widespread  interest  by  sur- 
geons in  every  part  of  the  world.  One  must  admire 
the  carefully  planned  organization  of  this  group  of 
workers,  their  determination  to  attack  the  problem 
from  eveiy  possible  angle  and  their  attitude  toward 
the  results  so  far  obtained.  With  reference  to  the 
action  of  lead  upon  malignant  tissue.  Wood  states 
that  sublethal  injection  of  lead  into  white  rats  with 
cancer  causes  congestion,  edema  and  necrosis  of  the 
tumor,  chiefly  because  of  thrombosis  of  the  blood 
vessels  and  only  secondarily  because  of  the  toxic 
action  of  lead  on  tumor  cells.  He  believes  that 
thrombosis  takes  place  only  in  tumor.  It  is  a new 
work  and  the  time  is  too  short  to  say  ves  or  no 
Possibly  the  combination  of  lead  and  radium  ther- 
apy may  be  the  outcome. 

Case  3506.  Pernicious  Anemia.  Very  complete 
history  and  physical  examination.  Diagnosis  is 
lather  vague.  It  might  be  enther  pernicious  anemia 
or  secondary  anemia.  He  was  only  in  the  hospital 
for  a fewr  hours  or  it  might  otherwise  have  been 
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a very  interesting  study;  but  it  could  not  be  com- 
pleted. 

Comment:  The  absence  of  hydrochloric  acid  is 

one  of  the  few  constant  features  of  pernicious  an- 
emia. There  are  a group  of  students  who  believe 
that  hemolysis  is  due  to  bacterial  infections  of  the 
intestines — the  infection  being  secondary  to  loss  of 
protection  normally  provided  by  the  acid  of  gas- 
tric juice.  This  is  interesting  but  cannot  be  defi- 
nitely proved.  Knott  was  able  to  demonstrate  the 
presence  in  the  intestine  of  hemolytic  strains  of 
bacteria,  but  he  is  careful  to  point  out  that  the  in- 
fection was  not  necessarily  from  sources  above  the 
pylorus  and  that  in  many  cases,  the  bacterial  strains 
were  predominated  by  the  fecal  type.  Concerning  the 
treatment,  you  all  have  been  reading  about  and.  I 
am  sure,  feeding  liver  in  large  quantities.  The  in- 
terest was  first  attracted  when  Robschist,  Robbins 
and  Whipple  told  us  of  their  excellent  results  ex- 
perimentally and  even  more  so  when  Minot  and 
Murphy  of  Boston  published'  their  first  paper  on 
diet  in  pernicious  anemia.  The  essential  part  of 
the  prcoedure  is  the  inclusion  in  the  daily  diet  of 
120  to  240  grains  of  cooked  liver.  The  results  of 
125  cases  treated  by  them  over  a period  of  three 
months  to  three  and  a half  years  were  reported  be- 
fore the  section  on  medicine  at  Edinburgh  during 
the  last  year.  The  health  of  all  has  been  distinct- 
ly improved.  Minot  and  Murphy  state  the  liver  was 
used  because  they  thought  it  might  stimulate  the 
maturation  of  the  megaloblasts  that  crowd  the 
bone  marrow  in  relapse.  They  showed  that,  after 
feeding  with  large  amounts  of  liver,  there  occurs  a 
prompt  temporary  increase  of  the  young  erythro- 
cytes (reticulocytes).  Eighteen  per  cent  of  this 
group  have  taken  the  diet  for  two  years  or  longer, 
three  for  three  years.  The  average  count  was 
4,650,000.  It  has  been  pointed  out  that  drainage  to 
the  bone  marrow  from  multiple  transfusions  may 
be  an  unsatisfactory  response  to  liver  feeding. 

Case  3909.  Automobile  Accident.  Diagnosis,  con- 
cussion of  the  brain,  fractured  pelvis,  fractured 
right  ftmur,  shock.  Patient  died  of  shock  five  or 
six  hours  after  admission. 

CASE  OF  PELLAGRA 

DR.  C.  B.  PALMER  demonstrated  a case  of  pel- 
lagra: patient  is  a female  55  years  of  age,  history 
is  as  follows:  Patient  has  been  feeling  weak  and 
tired  for  several  months.  She  has  had  attacks  of 
what  she  terms  indigestion.  Bowels  are  never  reg- 
ular, she  states  that  she  is  either  constipated  or 
having  diarrhea.  Previous  to  entrance  the  patient 
has  been  having  diarrhea.  She  has  been  unable  to 
take  heavy  foods  and  her  diet  for  some  time  has 
consisted  chiefly  of  bread  and  canned  vegetables. 
She  has  eaten  practically  no  meats,  very  little  milk 
and  the  diet  seems  to  have  varied  very  little  from 
that  of  canned  vegetables  and  bread.  She  has  been 
losing  in  weight  but  does  not  know  how  much. 
Appetite  only  fair.  About  a month  before  admis- 
sion she  began  having  sores  in  her  mouth.  About 
two  weeks  later  noticed  what  seemed  to  be  “blis- 
ters” on  her  feet;  these  areas  later  became  some- 
what scaly.  This  has  developed  on  the  feet,  legs 
and  arms  especially.  Patient  at  time  of  entrance 
complained  of  no  severe  pain,  only  a feeling  of 
general  weakness.  Past  history:  She  has  always 
been  fairly  well.  No  history  of  any  operations,  in- 
juries or  serious  illnesses.  She  is  the  mother  of 
four  children,  all  living  and  well;  husband  in  good 
health.  The  urine  shows  a trace  of  albumin,  many 
pus  cells,  and  acetone.  The  blood  has  8,900  leuc. 
22  per  cent  lymphocytes,  and  98  per  cent  polys. 
Her  temperature  runs  to  about  99  at  some  time 
during  the  day.  She  is  now  on  a heavy  protein  diet 
and  is  apparently  improving. 


Case  4088  by  Dr.  C.  B.  Palmer 

About  one  mouth  ago  this  girl  had  considerable 
dysmenorrhea  and  aside  from  that  no  history  of 
any  illness  until  Wednesday  prior  to  admission  to 
hospital,  when  she  had  been  playing  basketball. 
On  coming  home  she  vomited  but  told  her  parents 
of  no  injury  but  has  had  pain  and  today  had  con- 
siderable pain  in  right  lower  quadrant  of  abdomen. 
This  pain  became  progressively  worse  and  finally 
located  itself  in  lower  left  abdomen.  Patient  came 
to  my  office  Saturday  afternoon  complaining  of  this 
severe  pain  in  left  side.  She  was  sent  to  the  hos- 
pital. Patient’s  first  menstrual  period  appeared  in 
May  of  this  year.  She  has  been  flowing  regularly 
since  then.  Flow  was  profuse,  period  lasting  only 
about  three  days.  She  gives  no  history  of  former 
illness  and  no  history  of  any  former  attack  of  ab- 
dominal pains.  She  states  that  when  playing  basket- 
ball on  Wednesday  previous  to  entrance  to  hospi- 
tal, she  was  hit  in  the  abdomen  with  a ball.  She 
suffered  much  pain  and  it  was  necessary  for  her  to 
lie  down  for  some  time  following  accident.  She  has 
had  more  or  less  constant  pain  in  lower  abdomen 
since  that  time,  especially  on  the  left.  Patient  is 
the  oldest  of  several  children  in  the  family;  all 
others  are  apparently  well. 

Physical  Examination:  Anxious  expression  of 

face;  eyes,  ears,  nose  and  throat  negative.  No  en- 
largement of  glands  of  neck.  No  findings  in  lungs; 
heart  normal  except  rapid,  pulse  120.  Abdomen, 
rigid,  lower  segment  enlarged  and  very  tense,  and 
exc.rutiatingly  painful;  enlargement  appeared  sym- 
metrical. G.  U.  negative.  Skin  clear.  Bones  and 
joints  normal.  No  vaginal  examination  was  made 
but  rectal  examination  showed  posterior  cul-de-sac 
and  left  side  of  pelvis  distended  by  rather  rigid 
mass.  The  urine  was  positive  for  acetone  and  dia- 
cetic  acid  and  had  an  occasional  blood  cell  The 
white  count  was  30,000.  86  per  cent  polys. 
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At  operation  left  tube  and  ovary  with  large  cys* 
with  hematoma  were  removed.  All  was  adherent 
to  bowels  and  omentum.  The  appendix  was  embed- 
ded in  an  omental  mass.  Appendectomy  was  done. 
The  pathologist’s  report  is  as  follows:  (a)  Appen- 
dix; sections  show  chronic  organized  exudate  on  the 
surface  and  marked  fibrosis  of  the  walls,— Chronic 
Appendicitis,  (b)  Large  ovarian  cystic  tumor,  con- 
taining soft  friable  tissue  apparently  a papillary 
type  of  growth  and  a large  amount  of  clotted 
blood.  Sections  of  the  wall  show  fibro-vascular 
structure  with  a moderate  amount  of  inflamma- 
tory infiltration.  The  cyst  cavity  is  lined  with  mass- 
es of  atypical  epithelial  cells  without  definite  ar- 
rangement. Small  particles  of  tissue  lying  in  the 
cyst  contents  show  similar  epithelium  like  cells 
resting  on  a papillary  type  of  stroma  and  contents 
are  made  up  of  partly  organized  blood  clot  and 
detached  masses  of  these  deeply  staining  cells. 
We  are  of  the  opinion  that  this  is  a papillary  ad- 
eno-carcinoma. 

The  patient  made  an  uneventful  recovery,  so  far 
as  immediate  results  are  concerned. 

DR.  GOODRICH  said  that  the  pathologist’s  dis- 
cussion is  the  important  and  interesting  part.  Such 
tumors  are  found  in  all  ages.  The  authorities  dif- 
fer as  to  the  etiology  and  the  tissues  which  are  re- 
sponsible for  the  growth.  These  tumors  were  first 
described  about  100  years  ago  and  were  referred  to 
as  warts  of  the  ovaries.  Authorities  recommend 
that  all  tumors  of  the  ovaries  should  be  removed 
together  with  the  membrane  so  that  no  part  of 
them  is  spilled  in  the  abdominal  cavity.  As  to 
diagnosis,  Williams  reviewing  the  literature  came 
to  the  conclusion  that  the  origin  was  the  general 
layer  of  the  ovary.  Certain  authorities  hold  there 
are  two  types  of  cells,  one  producing  cystic  tumors 
and  the  other  adenomata.  Metastases  are  prone  to 
occur  if  the  contents  of  the  tumor  is  spilled  into 
the  abdomen.  The  tumors  may  be  bilateral.  As  a 
rule  the  patients  with  these  tumors  have  menstrual 
disorders.  The  diagnosis  should  rest  upon  a bi- 
manual examination.  Dr.  Fattebert  asked  if  metas- 
tasis is  through  the  blood  vessel  or  from  a spill- 
ing of  the  contents  into  the  abdomen.  Dr.  Good- 
rich replied  that  pressure  upon  the  tumor  prob- 
ably caused  direct  metastasis  to  surrounding  tis- 
sues. The  treatment  of  the  tumor  is  surgical  and 
the  same  as  for  any  early  cancer.  X-ray  treatment 
has  been  tried  but  without  success.  One  case  was 

reported  in  which  radium  was  inserted  into  the 

uterus.  He  said  he  expects  that  this  case  will  prob- 
ably have  metastases  within  a year. 

DR.  JORDAN  said  he  has  seen  one  case  in  an 
eastern  hospital  this  summer.  Many  of  these  cases 
are  highly  malignant  and  tend  to  have  metastases. 

DR.  WATKINS  said  that  one  case  similar  to  this 
had  been  treated  in  this  hospital.  The  original  tu- 
mor had  been  removed.  She  had  high  voltage  radi- 
ation. Subsequent  tumors  were  removed  and  she 

was  submitted  to  radiation  but  without  apparent 

improvement.  He  reported  another  case  who  had 
been  operated  and  who  had  high  voltage  treat- 
ment and  she  has  lived  for  years  in  good  health. 

The  authorities  agree  that  all  these  cases  should 
have  prophylactic  radiation. 

DR.  MILLS  said  that  metastases  in  these  cases 
came  as  a rule  by  direct  implantation  of  parts  of 
the  tumor  or  extension  of  the  tumor  to  adjacent 
tissues.  He  reported  a case  with  nodule  of  the 
vagina  which  had  the  appearance  of  the  original 
tumor. 

Dr.  Palmer  said  the  prognosis  in  this  case  is  ex- 
tremely bad.  In  subsequent  cases  he  would  be  more 
on  the  lookout  for  a malignant  growth  and  would 
handle  it  still  more  carefully.  The  hemorrhage  in 
this  case  enlarged  the  tumor.  He  said  the  fear  of 


getting  into  a pregnant  uterus  was  a deterrent  from 
doing  the  proper  surgery.  The  tumors  : f°U\d 
have  been  opened  until  after  removal  of  the  tumor 
from  the  abdomen.  He  plans  to  give  the . pa^[ 
radiation.  A serious  feature  of  the  case  is  what 
to  tell  the  patient  and  her  family.  He  expects  to 

tell  the  family  the  dangers. 

DR  GOODRICH  says  Williams  advises  to  en 
large’  the  incision  so  as  to  remove  the  tumor  in- 
tact and  not  to  incise  the  tumor  to  reduce  its  size 
and  particular  care  must  be  taken  to  spill  no  pait 
of  the  tumor  or  its  contents. 

The  hour  of  ten  having  arrived,  the  meeting  ad 
journed  and  the  other  cases  will  be  presented  at 

the  next  meeting  rroWN.  Sec’y. 


PERSONAL  NEWS  ITEMS  FROM  EL  PASO, 
TEXAS 

DR.  EDGAR  L.  GILCREEST,  of  the  Medical  De- 
partment of  the  University  of  California  delivered  a 
lecture  on  the  “Life  and  Work  of  William  Osier’’  be- 
fore the  members  of  the  El  Paso  County  Medical  So- 
ciety and  the  Ladies’  Auxiliary  on  the  evening  of 
December  28,  1928.  Dr.  Gilcreest  was  a student  at 
Johns  Hopkins,  later  served  with  a Red  Cross  unit 
in  the  Balkan  Wars,  and  during  the  World  War 
was  with  a R.ed  Cross'  unit  stationed  at  Oxford 
University.  It  was  during  this  later  period,  when 
he  was  in  close  association  with  Osier,  that  he  made 
notes  and  gathered  material  for  this  lecture. 

DR.  S.  D.  SWOPE  has  returned  from  Havana,  Cu- 
ba, where  he  attended  a meeting  of  the  Pan-Ameri- 
can Medical  Association,  December  29  to  January  3. 
He  delivered  an  address  there  on  “The  Growing  Im- 
portance of  Industrial  Medicine  in  the  Western 
Hemisphere.”  Dr.  Swope  reports  a good  meeting, 
with  about  three  hundred  physicians  in  attendance 
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from  all  parts  of  the  Western  Hemisphere.  The 
papers  were  of  a high  character.  Dr.  Lewellys  F. 
Barker  of  Baltimore  delivered  an  ‘‘Oration  on  Medi- 
cine,” and  Dr.  Wm.  J.  Mayo  of  Rochester  an  “Ora- 
tion on  Surgery.”  Other  scientific  papers  were  pre- 
sented by  representatives  from  various  North  and 
South  American  countries,  some  of  them  being  in 
Spanish. 

DR.  FELIX  P.  MILLER  leaves  January  10  to  at- 
tend a meeting  of  the  scientific  council  of  the  Texas 
State  Medical  Association  of  which  he  is  president. 
The  council  meets  at  Temple,  Texas. 

DR.  A.  W.  MULTHAUF  has  returned  from  a 
brief  visit  to  Johns  Hopkins  Hospital  at  Baltimore. 

DR.  STEPHEN  A.  SCHUSTER  recently  spent  six 
weeks  visiting  the  clinics  on  brain  surgery  at  the 
Mayo  Clinic,  Rochester,  Minn. 


PERSONALS  AND  NEWS 

DR.  JOSEPH  M.  GREER,  after  extensive  post- 
graduate work  at  New  York  ana  other  eastern  med- 
ical centers,  extending  over  nearly  a year,  has  re- 
turned to  Phoenix  and  opened  offices  in  the  Secur- 
ity Building.  His  work  will  be  confined  to  general 
and  orthopedic  surgery. 

DR.  IRVING  F.  GRAM,  formerly  of  Buffalo,  N.Y., 
has  opened  offices  in  the  Security  Building  in  Phoe- 
nix, in  the  practice  of  eye,  ear,  nose  and  throat 
diseases.  Dr.  Gram  is  a graduate  of  the  Hahne- 
mann Medical  College  of  Philadelphia,  in  1917. 

DR.  L.  C.  WITHERSPOON,  formerly  of  El  Paso, 
now  with  the  United  Fruit  Company  in  New  Or- 
leans, spent  the  Christmas  holidays  with  friends  in 
El  Paso. 

DR.  F.  H.  JOHNSON,  of  Carrizozo,  N.  M.,  has 
been  appointed  health  officer  of  Lincoln  County  in 
that  state,  succeeding  DR.  P.  M.  SHAVER,  who  re- 
signed after  several  years  of  very  faithful  service 
in  the  office. 

DR.  T.  B.  LYON,  of  Raton,  N.  M.,  has  been  ap- 
pointed health  officer  of  Colfax  County  in  that 
state,  following  the  resignation  of  DR.  H.  W.  HEY- 
MANN. 

DR.  W.  T.  BROWN,  of  Valmora,  N.  M..  superin- 
tendent of  the  Valmora  Sanatorium,  was  the  di- 
rector of  a very  unusual  banquet  and  entertainment, 
at  the  Stevens  Hotel  in  Chicago,  the  latter  part  of 
December.  The  dinner  was  sponsored  by  the  forty- 
four  industrial  concerns  in  Chicago  who  built  and 
equipped  this  sanatorium  for  their  tuberculous  em- 
ployees. More  than  600  of  the  leading  physicians  of 
Chicago  attended  the  dinner.  In  order  to  create  the 
proper  atmosphere,  more  than  500  pieces  of  New 
Mexican  pottery  were  brought  to  Chicago,  together 
with  apples,  turkeys  and  wild  honey  also  from  that 
state.  Princess  Tsianina,  one  of  the  famous  singers 
of  western  songs,  was  an  entertainer;  Mrs.  Gladys 
Adamson  of  Raton,  N.  M.,  also  a famous  singer  of 
cowboy  songs,  sang  several  pieces;  Sefior  Henri 
Fountain,  with  his  three  sisters,  sang  Spanish  and 
western  songs.  The  Valmora  Sanatorium  was  found- 
ed 18  years  ago,  by  35  Chicago  industrial  concerns, 
as  a place  where  their  employees  could  go  for 
treatment  for  tuberculosis,  at  moderate  cost 
PHYSICIANS  OF  BISBEE,  ARIZ.,  according  to  a 
city  license  recently  adopted,  will  be  required  to 
pay  a quarterly  fee  of  §5.00,  to  practice  medicine 
in  that  city.  They  are  included  along  with  all  other 
professions  and  business  concerns  in  a new  license 
schedule. 

THE  NEW  MEXICO  STATE  BUREAU  OF 
HEALTH  is  asking  for  an  increased  appropriation 
from  the  state,  to  offset  the  withdrawal  of  aid  for- 
merly given  by  the  Rockefeller  Foundation  and  the 
Sheppard-Towner  organization.  The  Bureau’s  ex- 
penses last  year  were  §49,500,  including  the  extra 
funds  required  to  combat  the  poliomyelitis  epi- 
demic and  the  outbreak  of  malaria  in  the  Rio  Grande 


valley.  This  year,  they  ask  for  an  appropriation 
of  §44,200.  Dr.  Luckett  is  also  asking  the  U.  S.  Pub 
lie  Health  Service  to  send  a man  to  take  the  place 
of  Dr.  D.  B.  Williams,  director  of  the  Division  of 
County  Health  Work,  who  is  leaving  the  Bureau 
because  of  the  withdrawal  of  the  Rockefeller  aid. 

DR.  F.  W.  FORGE,  county  health  officer  of  Chaves 
County,  N.  M.,  has  been  forced  to  resign  because 
of  lack  of  funds.  Dr.  Forge  entered  on  this  work 
last  June,  following  some  very  admirable  newspa- 
per comment  on  the  necessity  for  full-time  trained 
service  in  this  position.  His  efforts  have  given 
general  satisfaction  and  there  is  general  regret 
that  the  county  cannot  find  the  funds  to  continue 
this  full-time  service. 

THE  SCHOOL  OF  MEDICINE  OF  THE  UNIVER- 
SITY OF  SOUTHERN  CALIFORNIA  is  the  recipi- 
ent of  a gift  of  §100,000  to  their  endowment  fund 
from  DR.  and  MRS.  W.  W.  BECKETT  of  Los  An- 
geles. Dr  Beckett  is  one  of  the  pioneer  practition- 
ers of  Southern  California,  is  medical  director  of  the 
Pacific  Mutual  Life  Insurance  Company,  and,  in 
making  this  gift,  expressed  the  desire  to  aid  in  pro- 
viding adequate  medical  training  in  southern  Cali- 
fornia. 

This  school  has  recently  made  two  appointments 
to  the  faculty.  DR.  PAUL  S.  McKIBBEN,  professor 
of  anatomy  at  the  University  of  Michigan,  has 
been  called  to  the  chair  of  anatomy.  DR.  HARRY 
J.  DEUEL,  professor  of  physiology  at  the  Univer- 
sity of  Maryland,  has  been  appointed  to  the  pro- 
fessorship in  biochemistry. 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians’  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 
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<5Very  ‘Diphtheria  Lase 

Should  ‘/Recover 

If  diagnosed  EARLY 

and  if  enough  Diphtheria  Antitoxin  is  used 

FREQUENTLY  the  physician  is  not  called  until 
dangerously  late.  Then,  especially,  a most  depend- 
able Diphtheria  Antitoxin  is  required  and  repeated 
injections  may  even  be  needed. 

Under  such  circumstances  select  Diphtheria  Anti- 
toxin, P D.  & Co.  It  is  highly  concentrated  and 
purified;  limpid  and  water-clear,  with  a minimum 
content  of  protein  substances.  The  syringe  con- 
tains 40%  more  antitoxin  units  than  the  label 
calls  for.  This  provides  for  possible  lessening  of 
activity  with  lapse  of  time,  assuring  full  label 
dosage  up  to  the  date  stamped  on  the  package. 

Diphtheria  Antitoxin,  P.  D.  & Co.,  is  supplied  in 
syringe  packages  of  latest  improved  type,  ready 
for  instant  use. 


1,000  UNITS  - 3,000  UNITS  " 5,000  UNITS 

10,000  UNITS  ' 20,000  UNITS 


Parke,  Davis  & Company 

U.  S.  License  No.  1 for  the  Manufacture  of  Biological  Products 

DETROIT,  MICHIGAN 


DIPHTHERIA  ANTITOXIN,  P.  D.  & CO.,  IS  INCLUDED  IN  N.  N.  R.  BY  THE  COUNCIL  ON  PHARMACY  AND 
CHEMISTRY  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 
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J I / is  not  necessary  to  modify  S.  M.  A.  for  normal,  full 
term  infants,  for  the  same  reason  that  it  is  not  nec- 
essary to  modify  breast  milk  — for  S.  M.  A.  contains  the  essen- 
tial food  constituents  in  proper  balance.  It  resembles  breast 
milk  not  only  in  its  protein,  carbohydrate  and  salt  content,  but 
also  in  the  character  of  the  fat.  Since  the  very  young  infant 
can  tolerate  the  fat,  as  well  as  the  other  essential  constituents  in 
S.  M.  A.,  it  is  possible  to  give  it,  in  the  same  strength,  to  nor- 
mal infants  from  birth  to  twelve  months  of  age  and  older.  As 
the  infant  grows  older,  therefore,  it  is  only  necessary  to  in- 
crease the  amount  of  S.  M.  A.,  no  change  in  formula  is  nec- 
essary. 


The  quantity  of  S.M.  A.  in  24  hours  should  be  the 
same  as  that  taken  by  the  normal  breast-fed  infant. 
The  actual  caloric  requirements  of  individual  infants 
vary,  and  consequently,  the  amount  of  S.  M.  A. 
taken  within  24  hours  will  not  be  exactly  the  same 
for  every  infant. 


MAY  WE  SEND  YOU  A TRIAL  PACKAGE? 

Manufactured  by  permission  of  the 
Babies  and  Childrens  Hospital  of  Cleveland 


© 


THE  LABORATORY  PRODUCTS  COMPANY, 


CLEVELAND 


OHIO 


We  Extend 

A 

Hearty  Welcome 

to  the 

Southwestern  Section 

of  the 

American  College 
of  Surgeons 
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Pathological  Laboratory 

Suite  320  Goodrich  Building 
Mail  Address  P.  0.  Box  1587 


Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
Harian  P.  Mills.,  M.  D. 


Clarence  N.  Boynton,  M.  A 
Wm.  J.  Horspool,  Bus.  Mgr 
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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
of  nutrition,  and  to  promote  tolerance  of  remedies. 

GASTRON — the  acid-aqueous-glycerin  extract  of  the  entire  gastric 
mucous  membrane*  prescribed  simply  by  the  name — G A S T R 0 N. 


♦Alcohol-free. 


Samples,  literature,  upon  request. 

Fairchild  Bros.  & Foster 

NEW  YORK 


Uniformity 

In  Digitalis  Therapy 
Tablets  Digitalis 


Standardized  Whole  Leaf 


J&ederle 


A FTER  YEARS  OF  STUDY  by  the  New  York  Cardiac 
-ZjL  Clinics,  their  choice  of  digitalis  products  is  a tablet 
made  from  whole  leaf  having  a potency  of  One  Cat  Unit  in 
one-and-a-half  (1V2)  grains  of  the  powdered  leaf. 

These  tablets  have  proved  to  be  well  tolerated  and  to  give 
consistent,  dependable  clinical  results.  A study*  of  four  lots  of 
standardized  powdered  leaf  by  Gold  and  De  Graff  gave  no  indica- 
tion of  loss  in  clinical  efficiency  during  a period  of  three  years. 

The  Lederle  tablets  were  developed  as  a result  of  this  work 
in  the  New  York  Cardiac  Clinics.  Only  digitalis  leaf  which  has 
been  clinically  demonstrated  to  possess  uniformity  of  action  is 
employed  in  the  preparation  of  the  Lederle  tablets.  To  ensure 
this  uniformity,  a supply  of  standardized  powdered  leaf  suffi- 
ciently large  to  last  for  several  years  is  employed;  and  when  5 to 
10%  of  this  quantity  has  been  used,  a like  amount  of  standardized 
powdered  leaf  is  added  to  the  remaining  stock.  By  this  method, 
there  can  at  no  time  be  any  appreciable  variation  in  the  clini- 
cal results  obtained  from  tablets  made  from  such  standardized 
leaf. 

Tablets  Digitalis  (Whole  Leaf)  Lederle  are  supplied  in  three 
sizes:  2 Cat  Units  (3  grains);  1 Cat  Unit  (lH  grains);  and  Vz  Cat 
Unit  ( % grain). 

* Gold  £/  De  Graff,  Jour.  AMA. , Mar.  31 , ’28.  p.  1016. 

Lederle  Antitoxin  Laboratories 

511  FIFTH  AVENUE,  NEW  YORK  CITY 


Physicians’  samples  and  literature  upon  request 


Dr 


Street 


City 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  provides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 

Radium  Therapy  — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 


Deep  X-ray  Therapy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  to  confer  and  cooperate  with  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 
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Specialists  in 

the  Southwest 

EL  PASO,  TEXAS 

LESLIE  M.  SMITH,  M.  D. 

J.  A.  RAWLINGS,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

and 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

HARRY  LEIGH,  M.  D. 

1029  First  National  Bank  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

bOb  Roberts-Banner  Bldg.  El  Paso 

W.  E.  VANDEVERE,  M.  D. 

Eye,  Ear.  Nose  and  Throat 

W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 

Bronchoscopy  and  Esophagoscopy 
218  Mills  Bldg.  El  Paso 

FRANKLIN  D.  GARRETT,  M.  D. 

W L BROWN.  M.  D C.  P.  BROWN.  M.  D 

BROWN  AND  BROWN 

Suite  bOb  Roberts- Banner  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

DR.  L.  A.  NEIL 

G.  WERLEY,  M.  D. 

Practice  limited  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

Diseases  of  the  Heart 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 

b01-2  Roberts-Banner  Bldg.  El  Paso 

Your  Professional  Card  in  this  space  reaches 

F.  C.  GOODWIN,  M.  D. 

Practice  Limited  to 

Orthopaedic  Surgery 

every  member  of  the  profession  in  the  entire 
southwest.  Write  for  rates. 

823-824  Mills  Bldg.  El  Paso,  Texas 

JOHN  W.  CATHCART,  M.  D. 

JAMES  VANCE,  M.  D. 

Practice  Limited  to 

and 

Surgery 

C.  H.  MASON,  M.  D. 

SIS-b  Mills  Bldg.  El  Paso 

Practice  Limited  to 

X-Ray  and  Radium 

HOURS:  11  TO  12:30 

ill  Roberts-Banner  Bldg.  El  Paso 

E.  A.  DUNCAN,  M.  D. 

K.  D.  LYNCH,  M.  D. 

Practice  Limited  to 

Genito  urinary  Surgery 

Internal  Medicine 

bib  Mills  Bldg.  El  Paso 

610  Martin  Bldg.  El  Paso 

Ill 


PHOENIX,  ARIZONA 


T.  T.  CLOHESSY.  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

224-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

614  Goodrich  Bldg.  Phoenix 


HARRY  R.  CARSON,  M.  D. 
Diseases  of  Children 
Heard  Building  Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
407  Goodrich  Bldg.  Phoenix 

H.  T.  BAILEY,  M.  D. 

Practice  Limited  to 

Eye,  Ear.  Nose  and  Throat 

S2S  Ellis  Bldg.  Phoenix 


MIHAJLO  MATANOVICH,  B.S..M  D. 

Genito  urinary  Diseases 

402  Heard  Building  Phoenix 


H.  M.  PURCELL,  M.  D. 

U ROLOGY 

207  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

50S  Goodrich  Bldg.  Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


TUCSON,  ARIZONA 


CLARENCE  E.  IDE,  M D.,  F. A.  C.  S. 
Eye,  Ear,  Nose,  Throat 
Neurology  and  Endocrinology 
Tonsillectomy  by  Electrocoagulation 
( Diathermy) 

Physicians  Building  Tucson 


Waite’s  Laboratory 

Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 

Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 

PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 
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Every  Doctor  in  the  world  knows  of  the 
Storm  Supporters 

Type  N.  “STORM”  Supporter 


Superior  to  Corsets. 
Long,  special,  laced 
back.  Soft,  low  ex- 
tension on  hips. 
Hose  supporters  at- 
tached. Patients  are 
writing  to  us  about 
these  belts,  but  we 
prefer  having  orders 
from  physicians. 


Ask  for  Literature 

Adaptable  to  Ptosis,  Hernia,  Obesity,  Preg- 
nancy, Relaxed  Sacro  Iliac  Articulations,  Kid- 
ney conditions,  High  and  Low  Operations,  etc. 

Katherine  L.  Storm,  M.  D. 

Originator,  Owner,  Maker 
1701  Diamond  St.  Philadelphia,  Pa. 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


ALBUiQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest — the  Land  of  Sunshine.  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Fe. 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proo'’  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available. 

W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.  B.  J.  Weigel,  M.  D. 
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Mellin’s  Food— A Milk  Modifier 

Constipation  in  Infancy 

HPHE  fact  that  Mellin's  Food  makes  the  curd  of  milk  soft  and  flaky  when  used  as  the  modifier 
is  a matter  to  always  have  in  mind  when  it  becomes  necessary  to  relieve  constipation  in 
the  bottle-fed  baby;  for  tough,  tenacious  masses  ot  casein  resulting  from  the  coagulation  ol 
ingested  milk,  not  properly  modified,  is  a frequent  cause  of  constipation  in  infancy. 

HPHE  fact  that  Mellin's  Food  is  free  from  starch  and  relatively  low  in  dextrins,  are  other 
matters  for  early  consideration  in  attempting  to  overcome  constipation  caused  from  the 
use  of  modifiers  containing  starch  or  carbohydrate  compounds  having  a high  dextrins  content. 

rpHE  fact  that  Mellin’s  Food  modifications  have  a practically  unlimited  range  of  adjustment 
is  also  worthy  of  attention  when  constipation  is  caused  by  fat  intolerance,  or  an  excess 
of  all  food  elements,  or  a daily  intake  of  food  far  below  normal  requirements,  for  all  such 
errors  of  diet  are  easily  corrected  by  following  the  system  of  infant  feeding  that  employs 
Mellin’s  Food  as  the  milk  modifier. 

Infants  fed  on  milk  properly  modified  with  Mellin’s  Food  are  not  troubled  with  constipation 

A pamphlet  entitled  " Constipation  in  Infancy”  and  a liberal  supply 
of  samples  of  Mellin’s  Food  will  be  sent  to  physicians  upon  request. 

Mellin’s  Food  Company,  177  State  Street,  Boston,  Mass. 


In  pneumonia 

Start  treatment  early 

In  the 

Optochin  Base 

treatment  of  pneumonia  every  hour  lost  in  beginning  treatment  is  to 
the  disadvantage  of  the  patient.  Valuable  time  may  often  be  saved 
if  the  physician  will  carry  a small  vial  of  Optochin  Base  (powder 
or  tablets)  in  his  bag  and  thus  be  prepared  to  begin  treatment 
immediately  upon  diagnosis. 

Literature  on  request 

MERCK  & CO*  Inc.  Rahway,  N*  J. 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. “hysicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 
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WHAT  TO  EXPECT  OF 

SCARLET  FEVER 
ANTITOXIN 

The  saving  of  life  and  the  prevention  of  compli- 
cations and  sequelae  by  its  early  administration. 


(1)  IN  SEVERE  CASES —IT  SAVES  LIVES 

In  one  series  of  cases  reported,  the  mortality  was  4.3%  with  antitoxin,  as 
compared  with  25%  when  antitoxin  was  not  used. 


(2)  IN  MILD  CASES, — it  prevents  complications  and  sequelae 

In  the  same  series,  the  following  observations  were  made: 


OTITIS 

MEDIA 

With  antitoxin  13% 

Without  antitoxin  43% 


MASTOIDITIS  SEVERE  CERV'L  ARTHRITIS  NEPHRITIS 
ADENITIS 

3 % 25%  3%  3% 

17%  48%  35%  17% 


The  above  outstanding  differences  in  favor  of  the  use  of  Scarlet  Fever  Antitoxin  are  in 
addition  to  its  value  (3)  for  prophylaxis,  and  (4)  for  diagnosis. 


Write  to  our  Professional  Service  Department  for  new  booklet 
“ Recent  Advances  in  the  Control  of  Scarlet  Fever” 


SQUIBB  MAKES  THE  ONLY  COMPLETE  AVAILABLE  LINE  OF 

Authorized 


SCARLET  FEVER  PRODUCTS 


Scarlet  Fever  Toxin  for  the  Dick  Test  in  pack- 
ages sufficient  for  10  and  100  tests  respectively. 


Scarlet  Fever  Toxin  for  Immunization  in  5 am- 
pul and  50  ampul  packages  respectively. 


Scarlet  Fever  Antitoxin  Prophylactic  Dose. 


Scarlet  Fever  Antitoxin  Therapeutic  Dose. 


Scarlet  Fever  Antitoxin  for  the  Diagnostic 
Blanching  Test. 
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Approved  by  the  Scarlet  Fever  Committee,  Inc. 


E-RjSquibb  & Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 

Nearest  Squibbs  Biological  Depot  728  South  Hill  St.,  Los  Angeles,  California 
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ALBERT  SOILAND  CLINIC 

1407  South  Hope  Street  Los  Angeles,  California 

Hours  9:00  to  4:00  Telephone  WEstmore  1418 


An  institution  fully  equipped  for  the  study,  diagnosis 
and  treatment  of  neoplastic  diseases 


Albert  Soiland,  M.  D.  Wm.  E.  Costolow,  M.  D. 

Orville  N.  Meland,  M.  D.  Egbert  J.  Bailey,  M.  D. 

A.  H.  Warner,  Ph.  D.,  Physicist 


Quartz-Mercury  Arc  Lamps 
Carbon  Arc  Lamps 
Deap  Therapy  Lamps 
Zoalites-Infra  Red 
Diathermy  Equipment 


Priced  from  $300.00  to  $1800.00. 
Priced  from  $47.50  to  $600.00. 
Priced  from  $10.00  to  $350.00. 
Priced  from  $15.75  to  $185.00. 


Priced  from  $50.00  to  $600.00. 
Physio-Therapy  appliances  of  all  types  carried  in  stock. 
Liberal  discount  for  Cash  or  Easy  Installment  terms. 

KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 


Everything  for  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheeror,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-Scanlon  Company. 
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The  House  of  a Thousand  Windows 

"For  the  Treatment  of  Tuberculosis” 
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PHRENICO  EXERESIS  AN  EXTRAPLEU- 
RAL THORACOPLASTY  IN  THE 
TREATMENT  OF  PULMONARY 
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CARL  A.  HEDBLOM,  M.  I). 
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(Read  before  the  Medical  and  Surgical  Associa- 
tion of  the  Southwest,  at  El  Paso,  Texas,  in  Nov- 
ember, 1927.) 

The  basis  of  the  modern  sanatorium  treat- 
ment of  pulmonary  tuberculosis  is  rest  in 
bed,  fresh  air.  sunshine,  and  an  abundance 
of  good  food.  By  such  treatment,  especially 
if  begun  early,  the  progress  of  the  disease 
is  arrested  in  the  majority  of  the  cases 
and  improvement  is  prompt  and  progressive. 
But  some  patients  treated  from  the  earliest 
onset  of  symptoms  fail  to  improve  or  lose 
ground  progressively.  In  a considerable  pro- 
portion of  the  cases  the  diagnosis  is  not 
made  until  after  the  disease  has  become  ex- 
tensive and  abscess  cavities  may  already 
have  formed.  Some  develop  complications 
such  as  hemorrhage  or  empyema.  For  such 
cases  pulmonary  compression  offers  the  best 
prospect  of  improvement  and,  in  a large 
proportion  of  them,  the  only  hope  of  a cure. 

The  obiect  of  all  forms  of  surgical  treat- 
ment is  to  collapse  and  comoress  the  dis- 
eased lung  in  whole  or  in  part  and  to  oblit- 
erate secondary  empyema. 

The  methods  by  which  a cmplete  pul- 
monary collapse  may  be  achieved  are  arti- 
ficial pneumothorax  and  extrapleural  thora- 
coplasty. A partial  collapse  is  obtained  by 
nhrenico  exeres’s  and  by  pneumolysis. 
These  methods  differ  as  to  indications  but 
are  'dentical  as  to  principle  involved. 

The  fundamental  principles  on  which  pul- 
monary collapse  is  based  may  be  set  forth 
as  follows : 

1.  Rest  of  the  diseased  lung.  In  the  great 
maiority  of  cases  this  is  bv  far  the  most 
important  end  attained.  When  the  patient 
with  an  active  tuberculosis  is  kept  in  bed  at 
absolute  bodily  rest,  a minimum  of  oxygen 
is  required  and  the  breathing  is  therefore 
slower  and  shallower  than  during  bodily 
activity,  but  the  diseased  lung  is  not  at  rest. 
It  is  kept  in  constant  activity  expanding 


and  contracting  in  volume  with  each  respira- 
tory cycle ; say,  eighteen  times  a minute, 
one  thousand  times  an  hour,  twenty-four 
thousand  times  each  day.  The  fluctuating 
intrapulmonary  pressure  incident  to  the 
change  in  lung  volume  exerts  a pump-like 
action  on  the  lymph  and  blood  stream,  ac- 
celerating this  Bow,  washing  the  toxic  prod- 
ucts in  the  tuberculous  process  into  the  gen- 
eral circulation.  It  is  these  poisonous  prod- 
ucts which  keep  up  the  fever  and  cause  the 
loss  of  appetite  and  weight,  night  sweats, 
and  other  symptoms.  The  constant  move- 
ment of  the  lung  also  tends  to  spread  the 
tuberculosis  bacilli  through  the  avenues  of 
the  blood  vessels  and  lymph  channels.  In- 
creased cough,  incident  to  it,  tends  to  fa- 
tigue the  patient  and  may  spread  the  dis- 
ease by  drawing  the  bacilli-laden  sputum  in- 
to uninvolved  portions  of  the  lung. 

In  proportion  as  the  lung  is  put  at  rest, 
these  harmful  effects  of  the  respira- 
tory motion  are  reduced.  Complete  collapse 
means  practically  complete  rest  of  the  lung. 

2.  Pulmonary  collapse  makes  possible 
complete  scar  tissue  shrinkage  of  the  lung. 
When  a tuberculous  lesion  heals,  it  does  so 
by  scar  tissue  formation  similar  to  the  scar 
tissue  healing  of  a wound  or  burn.  But  un- 
der normal  conditions  the  scar  tissue  shrink- 
age of  the  lung  is  limited  by  the  unyielding 
nature  of  the  chest  wall  and  of  the  mediasti- 
num. The  sunken  supra  and  infra  clavicu- 
lar fossae,  the  narrowing  of  the  intercostal 
soaces,  and  increased  downward  slant  of  the 
ribs,  and  the  shifting  of  the  mediastinal 
structures  towards  the  affected  side,  so  of- 
ten observed  in  chronic  fibroid  cases,  con- 
stitute irrefutable  evidence  of  the  effort  of 
the  lung  to  contract,  and  most  convincing 
evidence  of  the  need  of  mobilization  of  the 
lung  in  order  that  the  scar  tissue  contrac- 
tion may  be  complete,  thereby  the  more 
completely  encapsulating  the  tuberculous  le- 
sion. Not  infrequently,  a complete  dextro- 
cardia or  sinistrocardia  develops,  which  may 
produce  mechanical  circulatory  embarrass- 
ment, constituting  in  itself  an  indication  for 
relief  of  tension  on  the  mediastinum  by 
surgical  means. 
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3.  Pulmonary  collapse  stimulates  in- 
creased fibrous  tissue  formation  in  the  dis- 
eased lung.  It  has  been  observed  experi- 
mentally in  animals  that,  if  a normal  lung 
is  kept  in  state  of  collapse  for  a prolonged 
period,  a generalized  fibrosis  results.  In 
chronic  empyema  and  after  prolonged  ai'ti- 
ficial  pneumothorax  collapse  of  the  lung,  a 
similar  generalized  fibrosis  has  often  been 
observed.  Following  thoracoplastic  collapse 
of  a bronchiectatic  lung  I have,  in  three  in- 
stances, observed  a similar  condition.  When 
one  reflects  that  it  is  only  by  fibrous  tissue 
formation  that  a tuberculous  lesion  is  ar- 
rested, the  possible  salutary  effect  of  a pul- 
monary collapse  in  case  of  an  active  spread- 
ing lesion,  becomes  easily  apparent. 

4.  Tuberculous  pulmonary  cavities  of  any 
size  may  be  obliterated  only  by  an  approxi- 
mation of  their  walls  secondary  to  lung  col- 
lapse. Tuberculous  cavities  often  attain  the 
size  of  a hen’s  egg  and  may  become  much 
larger.  They  usually  become  secondarily  in- 
fected with  pyogenic  organisms.  When  this 
occurs,  the  absorption  of  pvogenic  toxic 
products  adds  them  to  those  due  to  the  tu- 
berculosis infection.  This  absorption  is  in- 
creased bv  the  stagnation  of  the  pus  so  apt 
to  occur  in  these  rigid  cavities.  The  haras- 
sing cough  incident  to  incomplete  evacua- 
tion, fatigues  the  patient  and  tends  to 
spread  infection  to  other  portions  of  the 
bronchial  tract.  Such  cavities  can  emptv 
and  heal  onlv  following  the  collapse  of  their 
walls  with  the  involved  portion  of  the  lung. 

5.  Pulmonary  collapse  is  the  most  effec- 
tive method  of  arresting  and  preventing 
recurrence  of  hemorrhage.  Profuse  pulmon- 
ary hemorrhage  that  is  not  controlled  by 
absolute  rest  and  suitable  medication  de- 
mands pulmonary  collapse.  Even  when  it 
appears  to  be  under  control,  uncertainty  and 
anxiety  as  to  its  recurrence  persist.  If  the 
bleeding  is  from  an  eroded  vessel  in  the 
wall  of  a cavity,  as  is  usually  the  case,  the 
pulmonary  collapse  or  compression  serves 
the  double  purpose  of  arresting  the  hemor- 
rhage and  collapsing  the  cavity. 

6.  Healing  of  the  major  pulmonary  le- 
sion bv  pulmonary  collapse  indirectly  pro- 
motes healing  of  secondary  tuberculous  le- 
sions elsewhere.  Tuberculosis  often  affects 
both  lungs  and  may  involve  almost  any  other 
organ  or  tissue  together  with  one  or  both 
lungs.  If  the  lesion  in  the  other  lung,  or 
other  organ,  is  mild  and  not  progressive, 
the  arrest  of  such  secondary  lesion  is  often 
observed  after  the  more  extensive  diseased 
lung  is  collapsed  and  its  process  is  arrested. 

I have  observed  cases  in  which  a mild  tuber- 
culous laryngitis  has  entirely  cleared  up  and 
other  cases  in  whfcb  hit  clinical  evidences  of 


a small  cavity  in  the  opposite  lung  have  en- 
tirely disappeared  following  thoracoplasty. 
Beck  has  shown  that,  if  a tuberculous  or- 
chitis is  induced  in  guinea  pigs  by  injecting 
tubercle  bacilli  into  the  testicle,  and  a sec- 
ondary arthritis  is  produced  by  similar 
means,  the  tuberculous  arthritis  heals  in  a 
much  larger  proportion  of  the  animals  fol- 
lowing orchidectomy  than  in  the  control 
animals  in  which  the  diseased  testicle  is  not 
removed.  The  favorable  effect  in  the  human 
suffering  from  two  or  more  lesions,  is  often 
observed  following  the  removal  of  a tuber- 
culous testicle,  kidney  or  a tuberculous  sal- 
pinx. Figuratively  speaking,  it  seems  that 
the  body  may  be  considered  to  possess  a cer- 
tain number  of  defense  units,  which  may  be 
deficient  in  number  to  cope  with  two  or 
more  separate  lesions  at  one  time,  but,  with 
sufficient  reinforcement  to  conquer  the  main 
lesion,  it  is  able  to  concentrate  its  own  de- 
fense units  on  the  remaining  process  and 
overcome  it. 

7.  Pulmonary  collapse  reduces  the  men- 
ace of  the  tuberculosis  carrier.  Many  pa- 
tients with  chronic  pulmonary  tuberculosis 
have  so  far  overcome  their  infection  that 
they  are  in  fair  general  health.  They  may 
show  but  little  loss  of  weight  or  strength 
and  are  able  to  be  about,  but  continue  to 
have  a productive  tuberculosis-bacilli-laden 
sputum.  Such  patients  are  a menace  to  so- 
ciety just  as  much  as  a typhoid  bacillus  car- 
rier, leaving  out  of  consideration  the  proba- 
bility that  sooner  or  later  they  are  likely  to 
develop  a tuberculous  enteritis  or  other  le- 
sion. Pulmonary  collapse  offers  the  only 
means  of  dealing  with  such  cases. 

The  methods  of  surgical  collapse  are  ex- 
trapleural thoracoplasty,  phrenico  exeresis 
and  pneumolysis.  As  phrenico  exeresis 
and  pneumolysis  result  only  in  a limited 
amount  of  collapse  as  compared  with  artifi- 
cial pneumothorax  and  thoracoplasty,  they 
will  be  considered  only  as  auxiliary  to  thor- 
acoplasty. Artificial  pneumothorax  collapse 
is,  by  common  consent,  classed  as  a part  of 
the  medical  treatment  and  its  discussion 
therefore  lies  beyond  the  limits  set  for  this 
paper.  Inasmuch,  however,  as  the  principles 
involved  are  identical  with  those  of  surgical 
collapse  and  because  the  indications  are  so 
generally  considered  to  be  the  same,  it  may 
be  in  order  to  discuss  briefly  the  relative 
indications  for  artificial  pneumothorax  and 
for  thoracoplasty,  the  only  surgical  method 
in  which  the  degree  of  collapse  of  the  lung 
is  comparable. 

The  general  assumption  among  those  in- 
terested in  this  field  seems  to  be  that,  if 
pulmonary  collapse  is  indicated,  the  method 
of  choice  is  always  artificial  pneumothorax, 
that  only  in  case  adhesions  prevent  artificial 
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pneumothorax  collapse  is  thoracoplasty  to 
be  considered. 

This  assumption  seems  to  be  based  on  the 
fact  that  artificial  pneumothorax  collapse  is 
safer,  more  complete,  and  more  conserva- 
tive, since  there  is  a prospect  of  ultimate 
restoration  of  the  lung  to  function.  It  also 
allows  for  re-expansion  of  the  lung  in  case 
the  collapse  is,  for  any  reason,  not  well  tol- 
erated. In  short,  pneumothorax  is  consid- 
ered the  treatment  of  choice,  thoracoplasty 
the  treatment  of  necessity  in  suitable  cases, 
among  those  in  which  adhesions  prevent  ade- 
quate pneumothorax  collapse  of  the  diseased 
portion  of  the  lung. 

This  doctrine  seems  to  me  far  too  sweep- 
ing. A more  fundamental  conception  is  that 
which  takes  into  consideration  the  nature  of 
the  pathological  process.  Pulmonary  tuber- 
culosis in  which  lung  collapse  of  any  kind  is 
to  be  considered,  may  be  subdivided  into  the 
active  exudative  caseating  type,  the  chronic 
proliferative  fibrotic  type,  and  a third  mixed 
group.  In  the  first,  exudative  type,  pleuritic 
adhesions  are  less  common,  the  patient  is  a 
relatively  poor  surgical  risk  and  there  is  al- 
ways question  as  to  the  fate  of  the  better 
lung.  In  such  cases,  pneumothorax  collapse, 
if  it  can  be  achieved,  is  the  only  method  to 
consider.  In  case  of  the  chronic  fibrotic 
type,  on  the  other  hand,  with  marked  evi- 
dence of  fibrous  tissue  shrinkage,  the  oppo- 
site lung  has  proven  itself  by  the  test  of 
time  to  be  relatively  intact  and  the  patient 
is  usuallv  a relatively  good  surgical  risk. 
Thoracoplasty,  in  my  opinion,  is  then  the 
treatment  of  choice  irrespective  of  whether 
or  not  pneumothorax  collapse  is  possible. 
In  such  cases,  the  prospects  of  re-expansion 
of  the  lung  are  nil,  the  risk  of  ultimate  sec- 
ondary infection  of  a persistent  pneumo- 
thorax cavity  considerable,  and  the  hazard 
of  thoracoplasty  collapse  is  relatively  small. 
Under  such  circumstances,  thoracoplasty,  in 
my  opinion,  is  the  treatment,  not  of  neces- 
sity, but  of  choice.  Tersely  stated,  artifi- 
cial pneumothorax  collapse  is  the  only  treat- 
ment to  consider  at  the  one  extreme,  repre- 
sented by  the  exudative  type  of  lesion ; thor- 
acoplasty, the  only  treatment  of  choice  at 
the  other  extreme  of  chronic  fibrotic  lesions, 
but  in  the  large  group  of  cases  between 
those,  extreme  thoracoplasty  is  to  be  advised 
only  after  artificial  pneumothorax  has  been 
tried  and  found  wanting. 

The  indications  for  the  two  or  three  stage 
extrarleural  thoracoplasty,  with  the  above 
reservations  with  respect  to  artificial  pneu- 
mothorax, mav  be  enumerated  under  the 
following  heads: 

1.  Chronic  unilateral  fibrosis  phthisis. 

2.  Adhesions  preventing  artificial  pneu- 


mothorax collapse  of  the  diseased  portion. 

3.  Persistently  recurring  sterile  effu- 
sions. 

4.  Fixation  of  the  lung  in  a collapsed  po- 
sition preventing  re-expansion  after  pneu- 
mothorax treatment  is  completed. 

5.  Infected  tuberculous  empyema. 

6.  Excessive  displacement  of  the  medi- 
astinal structures  after  healing  of  the  tuber- 
culous lesion. 

7.  Severe  or  recurrent  hemorrhages  in 
case  adhesions  prevent  artificial  pneumotho- 
rax. 

1.  Chronic  unilateral  fibrosis  phthisis. 

Patients  with  this  type  of  lesion  usually  have 
a chronic  cough  with  more  or  less  sputum 
containing  tuberculosis  bacilli.  Their  rela- 
tively high  degree  of  resistance  is  evidenced 
by  good  general  condition  after  years  of  dis- 
ease and  by  the  marked  fibrosis  shown  by 
the  retraction  of  the  chest  wall,  mediasti- 
num, and  in  some  cases  the  diaphragm,  and 
also  by  the  fact  that  the  process  remained 
localized  essentially  to  one  lung.  The  oppo- 
site lung,  as  a rule,  does  show  evidence  of 
some  involvement  in  the  nature  of  a few 
localized  rales  or  dullness  to  percussion  and 
increased  density  on  the  roentgenogram. 
Chronic  unilateral  involvement,  in  the  strict 
sense  of  the  word,  is  rare.  What  is  meant 
by  essentially  unilateral  involvement  is  that 
any  lesion  in  the  better  lung  must  be  local- 
ized, healed,  or  at  least  quiescent.  The  ma- 
jority of  the  sixty-eight  cases  which  form 
the  basis  for  this  paper  were  of  this  type. 

2.  Ad,hesions  preventing  artificial  pneu- 
mothorax of  the  diseased  portion  of  the  lung. 
Following  artificial  pneumothorax,  the  roent- 
genogram freauently  reveals  a good  collapse 
of  the  relatively  less  involved  portion  of  the 
lung,  usually  the  lower  portion,  but  no  col- 
lapse of  the  chiefly  diseased  adherent  apex. 
Even  prolonged  attempts  at  collapse  of  the 
adherent  portion,  using  positive  pressure, 
usually  fail  to  achieve  its  collapse.  Thora- 
coplasty is  indicated  in  such  cases.  If  the 
better  lung  has  proven  itself  equal  to  the 
added  respiratory  load  that  the  collapse  of 
the  healthy  portion  of  the  opposite  lung  in- 
volves, it  may  be  assumed  that  thoracoplasty 
w 11  be  well  tolerated  by  it.  Some  surgeons 
advise  localized  upper  lobe  thoracoplasty  in 
such  cases,  but  if  any  considerable  portion 
of  the  lung  gives  evidence  of  involvement, 
complete  thoracoplasty  would  seem  to  me 
the  safer  procedure. 

In  seven  cases  in  this  series,  thoracoplasty 
was  performed  following  such  incomplete 
artificial  pneumothorax  collapse.  In  six, 
there  was  a complicating  purulent  effusion. 

3.  Persistently  recurring  sterile  purulent 
effusion.  A large  serous  or  hemorrhagic  ef- 
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fusion  should  be  replaced  by  air.  A sterile 
purulent  effusion  may  clear  up  under  similar 
treatment  but  usually  it  does  not.  Prolonged 
absorption  from  such  an  effusion  leads  to 
visceral  damage.  There  is  always  some  risk 
of  secondary  infection  which  adds  greatly 
to  the  difficulty  and  hazard  of  later  attempt 
at  obliteration  of  the  cavity.  Occasionally 
a sterile  purulent  effusion  will  perforate 
into  a bronchus.  In  one  such  case  in  my  ex- 
perience the  patient  was  drowned  by  the 
sudden  evacuation  of  the  pus  into  the  bron- 
chial tree.  A marked  grade  of  thickening  of 
the  pleura  and  of  structural  changes  in  the 
ribs  incident  to  its  cicatricial  contraction  is 
often  observed  in  cases  of  long  standing. 
Such  effusions  should  be  aspirated  and  the 
cavity  obliterated  by  thoracoplasty  as  soon 
as  their  chronicity  becomes  evident. 

4.  Fixation  of  the  lung  in  position  of  col- 
lapse following  prolonged  artificial  pneumo- 
thorax treatment.  Such  fixation  is  evidenced 
by  failure  of  the  lung  to  expand  on  stopping 
or  lengthening  the  interval  between  pneumo- 
thorax refills.  A negative  tension  develops, 
which  may  reach  thirty  centimeters  or  more 
of  negative  water  pressure.  A pleural  effu- 
sion is  likely  to  develop  in  such  cases,  pre- 
sumably from  the  cupping  action  of  the  neg- 
ative tension.  In  one  case  in  my  experience, 
after  five  years  of  refills,  a negative  tension 
of  about  thirty  centimeters  water  pressure 
developed  in  three  weeks  after  a refill. 
Eventually  an  effusion  formed  which  be- 
came secondarily  infected. 

5.  Infected  tuberculous  empyema.  Sec- 
ondarily infected  tuberculous  empyema  that 
follows  “idiopathic”  pleural  effusion,  often 
does  well  treated  as  an  ordinary  empyema 
with  a circumscribed  plastic  operation  for 
the  usual  residual  cavity.  In  any  case,  how- 
ever, in  which  the  lung  on  the  affected  side 
is  known  to  be  tuberculous  and  particularly 
if  the  empyema  is  of  long  standing,  preclud- 
ing any  prospects  of  re-expansion  of  the 
lung,  a double  indication  exists  for  thora- 
coplasty. These  patients  usually  require  pre- 
liminary treatment  for  the  secondary  pyo- 
genic infection  and  often  a complete  costa- 
tectomy,  with  resection  of  the  parietal  pleu- 
ra, is  necessary  for  complete  healing.  Such 
cases  fall  under  the  relative  indications  for 
a multiple  stage  operation.  In  this  series 
there  were  fourteen  cases  of  tuberculous 
empyema,  four  secondarily  infected  requir- 
ing multiple  stage  operation. 

6.  Excessive  displacement  of  the  medi- 
astinal structures  after  healing  of  the  tuber- 
culous lesion.  Marked  extensive  fibrosis  of 
one  lung  occasionally  produces  excessive 
displacement  of  the  heart  and  other  medi- 
astinal structures  towards  the  affected  side, 


In  four  instances  of  this  series,  a complete 
acquired  dextrocardia  was  produced.  Three 
of  these  patients  had  a tachycardia  and 
dsypnea  but  showed  no  other  findings  sug- 
gestive of  an  active  tuberculosis.  In  such 
cases  the  symptoms  seem  to  be  chiefly  of 
mechanical  origin.  Thoracoplasty  resulted  in 
marked  relief  of  symptoms  in  these  cases 
even  though  the  displacement  of  the  medi- 
astinal structures  in  large  part  persisted. 

7.  Severe  or  recurrent  hemorrhage.  Re- 
peated or  profuse  hemorrhage  may  necessi- 
tate thoracoplasty  as  a final  resort,  if  ad- 
hesions prevent  artificial  collapse,  even  in 
cases  which  are  relatively  unfavorable  for 
thoracoplasty.  A localized  thoracoplasty 
over  the  most  involved  portion,  or  a pneu- 
molysis, should  be  the  first  step.  In  a re- 
cent case  the  patient  had  repeatedly  been 
exsanguinated  and  in  extremis  and  had  been 
revived  only  by  emergency  transfusions. 
There  was  a question  of  a lesion  in  the 
other  lung.  He  withstood  a three-stage  op- 
eration done  at  weekly  intervals  and  was  in 
better  condition  immediately  afterward  than 
before  the  thoracoplasty  was  begun.  An- 
other patient  belonging  to  the  active  exuda- 
tive type  of  tuberculosis,  and  with  profuse 
hemorrhages,  came  to  operation  with  a pulse 
of  150  and  in  every  way  in  poor  condition. 
The  hemorrhage  was  completely  checked 
and  the  patient’s  improvement  to  date  has 
been  most  remarkable. 

RELATIVE  INDICATIONS  FOR  A MULTIPLE 
STAGE  THORACOPLASTY 

By  a multiple  stage  thoracoplasty  is 
meant  an  operative  collapse  divided  into  as 
many  stages  as  necessary  and  with  as  much 
time  between  the  various  sittings  as  the  pa- 
tient’s condition  may  demand. 

It  is  universally  agreed  by  all  who  have 
had  experience  in  this  field,  that  the  prop- 
er choice  of  patients  is  most  important,  that 
pitfalls  may  lead  even  the  most  wary  to 
grief.  Chronicity,  fibrosis  type  of  unilateral 
lesion  and  relatively  good  condition  of  the 
patient  are  emphasized  as  pre-requisites  for 
reasonably  good  results.  But  such  stringent 
indications,  absolutely  necessary  as  they  are 
for  a one  or  two  stage  operation,  leave  a 
large  group  in  which  operation  is  indicated 
in  principle,  since  pulmonary  compression  is 
desirable  but  pneumothorax  collapse  impos- 
sible on  account  of  adhesions.  For  such 
cases  a multiple  stage  operation  offers  a fair 
prospect  of  improvement  if  not  cure. 

Among  the  types  of  cases  in  which  such 
a procedure  may  be  applied  may  be  men- 
tioned four  groups,  as  follows: 

1.  Patient  with  mixed  fibrosis  and  exu- 
dative lesions.  Patients  with  such  lesions 
typically  have  fever,  increased  pulse  rate, 
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and  marked  weight  loss.  They  are  usually 
bedridden,  at  least  in  large  measure.  If 
there  is  evidence  of  fibrosis,  it  is  usually 
not  well  marked.  Cases  are  observed,  how- 
ever, showing  every  evidence  of  a progres- 
sive lesion  after  years  of  fibrosis  which  may 
be  of  extreme  grade,  but  the  other  lung  re- 
maining, clinically  speaking,  uninvolved.  In 
twenty-eight  cases  in  my  experience,  a mul- 
tiple stage  thoracoplasty  (from  four  to 
twelve  stages)  was  followed  by  improvement 
approximating  a cure  in  twenty-seven.  Only 
one  died. 

2.  Moderately  extensive  healed  or  local- 
ized quiescent  lesion  in  the  opposite  lung. 

In  many  cases,  the  status  of  the  better  lung 
with  respect  to  activity  remains  a matter 
of  uncertainty.  In  such  cases  the  ordeal  of 
a one  or  two  or  even  three  stage  operation 
may  result  in  activity  when  a more  gradual 
collapse  might  have  prevented  it.  The  pneu- 
monic process  which  may  complicate  thora- 
coplasty is,  in  my  opinion,  more  likely  and 
of  more  serious  consequence  than  if  the  pa- 
tient has  been  kept  in  fairly  good  condition 
by  a more  gradual  collapse. 

3.  Extra-thoracic  tuberculosis  of  mild 
grade  or  non -tuberculous  disease.  ..Many  pa- 
tients give  a history  and  findings  suggestive 
of  a mild  degree  of  peritoneal  tuberculosis, 
or  there  may  be  a mild  lesion  in  the  larynx, 
the  kidney,  bone,  or  elsewhere.  Such  pa- 
tients may  be  in  relatively  much  poorer 
condition  than  appearances  indicate  and 
a minimum  operative  procedure  may  be 
withstood  when  a more  extensive  operation 
would  result  in  complications 

4.  Childhood  and  advanced  age  when  op- 
eration is  otherwise  indicated.  The  advan- 
tages of  a several  stage  operative  procedure 
here  is  obvious.  By  lessening  the  gravity  of 
the  ordeal  the  indications  may  be  extended 
beyond  the  ordinary  age  limits. 

CONTRA-INDICATIONS 

The  contra-indications  to  thoracoplasty  of 
any  type  may  be  stated  categorically,  as  fol- 
lows : 

1.  Rapidly  progressing  unilateral  lesion. 

It  must  be  emphasized  that  unilateral  in- 
volvement in  itself  does  not  constitute  an 
indication  for  thoracoplasty. 

2.  Active  progressive  tuberculosis  in  the 
opposite  lung.  As  stated,  it  may  be  very  dif- 
ficult to  decide  whether  or  not  a lesion  in 
the  better  lung  is  quiescent  or  active.  The 
collaboration  of  an  internist  who  has  follow- 
ed or  who  will  observe  the  patient  for  a suf- 
ficient period  of  time  to  determine  this 
point,  is  essential. 

3.  Active  or  extensive  extra-pulmonary 
tuberculosis.  Anyone  who  has  observed  the 
necropsy  findings  showing  involvement  of 


visceral  organs  far  more  extensive  and  ad- 
vanced than  clinical  findings  would  indicate, 
will  have  been  more  impressed  by  the  neces- 
sity of  not  under-rating  the  significance. 

4.  Conditions  contra-indicating  any  ma- 
jor surgical  procedure.  While  each  step  of 
the  multiple  stage  operation  is  in  itself  hard- 
ly to  be  classed  as  a major  procedure,  the 
combined  effect  of  the  stages  should  be  so 
considered.  Some  patients  are  in  too  poor 
condition  to  withstand  even  a first  stage 
operaiton. 

THE  ESSENTIALS  OF  OPERATIVE  TECNIQUE 

The  most  important  features  of  the  opera- 
tive procedure  seem  to  me  to  be  the  follow- 
ing: 

1.  Rigid  asepsis.  Patients  with  pulmo- 
nary tuberculosis  as  a group  withstand  sec- 
ondary infection  badly.  If  a one  or  two 
stage  operation  is  performed,  a very  exten- 
sive field  is  involved.  If  a multiple  stage 
operation  is  performed  and  infection  occurs 
following  any  one  of  them,  the  operative  field 
of  the  later  stages  will  also  become  infected. 
The  asepsis  should  be  as  rigid  as  for  a 
brain  or  bone-graft  operation.  Operative 
trauma  should  be  reduced  to  a minimum  and 
hemastasis  as  complete  as  possible.  Drain- 
age is  a lesser  evil  than  the  risk  of  infection 
in  an  undrained  wound  with  serous  accumu- 
lation. I employ  a buried  drain  having  only 
a piece  of  catgut  tied  to  the  end  of  the  drain 
protruding  through  the  skin.  The  drain  is 
removed  completely  in  twenty-four  to  forty- 
eight  hours. 

2.  Efficient  regional  anesthesia.  Local 
and  nerve  block  anesthesia  is  a very  impor- 
tant safeguard,  particularly  in  case  of  pa- 
tients having  a large  amount  of  cough  and 
sputum.  Combined  with  morphine  and  sco- 
polin,  the  operation  can  often  be  completed 
without  any  general  anesthesia.  If  the  pa- 
tient or  surgeon  prefers  to  operate  under 
general  anesthesia,  a much  smaller  amount 
of  general  anesthesia  is  required  if  combined 
with  regional  infiltration  and  nerve  block. 
If  general  anesthesia  is  used,  my  preference 
is  for  ethylene  as  the  most  effective  non- 
irritating anesthetic  available.  I consider 
the  use  of  ether  as  adding  unwarranted  ad- 
ditional risk. 

3.  Resection  of  the  first  to  and  including 
the  eleventh  ribs  for  a complete  thoraco- 
plasty. One  occasionally  sees  a patient  who 
has  had  an  incomplete  operation  with  in- 
complete collapse  and  unsatisfactory  result. 
The  resection  of  the  first  rib  is  not  particu- 
larly difficult  or  hazardous  provided  ade- 
quate exposure  is  secured  and  the  perios- 
teum is  completely  separated  all  around  the 
rib  before  resecting  it. 

4.  Resecting  the  ribs  flusfli  with  the 
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transverse  process.  If  segments  are  left 
protruding  beyond  the  transverse  processes 
the  collapse  is  less  complete. 

5.  Resection  of  sufficient  length  of  the 
ribs  to  secure  adequate  collapse.  In  many 
cases  the  mobility  of  the  ribs  has  been  so 
much  reduced  by  a prolonged  fibrous  retrac- 
tion, the  ribs  so  thickened  and  changed  in 
direction  and  the  pleura  so  stiffened  by  a 
chronic  pleural  effusion,  that  the  resection 
of  a relatively  much  larger  segment  is  nec- 
essary for  a satisfactory  collapse  than  is 
necessary  for  an  ordinary  case.  Generally 
speaking,  the  longer  the  segments  removed 
the  better  the  collapse.  The  tendency  to 
mediastinal  flutter  is  rarely  seen  even  in 
case  very  long  segments  are  resected  in  the 
course  of  a three  or  more  stage  operation. 
This  is  an  important  advantage  in  the  mul- 
tiple stage  operation. 

6.  The  number  of  stages  and  interval  be- 
tween them  should  be  according  to  the  con- 
dition of  the  individual  patient.  It  seems  to 
me  wrong  to  try  to  standardize  the  opera- 
tive procedures  for  the  treatment  of  a dis- 
eased condition  which  is  subject  to  such  a 
variety  of  pathological  changes  and  which 
gives  such  a wide  range  in  the  condition  of 
the  patient.  To  do  so  leads  inevitably  to  a 
tendency  to  fit  the  patient  to  the  operation, 
which  is  wrong  in  principle. 

My  practice  has  been  to  perform  a three- 
stage  operation  at  intervals  of  a week,  as  a 
routine  procedure  in  the  cases  constituting 
the  best  surgical  risks.  In  case  of  patients 
at  the  other  extreme,  concerning  whom 
there  is  considerable  uncertainty,  segments 
of  two  ribs  are  resected  at  the  first  stage 
and  the  extent  of  the  later  stages  is  gauged 
according  to  the  patient’s  reaction  to  each 
preceding  stage.  In  many  of  these  cases  it 
is  necessary  to  wait  two,  or  even  several, 
weeks  between  stages  and  this  may  be  ab- 
solutely necessary  if  infection  develops. 

7.  Total  costatectomy  if  necessary  to  ef- 
fect an  efficient  collapse.  In  case  of  multi- 
ple stage  operations,  particularly  if  several 
weeks  have  intervened  between  the  several 
stages,  sufficient  callus  and  regeneration  of 
the  first  resected  ribs  results  to  prevent  an 
efficient  collapse.  In  such  cases  a complete 
costatectomy  can  be  performed  with  rela- 
tive ease  and  safety  and  this  procedure  has 
always,  in  my  experience,  resulted  in  a de- 
gree of  collapse  as  complete  as  following  the 
most  favorable  one  or  two  stage  operation. 
In  case  of  chronic  empyema  with  complete 
collapse  of  the  lung,  it  is  usually  necessary 
to  resect  also  a portion  of  the  thickened 
parietal  pleura  over  the  residual  cavity. 

Phrenico  exeresis  is  a useful  operation  as 
an  adjunct  to  thoracoplasty.  As  such  it  may 


be  used:  (1)  as  a test  operatoin;  (2)  pre- 
paratory to  thoracoplasty;  (3)  to  improve 
the  collapse  following  thoracoplasty. 

As  a test  operation,  it  is  particularly  use- 
ful in  detecting  any  tendency  to  respiratory 
incapacity  of  the  better  lung,  particularly 
in  case  of  patients  with  low  vital  capacity 
readings.  One  of  my  patients  with  a chronic 
inactive  tuberculosis,  died  of  respiratory 
insufficiency  a few  days  following  phrenico 
exeresis.  Preparatory  to  thoracoplasty,  the 
operatoin  may  be  surprisingly  effective.  One 
who  had  had  constant  fever  for  a year  and 
had  been  bedridden  most  of  that  period,  be- 
came afebrile  and  almost  free  of  cough  and 
sputum  ten  days  after  phrenico  exeresis. 
Another  patient  improved  so  much  that 
thoracoplasty  has  so  far  seemed  unneces- 
sary. 

It  seems  reasonable  to  assume  that  phre- 
nico exeresis  will  result  in  a more  complete 
pulmonary  collapse  in  any  case  and  there- 
fore worthwhile  in  case  of  any  patient  in 
whom  thoracoplasty  is  indicated.  It  seems 
especially  indicated  in  case  of  lesion  at  the 
base  and  in  extreme  retraction  of  the  medi- 
astinum. 

Pneumolysis  as  an  adjunct  to  thoraco- 
plasty, has  a limited  field  of  usefulness  for 
collapse  of  cavities  that  have  remained  af- 
ter extensive  thoracoplasty.  In  two  such 
cases  in  my  experience,  both  with  persistent 
hemorrhage  after  thoracoplasty,  the  hemor- 
rhage was  virtually  eliminated  by  a muscle 
plastic  over  the  cavity. 

During  the  last  three  and  one-half  years, 
I have  performed  an  extrapleural  thora- 
coplasty on  sixty-eight  patients  with  pulmo- 
nary tuberculosis.  Forty-two  were  males, 
twenty-eight  were  females,  thirty  were  be- 
tween nineteen  and  thirty  years  of  age,  thir- 
ty between  thirty-one  and  forty,  and  eight 
beween  forty-one  and  fifty  years  of  age. 

The  probable  duration  of  the  disease  was 
under  one  year  in  one,  between  one  and  two 
years  in  twenty-five,  two  and  one-half  to 
five  years  in  eighteen,  six  to  ten  years  in 
nineteen,  and  more  than  ten  year.'  in  five. 
Of  the  last  five,  the  probable  duration  was 
ten  years  in  two,  and  twelve,  thirteen  and 
sixteen  years  respectively,  in  three.  From 
these  figurse  it  may  be  noted  that  the  dura- 
tion of  the  disease  was  under  two  years  in 
about  thirty-eight  per  cent,  and  more  than 
two  and  one-half  years  in  about  sixty-two 
per  cent. 

The  sputum  was  large  in  amount,  varying 
between  six  ounces  and  twelve  ounces  in 
about  twenty-five  per  cent.  Hemoptysis  was 
present  in  some  degree  in  half  the  cases.  In 
eight,  it  had  been  profuse.  Fourteen  had 
hemoptysis  without  cavity  signs. 
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Marked  weight  loss — thirty  to  sixty 
pounds — was  present  in  nine.  One  patient 
had  lost  one  hundred  pounds. 

The  right  lung  was  involved  in  about  thir- 
ty-five per  cent,  the  left  lung  in  about  sixty- 
five  per  cent.  In  these  cases,  in  which  the 
disease  could  be  definitely  localized,  it  was 
found  to  be  in  the  apices,  except  that  in  two 
cases  it  was  localized  in  the  right  lower  lobe 
and  in  three  in  the  left  lower  lobe.  Diffuse 
pleuritis  and  lung  changes  prevented  local- 
ization in  six  cases  in  which  the  right  lung 
was  involved  and  in  sixteen  in  which  the 
left  lung  was  involved.  Cavity  signs  were 
elicited  at  the  apex  in  twenty-four,  at  the 
base  in  three,  and  in  the  middle  portion  of 
the  lung  in  one. 

The  heart  was  more  or  less  displaced  to- 
wards the  affected  side  in  a large  proportion 
of  the  cases.  In  four  there  was  a complete 
dextrocardia. 

There  were  indications  of  involvement  in 
the  better  lung  in  the  form  of  rales,  dullness 
to  percussion,  and  increased  density  in  the 
roentgenogram,  in  thirty-four  (fifty  per 
cent)  of  the  cases.  Such  findings  were  lo- 
calized in  the  upper  part  of  the  lung  in  twen- 
ty-nine, the  middle  portion  in  four,  and  the 
base  in  one.  In  one  patient  no  evidence  was 
found  clinically,  but  necropsy  showed  a 
caseating  tuberculosis  of  the  better  lung. 

An  artificial  pneumothorax  had  been  at- 
tempted but  proved  entirely  unsuccessful  in 
eight,  an  incomplete  collapse  was  obtained 
in  thirteen,  and  a complete  collapse  had  been 
achieved  at  some  time  in  the  course  of  the 
illness  in  eighteen.  Three  of  these  patients 
presented  themselves  with  a serous  effusion 
and  fourteen  with  an  empyema  following 
such  pneumothorax  treatment.  One  other 
patient  had  a serous  effusion  and  three  an 
empyema.  A spontaneous  pneumothorax 
with  empyema  had  developed  in  one.  In 
eight  of  the  empyema  cases,  drainage  for 
the  residual  empyema  had  been  instituted. 

A phrenico  exeresis  was  performed  pre- 
liminary to  the  thoracoplasty  in  twenty- 
eight.  Seven  of  these  showed  remarkable 
improvement  in  the  course  of  a month  fol- 
lowing this  operation.  One  patient  who  had 
been  bedridden  and  continuously  febrile  for 
a year  became  afebrile  in  ten  days.  Six 
months  after  thoracoplasty,  she  is  symp- 
tomatically entirely  well  and  has  gained  for-, 
ty  pounds.  Another  patient  improved  so 
much  following  preliminary  phrenico  exere- 
sis that  a thoracoplasty  did  not  seem  indi- 
cated. 

A typical  posterior  thoracoplasty  was  per- 
formed in  two  stages  in  case  of  five  patients, 
in  three  stages  in  forty-eight,  in  four  stages 
in  nine,  in  five  stages  in  one,  and  in  seven 


stages  in  one.  The  collapse  was  insufficient 
in  twelve  patients,  in  some  because  of  a 
large  pneumothorax  or  empyema  cavity,  in 
others  because  of  a persistent  uncollapsed 
pulmonary  cavity,  with  much  cough  and 
sputum  or  hemorrhage.  A complete  extra- 
pleural costatectomy  was  performed  in  these 
cases ; in  two  stages,  in  seven ; in  three  stag- 
es, in  three;  in  four  stages,  in  one;  in  five 
stages,  in  one.  The  collapse  following  this 
secondary  complete  costatectomy  was  as 
complete  as  following  the  most  successful 
result  of  posterior  thoracoplasty. 

Shock  followed  in  spite  of  a several  stage 
posterior  thoracoplasty,  in  thirteen  patients. 
In  case  of  several  of  these,  the  operation 
involved  the  resection  of  only  two  or  three 
ribs. 

Wound  infection  developed  after  one  or 
another  stage,  in  twelve  patients.  One  pa- 
tient nearly  died  from  it.  In  several,  the 
further  stages  were  delayed  to  such  an  ex- 
tent as  to  make  the  ultimate  degree  of  col- 
lapse less  complete  than  it  would  otherwise 
have  been.  One  developed  a persistent  osteo- 
myelitis following  the  wound  infection.  Dur- 
ing the  last  year,  after  the  use  of  a buried 
drain,  removed  in  about  forty-eight  hours, 
there  has  been  no  frank  purulent  infection. 

Other  complications  were:  hemorrhage  in- 
to the  pleural  cavity,  in  one;  and  hemopty- 
sis, in  one ; pleural  effusion,  in  one ; dyspnea, 
in  five;  symptoms  suggesting  a pneumonia 
in  the  opposite  lung,  in  four ; of  a pulmonary 
abscess,  in  one;  a pleural  effusion  in  the  op- 
erated side,  in  one;  and  sputum  of  a pre-ex- 
isting sterile  tuberculosis  empyema,  in  one. 

There  were  three  deaths  within  three 
weeks  following  operation,  giving  an  opera- 
tive mortality  of  four  and  four-tenths  per 
cent  by  patients,  and  one  and  three-tenths 
per  cent  by  operation.  One  died  suddenly 
the  second  day  after  a fourth  stage  opera- 
tion, following  a sudden  onset  of  dyspnea 
and  cyanosis;  one  on  the  third  day  after  a 
second  stage  operation,  following  a perfora- 
tion into  the  bronchial  tract  of  a sterile 
tuberculous  empyema.  Necropsies  were  not 
allowed  in  either  of  them. 

The  third  patient  died  after  the  first  stage 
resection  of  two  ribs.  Necropsy  revealed  a 
caseating  process  in  the  opposite  lung  and 
a tuberculous  peritonitis.  A loss  of  weight 
of  100  pounds,  marked  weakness,  and  a pro- 
gressive downward  course,  should  have  been 
sufficient  to  preclude  operation  in  this  case 
even  though  the  secondary  lesions  were 
overlooked,  but  it  should  be  emphasized  that 
at  least  a third  of  the  total  series  of  patients 
were  relatively  poor  risks  even  for  a sev- 
eral stage  operation  and  some  of  the  most 
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gratifying  results  were  obtained  in  case  of 
some  such  patients. 

The  total  number  of  deaths  from  the  time 
of  operation  to  the  present,  including  the 
above  three,  is  six,  or  eight  and  eight-tenths 
per  cent.  One  patient  who  died  from  an 
automobile  accident  a year  after  operation 
and  who  had  been  practically  symptom  free 
up  to  the  time  of  the  accident,  is  not  includ- 
ed in  this  mortality  series. 

Of  the  sixty  who  survive,  two  were  not 
improved.  All  the  remaining  were  improved 
in  varying  degree  approximating  a complete 
symptomatic  cure.  Many  of  them  have  re- 
turned to  their  former  occupations  and  are 
living  normal  lives.  Of  twenty-one  of  these 
patients,  operated  upon  during  1925  and 
1926,  all  are  living,  none  have  any  symptoms 
of  an  active  tuberculosis.  Fourteen  of  them 
are  back  at  their  former  occupations. 


ILLUSTRATIONS 


1.  I.  L.  Pulmonary  tuberculosis  of  the  right  low- 
er lobe  with  cavitation.  Roentgenogram  showing 
small  degree  of  collapse  resulting  from  resection 
of  the  lower  five  ribs,  done  elsewhere,  one  year  be- 
fore thoracoplasty  was  begun. 


2.  I.  L.  Roentgenogram  showing  complete  col- 
lapse resulting  from  resection  posteriorly  of  the 
upper  eleven  ribs,  including  resection  of  the  re- 
generated lower  five. 


3.  I.  L.  Roentgenogram  showing  a relatively 
complete  collapse  of  the  involved  lower  lobe  fol- 
lowing complete  costatectomy. 
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4.  E.  Y.  L.  Bilateral  pulmonary  tuberculosis. 
Extensive  involvement  on  the  right  before  phrenico 
exeresis. 


G.  MRS.  C.  H.  M.  Right  pulmonary  tuberculo- 
sis. The  roentgenogram  taken  during  the  incipient 
stage.  Note  heart  in  normal  position. 


5.  E.  V.  L.  Roentgenogram  after  phrenico  exer- 
esis. Patient  gained  sixty  pounds  in  weight  and 
is  relatively  symptom-free  two  years  following  the 
operation. 


7.  MRS.  C.  H.  M.  Roentgenogram  taken  eight 
years  later,  showing  very  extensive  right- 
sided involvement,  with  complete  dextrocardia.  Pa- 
tient in  the  terminal  stages. 
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8.  B.  T.  Right  lower  lobe  pulmonary  tuberculo- 
sis following  phrenic  nerve  resection. 


9.  B.  T.  Roentgenogram  showing  incomplete  col- 
lapse of  the  lung  after  completion  of  the  posterior 
thoracoplasty. 


11.  B.  T.  Photograph  of  the  patient  taken  two 
years  after  completion  of  the  operation.  Patient 
symptom-free  except  for  dyspnea  on  exertion. 
Gained  ninety  pounds. 
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12.  C.  C.  Roentgenogram  showing  right  upper 
lobe  pulmonary  tuberculosis,  lower  lobe  partially 
collapsed  by  artificial  pneumothorax.  Patient  had 
been  in  sanitarium  for  five  years. 


14.  C.  C.  Complete  collapse  of  right  lung  follow- 
ing complete  costatectomy.  Patient  has  remained 
symptom-free,  gained  forty  pounds  in  weight,  and 
is  back  at  work. 


13.  C.  C.  Incomplete  collapse  of  the  upper  por- 
tion of  the  lung  following  posterior  extrapleural 
thoracoplasty. 


15.  V.  Z.  Lift-sided  pulmonary  tuberculosis  left 
upper  lobe.  Incomplete  pneumothorax  collapse  of 
the  lower  lobe  with  tuberculosis  pyponeumothorax 
Patient  had  been  in  sanitarium  under  treatment  for 
two  years. 
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16.  V.  Z.  Roentgenogram  following  completion 
of  posterior  thoracoplasty. 


17.  V.  Z.  Photograph  showing  line  of  incision, 
three  stage  operation.  Note  relatively  small  degree 
of  deformity. 


THE  WEAK  PAINFUL  FOOT 
F.  C.  GOODWIN,  M.  D. 

El  Paso,  Texas 

(Read  before  the  El  Paso  County  Medical  Soci- 
ety, October  1,  1928.) 

Before  an  attempt  is  made  to  discuss  the 
weak  painful  foot  we  must  first  consider 
briefly  the  structure  of  the  foot  and  its 
functions  as  a mechanism. 

The  foot  is  made  up  of  two  transverse 
and  two  longitudinal  arches.  The  lateral 
longitudinal  arch  is  made  up  of  the  os  cal- 
cis,  cuboid  and  the  two  outer  metatarsals. 
These  bones  make  up  the  stronger  longitudi- 
nal of  the  foot.  The  medial  longitudinal 
arch  is  made  up  of  the  os  caicis,  navicular, 
astragalus,  cuneiforms  and  the  inner  three- 
metatarsals.  The  apex  of  this  arch  is  the 
astragaloealcaneal  articulation. 

The  anterior  transverse  arch  is  made  up 
of  the  heads  of  the  five  metatarsals.  The 
posterior  transverse  is  made  up  of  all  the 
tarsal  bones  and  may  be  visualized  by  in- 
specting the  imprints  of  the  two  feet  ap- 
proximated in  plaster  of  Paris.  It  will  ap- 
pear as  an  inverted  saucer  (Figure  1). 

It  is  of  utmost  importance  that  every 
practicing  physician  should  know  the  nor- 
mal ranges  of  motion  in  the  foot  and  ankle, 
and  in  which  articulation  these  are  pro- 


duced. This  is  particularly  true  in  medico- 
legal cases.  Let  us  consider  measurement 


(Fig.  1)  Shows  the  feet  approximated  in  plaster 
of  Paris  to  illustrate  arches.  (1)  Outer  longitudinal 
arch.  (2)  Anterior  transverse  arch.  (3)  Medial 
longitudinal  arch.  (4)  Posterior  transverse  arch. 

of  motion  in  the  foot  as  beginning  from  a 
point  on  a plane  drawn  through  the  foot  per- 
pendicular to  the  long  axis  of  the  leg.  (Fig. 
2a) 
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The  normal  movements  are  dorsal  flexion  ity  the  heads  of  the  metatarsals  act  as  the 
and  plantar  flexion;  adduction  and  abduc-  fulcrum;  the  calf  muscles  as  the  lever  and 
tion.  Dorsal  flexion  is  produced  in  the  an-  power.  The  weight  is  first  received  on  the 
kle  joint  or  the  articulation  of  the  tibia  and  os  calcis.  It  is  then  directed  to  the  lateral 


(Fig.  2 (a).  Dersal  flexion  15  to  20  degrees  less 
than  a right  angle.  Plantar  flexion  50  to  60  degrees 
more  than  a right  angle.  Taken  from  Whtiman. 


fibula  with  the  astragalus.  The  normal 
range  of  motion  is  fifteen  to  twenty  de- 
grees less  than  a right  angle  (Fig.  2a) . Plan- 
tar flexion  is  carried  out  in  the  same  joint. 
Normal  range  of  motion  is  fifty  to  sixty  de- 
grees more  than  a right  angle  (Fig.  2b).  Ad- 
duction and  abduction  is  made  possible  in 
the  medio-tarsal  and  subastragalar  joints; 
adduction  thirty  degrees  (Fig.  3a)  ; abduc- 
tion fifteen  degrees  (Fig.  3b). 


(iFig.  3)  (a)  Adduction  30  degrees.  Abduction  15 
degrees,  (Whitman  Orth.  Surg.) 


The  functions  of  the  feet  are  two.  They 
serve  as  passive  supports  and  as  propellers. 
To  serve  us  best  as  propellers  the  feet  should 
be  used  in  the  parallel  position,  as  this  is 
the  position  of  activity  and  averts  any  un- 
due strain  put  upon  the  adductors  and  flex- 
ors of  the  feet.  This  forces  the  weight  to 
fall  on  the  outer  longitudinal  arch,  the 
stronger  of  the  two  (Fig.  4a) . During  activ- 


(Fig.)  4)  (a)  Proper  attitude  during  activity; 

weight  is  being  received  on  outer  longitudinal  arch, 
(b)  Attitude  of  rest.  The  weight  is  thrown  on  the 
medial  longitudinal  arch.  (From  Whitman  Orth. 
Surgery). 

longitudinal  arch,  and  finally  through  the 
anterior  transverse  arch,  to  the  head  of  the 
first  metatarsal  where  the  final  impulse  is 
taken.  These  requirements  being  fulfilled, 
the  lever  is  working  at  right  angles  to  the 
fulcrum.  If  the  foot  is  abducted  or  pronated 
the  mechanism  is  thrown  out  of  gear  and 
the  lever  is  working  at  an  acute  angle  to  the 
fulcrum.  This  automatically  throws  the 
weight  of  the  body  to  the  medial  longitudi- 
nal arch,  the  weaker  of  the  two  (Fig.  4b). 

Having  reviewed  the  bony  structure  and 
musculature  of  the  foot  we  are  now  in  the 
position  to  consider  the  foot  as  a mechan- 
ism. When  a patient  comes  for  advice  and 
treatment,  we  must  keep  constantly  in  mind 
that  the  foot  is  a complex  mechanism.  For 
the  muscles  to  function  properly  the  bony 
structure  must  be  held  in  correct  alignment, 
in  such  a position  that  a line  drawn  over 
the  tibia,  would  pass  between  the  first  and 
second  metatarsals  (Fig.  5b).  When  the 
foot  is  abducted,  an  undue  strain  is  put  on 
the  ligaments  which  eventually  relax.  This 
results  in  over  work  of  the  muscles,  causing 
pain  in  the  calf,  astragalo-navicular  joint, 
and  about  the  malleoli  and  sustentaculum 
tali.  The  patient  may  not  conform  to  these 
rules  and  never  experience  any  discomfort; 
however,  he  is  at  all  times  susceptible  when 
subjected  to  a laborous  occupation,  over 
weight,  acute  illness  or  to  debilitating  dis- 
eases. 

Let  us  turn  to  a patient  who  comes  for 
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er  examination  we  find  that  the  arch  may 
relief  of  painful  feet.  On  first  inspection 
one  would  think  the  arches  had  fallen  as  the 
feet  are  flat  on  the  floor  (Fig.  5a).  On  clos- 


(Fig.  5)  (a)  Foot  adducted.  Porr  position.  Line 
of  stress  falling  to  inner  side  of  first  metatarsal. 

(b)  Foot  in  proper  position.  Line  of  stress  falling 
between  the  first  and  second  metatarsals. 

be  partiallly  or  completely  restored  by  ad- 
ducting the  foot  (Fig.  5b).  This  is  not  true 
of  pes  planus  or  physiological  flat  feet.  On 
inspecting  the  lower  leg  we  find  there  is  a 
tibial  torsion  which  is  a rotation  of  the 
tibia  inward  and  a displacement  downward 
and  inward.  Here  a line  drawn  through  the 
patella  and  over  the  crest  of  the  tibia  will 
not  pass  through  the  first  and  second  meta- 
tarsals, but  to  the  medial  side  of  the  first 
(Fig.  5a). 

Our  complex  mechanism  is  now  out  of 
physiological  alignment.  The  symptoms  are 
the  product  of  a disproportion  of  the  func- 
tion of  the  bony,  ligamentous  and  muscu- 
lar structures.  The  muscles  are  able  to  com- 
pensate for  the  disability  as  long  as  the  liga- 
ments are  not  completely  relaxed.  When 
this  arises  the  patient  loses  his  spring,  has 
a heel  gait  and  is  unable  to  walk  after  sit- 
ting a short  time.  The  feet  are  swollen,  ten- 
der and  wet  with  perspiration. 

The  discomfort  is  not  confined  to  the 
feet.  As  the  tibia  is  rotated  inward,  pain  is 
experienced  in  the  knee  joint  as  additional 
work  is  put  on  the  internal  cruciate  liga- 
ment. The  femur  is  twisted  inward  and 
causes  pain  and  tenderness  in  the  external 
rotators  of  the  thigh.  This  is  due  to  the 
strain  of  the  muscles  at  their  attachment. 

If  you  will  recall  the  origin  and  attach- 
ment of  the  psoas  major  and  pyriformis 
muscles  you  will  readily  see  that  internal 
rotation  of  the  femur  will  cause  a constant 
and  increased  pull  on  the  sacrum  and  lower 


lumbar  /ertebrae.  This  results  in  the  old 
chronic  complaint  of  low  back  pain. 

The  examination  of  feet  must  be  system- 
atic and  orderly.  The  patient  is  first  in- 
structed to  walk.  The  heel  gait,  the  abduc- 
tion and  the  awkward  slouchy  walk  immedi- 
ately reveal  the  trouble.  At  this  point  the 
shoes  should  be  examined.  They  are  worn 
on  the  medial  side.  In  the  standing  position 
the  feet  will  appear  flat.  A plumb  line 
passed  through  the  patella  and  over  the 
crest  of  the  tibia  will  pass  to  the  inner  side 
of  the  first  metatarsal  rather  than  to  the 
point  of  proper  stress.  Callosities  are  found 
on  the  outer  toes  and  under  the  anterior 
transverse  arch  if  the  condition  is  of  long 
standing.  There  is  soreness  in  the  calf,  pos- 
terior to  the  malleoli,  astragalonavicular  and 
astragalo-calcaneal  joints.  It  is  not  uncom- 
mon to  find  the  anterior  tibial  tendons  fi- 
brillating. 

After  a thorough  examination  and  an  un- 
derstanding of  the  mechanism  as  a whole, 
the  patient  is  advised  as  to  the  procedure 
which  is  to  be  followed  in  the  way  of  treat- 
ment. This  is  important  at  the  beginning 
because  it  requires  from  four  to  six  weeks 
to  obtain  any  results  with  painful  feet.  It 
is  wise  not  to  attempt  any  treatment  if  the 
patient  is  not  willing  to  give  the  necessary 
time  and  co-operation. 

TREATMENT 

For  the  usual  painful  foot  the  first  treat- 
ment must  be  directed  toward  relieving  the 
pain.  After  pain  has  been  relieved,  meas- 
ures are  instituted  to  overcome  the  deform- 
ity of  the  foot  and  in  this  way  permanent 
relief  is  ultimately  obtained.  This  permits 
us  to  institute  more  effective  treatment 
later,  which  is  exercise. 

Shoes  should  be  of  the  straight  last  type 
with  a rigid  shank.  After  proper  shoeing, 
temporary  supports  of  felt  pads  and  straps 
arc-  begun.  These  supports  are  changed  each 
week  for  four  weeks.  Beginning  the  third 
week,  plaster  of  Paris  imprints  are  made  of 
the  feet  (Fig.  6).  The  imprints  are  refilled 
with  plaster  cream.  The  resulting  model  is 
used  for  the  construction  of  any  type  sup- 
port indicated.  In  my  experience  the  Low- 
man  and  the  Whitman  arch  support  has 
served  best. 

At  the  end  of  foul*  weeks,  the  pain  will 
have  been  relieved  to  the  extent  that  the 
supports  may  be  substituted  for  the  felt 
pads  and  exercises  are  begun.  Exercises 
consist  of  raising  the  weight  of  the  body  on 
the  heels  and  metatarsals.  Supinating  the 
feet  is  most  effective.  The  exercises  must 
be  increased  daily. 

When  there  is  muscle  spasm  or  extreme 
sensitiveness,  infrared  ray  is  of  help.  Hot 
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(Fig.  6)  , (a)  Foot  in  the  corrected  position.  To 
this  model  the  supports  are  made.  Shows  the  sole  of 
the  model  with  excavation  just  back  of  the  anteior 
transverse  arch. 

and  cold  foot  baths  are  helpful  in  any  case. 

Not  infrequently  a patient  is  seen  with 
the  heel  and  sole  elevated.  One  should  not 
expect  to  get  any  marked  results  with  such 
a change.  It  has  no  tendency  to  correct  the 
deformity.  If  there  is  any  indication  to  ele- 
vate the  medial  side  of  the  shoe,  the  heel 
only  should  be  elevated.  This  has  a tendency 
to  correct  the  arch  and  the  fore  pari;  of  the 
foot  is  forced  into  adduction. 

A weak  painful  foot  may  be  confused 
with  a condition  recently  described  by  Dr. 
D.  J.  Morton  of  Yale  Medical  College.  This 
is  a painful  disorder  of  the  foot  which  Dr. 
Morton  has  termed  metarsus  atavicus.  In 
this  type  of  foot  disorder  the  first  metatar- 
sal is  shorter  than  the  second.  Increased 
stress  is  thrown  on  the  second  metatarsal, 
giving  pain  and  discomfort  in  the  anterior 
transverse  arch  and  in  the  region  of  the 
second  metal  a'rso-cimeif  orm  articulation. 
The  calf  muscles  soon  become  sore  and  ten- 
der. 

The  treatment  is  simple  and  very  effec- 
tive. An  elevation  of  one-fourth  of  an  inch 
is  put  under  the  head  of  the  first  metatar- 
sal, with  a steel  strip  extending  the  entire 
length  of  the  medial  longitudinal  arch. 

Supernumerary  bones  of  the  feet  is  a dis- 
order which  is  often  confused  with  painful 
feet.  This  is  true  of  os  tibiale  externum. 
Pain  in  these  cases  is  localized  just  behind 
the  navicular.  The  discoloration  and  the  cal- 


lus formation  is  confined  to  the  area  im- 
mediately over  the  bone.  When  there  is  a 
history  of  recent  injury,  these  cases  may 
be  confused  with  sprain  fractures. 

Of  ninety-three  cases  of  foot  disorder 
seen  in  the  past  six  months  only  three  are 
here  reported,  to  illustrate  the  various  con- 
ditions which  may  throw  a simple  weak  foot 
into  a painful  foot. 

1.  Mrs.  G.  H.,  age  49,  housewife. 

The  patient  reported  to  the  office  March  29, 
1928.  She  stated  that  until  November,  1927,  she 
had  never  experienced  any  pain  or  discomfort  in 
her  feet.  At  this  time  she  sustained  a severe 
sprain  of  both  ankles. 

The  feet  were  strapped,  but  she  failed  to  im- 
prove. She  was  unable  to  do  her  routine  house 
work  after  havnig  been  confined  to  the  house  for 
five  months. 

On  examination,  the  patient  had  an  awkward  gait 
of  the  heel  type  with  the  feet  sliding  on  the 
floor.  The  foreparts  of  the  feet  were  abducted. 
The  shoes  were  worn  on  the  medial  side.  Both  an- 
terior trensverse  arches  were  depressed.  On  ad- 
ducting the  feet  they  approached  the  pes  cavus 
type  foot,  which  is  very  prone  to  pain  and  weak- 
ness, due  to  an  exaggerated  arch.  Marked  sore- 
ness was  found  in  the  foot  with  pain  in  the 
knees,  hips  and  low  back.  The  musculature  was 
spastic. 

Proper  shoes  were  first  provided.  Straps  and 
pads  were  changed  once  each  week  for  four  weeks. 
At  the  end  of  the  third  week  Whitman  arch  sup- 
ports were  made  from  plaster  of  Paris  imprints. 

The  patient  walked  to  the  office  last  week. 
This  case  was  reported  to  show  that  a 
poorly  constructed  foot  may  be  thrown  into 
an  acute  painful  foot  with  trauma.  When 
examining  industrial  cases  this  should  not 
be  forgotten. 

2.  This  patient  gave  a history  of  having  very 
flat  feet  all  his  life  and  had  not  experienced  any 
discomfort. 

After  having  an  attack  of  diphtheria,  with  the 
administratoin  of  antitoxin,  he  was  taken  with  se- 
vere pain  in  both  feet.  The  patient  did  not  respond 
to  treatment  of  proper  shoes  and  temporary  sup- 
ports for  two  weeks.  Recalling  that  physiological 
flat  fet  rarely  became  painful,  other  sources  of 
trouble  were  sought.  After  three  abscessed  teeth 
were  extracted,  the  pain  in  the  feet  cleared  up  at 
once. 

3.  A girl  of  eighteen  years  was  thirty  pounds 
over  weight  and  following  a strenuous  occupation. 
She  dragged  into  the  office  after  having  spent 
thirty-one  days  in  bed. 

On  examniation,  the  feet  had  been  strapped  with 
adhesive.  This  was  pulling  the  feet  in  adduction. 
The  feet  were  swollen  and  red.  There  was  mark- 
ed abduction  of  the  forepart  of  the  foot  when 
weight  was  borne.  The  astragalo-navicular  joint 
was  on  the  floor.  The  musculature  of  the  feet 
was  definitely  spastic. 

Treatment  consisted  of  shoes  of  the  straight 
last  type  with  an  elevation  of  one-fourth  of  an 
inch  under  each  heel.  She  was  strapped  with  felt 
under  the  medial  longitudinal  arch  for  four  weeks. 
At  this  time  plaster  of  Paris  models  were  made 
of  the  feet  for  the  construction  of  Whitman  arch 
supports. 

At  this  time  the  patient  has  returned  to  her 
duties,  and  is  entirely  free  from  pain. 
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SPONDYLITIS  DEFORMANS  OR  MARIE 
STRUMPELL  OSTEO  ARTHRITIS 
H.  W.  SNYDER,  M.  D. 

Denver,  Colo. 

(Read  before  the  New  Mexico  Medical  Society, 
at  its  forty-sixth  Annual  Meeting,  Albuquerque, 
N.  M.,  May  10-12,  1928.) 

Spondylitis  deformans,  or  Marie  Strumpell 
osteo  arthritis,  is  a chronic  progressive  dis- 
ease of  the  spine,  beginning  with  painful 
stiffness  and  terminating  in  complete  rigid- 
ity and  a variable  degree  of  deformity.  The 
etiology  is  the  same  as  in  any  case  of  chron- 
ic infectious  arthritis,  except,  in  my  opin- 
ion, the  type  of  organism  has  a selective  af- 
finity for  the  intraspinous  and  interverte- 
bral ligamentous  tissues,  just  as  sure  as  the 
various  types  of  streptococcus  have  a selec- 
tive action  in  causing  acute  appendicitis,  ul- 
ceration of  the  stomach  and  duodenum,  gall- 
bladder infections  and  the  acute  hematoge- 
nous nephritis. 

The  toxic  factor  in  these  chronic  cases  is 
secondary,  while  traumatism  is  a secondary 
or  predisposing  cause  brought  about  by  con- 
stant strain  or  traumatism  to  the  interliga- 
mentous  tissue. 

In  the  original  reports  of  Bechterew 
(1892)  Strumpell  and  Marie  (1898)  concern- 
nig  the  disease,  the  chief  feature  of  which 
is  rigidity  of  the  spine,  they  showed  at  the 
time  of  their  publication  that  there  were 
two  distinct  forms:  one,  ankylosis  of  the 
cervical  portion  of  the  spine  with  meningo- 
myelitis:  the  other,  an  ankylosis  of  the  spine 
and  of  the  large  proxy mal  joints  of  the  ex- 
tremities without  cord  involvement. 

The  etiological  factors,  as  well  as  the  clin- 
ical pictures,  of  the  two  types  of  the  disease 
were  then  sharply  defined.  Truamatism 
with  a hereditary  predisposition,  sudden  on- 
set, a limited  kyphosis  with  ankylosis,  which 
is  not  generalized  and  does  not  involve  the 
limbs — briefly,  a condition  which  is  primar- 
ily and  strictly  localized  to  the  upper  por- 
tion of  the  spine — such  is  Bechterew’s  dis- 
ease to  which  Marie  gave  the  name  heredo- 
traumatis  kyphosis. 

The  disease  described  by  Strumpell,  and 
later  by  Marie,  as  “Spondyloze  rhizomelique” 
is  a pathological  condition  which  has  appar- 
ently nothing  to  do  with  first  form.  This 
affection  is  essentially  a general  disease  in- 
volving, not  only  the  entire  spine,  but  at 
times  the  larger  joints.  Bechterew,  in  his 
cases,  found  a degeneration  of  the  roots  and 
of  the  posterior  columns  in  the  cervico-dor- 
sal  region  of  the  cord,  with  a thickening  of 
the  pia  and  atrophic  changes  of  the  spinal 
ganglia.  He  therefore  concluded  that  the 
rigidity  and  kyphosis  were  due  to  an  insidu- 
ous  and  gradual  degeneration  of  the  roots 
and  to  a paretic  state  of  the  muscles  of  the 


spine,  which  developed  secondarily  to  a 
chronic  lesion  of  the  meninges. 

— In  spondyloze  rhizomelique  of  Strumpell- 
Mai'ie’s  type,  no  trace  of  any  inflammation 
of  the  meninges  was  found,  and  consequent- 
ly there  is  no  question  of  an  organic  involve- 
ment of  the  nervous  system. 

The  postmortem  findings  consist  of  an  os- 
sificatioin  of  the  periarticular  ligaments  and 
of  the  lateral  and  anterior  ligaments  of  the 
spine  and  hypertrophy  of  the  articular  pro- 
cesses, which  come  into  immediate  contact 
with  each  other  after  the  last  vestige  of  car- 
tilages have  disappeared,  and  a complete 
fusion  of  the  sacro-iliac  joints.  Today  we 
recognize  three  types  of  spondylitis  de- 
formans : 

(1)  A manifestation  of  general  arthritis. 

(2)  Chronic  hypertrophic  arthritis  of  the 
spine  accompanied  at  times  by  arthri- 
tis of  the  shoulders  and  hips. 

(3)  A primary  infection  of  the  spine 
alone,  without  marked  involvement  of 
the  other  joints. 

It  is  the  second  type  with  which  we  are 
interested  in  this  paper.  We  have  touched 
on  the  pathology  and  pathological  changes 
and  now  we  shall  hasten  to  the  symptoms 
and  diagnosis.  In  more  than  eighty  per  cent 
of  the  cases  the  condition  comes  on  between 
the  ages  of  twenty  and  forty,  or  the  middle 
span  of  life,  and  from  my  observation  more 
frequent  in  the  male  than  the  female;  but 
this  may  be  due  to  the  fact  that  nearly  all 
my  cases  were  in  the  male  sex,  as  a prepon- 
derance of  this  sex  has  come  under  my  ob- 
servation. The  patient  usually  complains  of 
a lame  back,  especially  on  arising  in  the 
morning;  it  may  be  stiff  for  some  time  be- 
fore movement  causes  relaxation.  As  the 
disease  progresses,  the  pain  becomes  grad- 
ually more  and  more  aggravated  by  bend- 
ing. moving  or  riding.  The  patients  move 
with  considerable  caution,  getting  up  slowly 
from  a chair  by  holding  on  to  the  arms  and 
walking  with  great  care,  and  they  are  often 
more  comfortable  when  sittnig  up  than  they 
are  when  lying  down.  They  do  not  seem  to 
gPt  entirely  over  this  stiffness,  and  eventu- 
ally the  pain  becomes  constant,  usually  in 
the  lower  dorsal  and  lumbar  spine.  The  pains 
may  be  referred  almost  anywhere,  sciatica 
or  simulated  sciatica  being  one  of  the  com- 
moner complaints.  As  a rule,  the  disease 
progresses  to  the  upper  dorsal  and  even  to 
the  cervical  spine. 

As  a portion  of  the  spine  becomes  ankyl- 
osed,  the  pain  decreases  in  this  part  and  is 
located  in  the  more  active  region.  The  dis- 
ease need  not  progress  in  this  order  for 
there  are  not  a few  cases  of  primary  cervi- 
cal involvement.  Any  marked  degree  of  this 
condition  causes  a lowering  of  the  patient’s 
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general  health  and  resistance,  loss  of  weight 
as  a rule,  some  degree  of  secondary  anemia. 
When  the  cervical  spine  is  involved,  slight 
movements  of  the  head  and  neck  become 
painful  and  the  head  may  drop  forward  on 
the  sternum. 

DIAGNOSIS 

The  diagnosis  of  spondylitis  deformans 
should  not  be  difficult.  However,  one  must 
always  bear  in  mind  the  possibility  of  tuber- 
culosis, malignant  diseases  of  the  spine,  an 
old  fracture  or  sciatica  neuritis. 

There  will  not  always  be  positive  Roent- 
gen ray  findings  but  this  need  not  exclude 
spondylitis,  for,  in  many  cases,  the  disease 
has  not  progressed  far  enough  to  show  bony 
changes  by  Roentgen  ray,  but  it  should  be 
borne  in  mind  in  the  early  stages,  particu- 
larly if  the  Roentgen  ray  is  not  positive  for 
one  of  the  other  conditions  mentioned  above. 
A Roentgen  ray  study  of  the  positive  cases 
shows,  in  most  instances,  an  opacity  of  the 
supraspinous  ligaments,  while  in  other  cases 
fascicular  hypertroohies  can  be  shown,  and 
in  some  cases  the  lateral  ligaments  are  no- 
ticeably thickened  without  definite  bony  de- 
posits. The  most  marked  changes  are  found 
on  the  sides  of  the  spinal  column,  more  or 
less  complete  hooks  are  noted  on  both  sides, 
some  being  scarcely  visible,  while  others 
form  true  “parrot  beaks.”  These  always  de- 
velop in  the  same  direction  and  are  curved. 
They  extend  downward  if  they  proceed  from 
the  lower  angle  of  a vertebra  or  upward  if 
they  proceed  from  the  upper  angle.  This  is 
due  to  calcium  infiltration  of  the  lateral  lig- 
aments. If  thev  were  new  formations  they 
would  not  be  likely  to  have  this  constant 
morphological  appearance.  The  bodies  as  a 
rule  do  not  present  any  marked  changes, 
but  the  spaces  between  the  vertebrae  are 
found  to  be  narrow  and  less  transparent, 
due,  I believe,  to  a general  infiltration  of 
bony  deposits  in  the  entire  circular  liga- 
ments. 

TREATMENT 

The  treatment  of  spondylitis  deformans 
is,  in  most  cases,  very  difficult  because 
many  of  these  cases  are  not  recognized  as 
such  until  the  disease  is  fairly  well  advanc- 
ed. As  a rule,  the  patient  has  been  given 
instructions  as  to  the  application  of  heat, 
salicylates  and  maybe  a brace  or  support 
applied  and  the  infection  is  firmly  establish- 
ed in  the  ligamentous  tissue  of  the  spine, 
which  is  a focus  within  itself.  After  we 
have  this  condition  established  to  this  de- 
gree, I want  particularly  to  call  your  atten- 
tion to  the  importance  of  support  of  the 
spine  to  prevent  deformity,  and  therebv 
prevent  muscle  strain,  pain  and  discomfort 
after  complete  ossification  of  the  spine  oc- 


curs. In  these  severely  deformed  cases,  the 
patient  goes  through  life  suffering  intense 
pain  and  discomfort ; while,  if  the  spine  is 
reasonably  normal  in  contour  and  we  have 
complete  ankylosis  or  ossification,  there  is 
very  little  discomfort,  after  this  takes  place. 
Therefore,  I want  to  insist  that  in  all  in- 
stances, prevent  (with  a proper  fitting  ap- 
pliance of  brace)  the  deformity  which  is  so 
liable  to  occur. 

DIATHERMY  AND  ELECTOTHERAPY 

The  patient  is  treated  for  a period  of  a 
week  or  ten  days  with  diathermy.  Intensive 
through  and  through  treatment  is  required 
and  it  is  important  to  cross-fire  whenever 
possible.  Bone  offers  more  resistance  to  the 
passage  of  the  high  frequency  current  and 
is  very  slow  to  heat,  but  it  retains  the  heat 
for  hours,  slowly  giving  it  up  to  the  sur- 
rounding tissues.  The  minimal  period  of 
treatment  is  thirty  minutes  but  it  is  extend- 
ed to  fortv-f’ve  minutes  whenever  possible. 
The  size  of  the  electrodes  and  the  methods 
of  applying  them  will  vary  with  the  part  of 
the  spine  involved.  The  length  of  each 
treatment  and  the  position  ni  which  the  pa- 
tient is  placed,  are  important  details.  Pain 
is  usually  markedly  relieved  within  the  first 
three  or  four  treatments.  After  this,  stimu- 
lation and  exercises  of  the  muscles  of  the 
spine  are  begun  by  means  of  an  evenly  surg- 
ing sinusoidal  current. 

Very  small  active  electrodes  permit  the 
different  muscles  to  be  picked  out  and  ex- 
ercised separately.  The  number  of  contrac- 
tions should  seldom  be  more  than  ten  a min- 
ute. The  time  of  application  is  gradually  in- 
creased. not  to  exceed  five  minutes,  but  it  is 
desirable  to  keep  the  daily  average  around 
three  minutes. 

When  polarity  as  well  as  exercise  is  de- 
sired. the  pulsating  direct  galvanic  current 
mav  be  substituted  for  the  sinusoidal. 

Exercises  are  advised  by  some,  but  I be- 
lieve that  they  should  be  used  with  care. 
Massaging  of  the  muscles  helps  in  some  in- 
stances ; stretching  is  beneficial  in  most  in- 
stances, both  in  relieving  the  pain  and  mus- 
cle spasm  and  in  preventing  deformity.  The 
table  or  bed  is  made  to  conform  somewhat 
to  the  deformity  and  the  straps  are  placed 
about  the  shoulders  as  in  treating  fractures 
with  weights.  This  is  done  dailv  for  from 
fifteen  to  forty-five  minutes.  Occupational 
therapy  is  of  value,  such  as  having  the  pa- 
tient weave  while  standing  and  reaching 
above  his  head,  or  his  work  should  be  at 
least  as  high  as  the  level  of  his  eyes. 

X-RAY 

X-ray  treatments  have  been  found  to  be 
auite  valuable  used  in  small  doses,  and  the 
dose  repeated  every  week  or  ten  days.  You 
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get  great  relief  from  such  treatment  where 
the  pain  is  very  intense.  It  is  difficult  to 
explain  the  relief  of  pain,  the  curative  action 
of  the  Roentgen  ray  in  such  cases.  It  is 
practically  certain  that  the  osseous  lesions 
are  not  affected  by  the  treatment  and  the 
normal  bone  tissue  cannot  be  restored.  But 
while  the  osteophytes  are  the  primary  le- 
sions in  such  cases,  they  apparently  play  no 
part  in  the  causation  of  pain.  It  is  the  sec- 
ondary lesion,  the  extension  of  the  inflam- 
matory or  irritative  process  to  the  interver- 
tebral foramina  which  is  the  seat  of  the 
pain.  We  must  assume,  therefore,  that  the 
Roentgen  ray  acts  on  the  connective  tissue 
surrounding  the  nerve  in  the  intervertebral 
foramen,  reducing  the  inflammation  and 
swelling,  thus  relieving  the  pressure  on  the 
nerve.  But  whatever  the  action  of  the 
Roentgen  ray  in  these  conditions,  there  is  no 
doubt  that  a large  number  of  these  cases 
are  amenable  to  Roentgen  treatment,  espe- 
cially if  the  treatment  is  applied  early. 

When  an  inflammatory  focus  exists  and 
the  radio  sensitive  cells  are  destroyed  by  the 
Roentgen  ray,  decompression  takes  place 
and  the  pain  disappears.  The  younger  the 
cells,  the  more  easily  they  are  influenced  by 
the  Roentgen  rays. 

VACCINES 

As  we  have  said  above,  and  as  it  is  gen- 
erally accepted,  that  spondylitis  deformans, 
or  Marie  Strumpell  osteo  arthritis,  is  of  in- 
fective origin,  it  seems  logical  that,  if  we 
were  able  to  isolate  a definite  organism 
which  causes  the  condition,  we  should  be 
more  able  to  combat  the  disease  with  an 
autogenous  vaccine.  Or  a stock  vaccine  could 
be  made  which  would  be  at  least  of  curative 
value,  if  not  completely  so,  in  the  early  cases. 
According  to  our  observation  the  best  re- 
sults have  been  obtained  on  the  few  cases 
where  we  have  used  autogenous  vaccines. 
These  have  been  obtained  from  the  urine 
and  they  are  of  the  streptococcus  variety, 
where  they  are  in  pairs,  but  not  gonococ- 
cus. 

Several  of  our  cases  show  no  increase  of 
involvement,  either  from  symptoms  or  a 
radiological  standpoint,  where  we  have  been 
able  to  get  an  autogenous  vaccine  from  the 
urine,  but,  unfortunately,  it  is  not  possible 
to  get  a culture  from  all  patients. 

I believe  that  the  future  treatment  of  this 
disease,  where  progress  can  be  expected,  lies 
in  vaccine  therapy. 

DISCUSSION 

DR.  GEORGE  PINESS,  Los  Angeles,  Cal.  (open- 
ing) : I should  like  to  ask  Dr.  Snyder  how  he  ob- 
tains autogenous  vaccines  in  these  cases,  and  also, 
if  possible,  the  specific  method  used.  I have  never 
taken  care  of  this  disease,  but  have  been  interest- 
ed in  the  laboratory  side  of  it.  This  type  of  case 


brings  to  my  mind  the  work  of  Burbank,  of  New 
York,  who  has  done  considerable  work  on  arthri- 
tis. His  idea  was  to  obtain  fixed  organism  by 
means  of  complement  fixation  and  isolate  the  vari- 
ous strains  of  streptococus.  I think  that  if  Dr. 
Snyder  can  isolate  the  specific  strains  and  prove 
they  are  the  fixed  strains,  then  perhaps  an  autoge- 
nous vaccine  would  give  a vaccine  that  would  af- 
ford real  relief. 

DR.  JAMES  F.  PERCY,  Los  Angeles,  Cal.:  I 
am  interested  in  Dr.  Snyder’s  paper  because  he  is 
dealing  with  chronics  and  I deal  with  chronics. 
I see  the  cancer  side  of  it.  Mine  are  more  chronic 
than  his.  One  nice  thing  about  my  type  of  can- 
cer is  that  it  does  not  live  very  long,  while  his 
hangs  on — that  is,  mine  either  get  well  or  die.  I 
did  not  hear  Dr.  Snyder  say  anything  about  spe- 
cific infection,  as  far  as  teeth  or  tonsils  are  con- 
cerned. He  probably  did,  but  I did  not  catch  it. 
My  chief  reason  for  getting  up  is  to  tell  you  about 
a woman  I treated  a year  and  a half  ago  who  had 
advanced  cancer  of  the  breast,  but  not  broken 
down,  or  affected  in  the  ordinary  sense,  but  she 
had  a miserable  arthritis — whether  it  was  this 
shrunken  type  the  doctor  mentioned  I do  not  know, 
because  I was  not  interested  in  the  arthritis  side 
of  it  and  intended  to  turn  the  case  over  to  some 
one  else  for  that  part  of  it — but  after  she  got 
through  with  her  cancer  operation  she  got  well 
of  her  arthritis.  She  had  the  lumping  of  the  spine 
the  Doctor  spoke  of,  but  she  is  entirely  well  now. 
It  is  an  interesting  thing  and  leaves  room  for  spec- 
ulation as  to  the  reason  for  it. 

I should  like  to  ask  Dr.  Snyder  if  he  has,  in  any 
of  these  cases,  taken  pictures  of  the  abdomen. 

Dr.  Smith,  in  Los  Angeles,  worked  with  Dr.  Lane 
for  a long  time  and  had  a lot  of  cures,  some 
marvelous  cures.  I saw  one  woman  whose  arthritis 
began  at  five  or  six  years  of  age.  She  was  com- 
pletely ankylosed,  arms,  spine,  neck,  everything. 
After  taking  her  colon  out,  it  was  perfectly  mar- 
velous how  much  relief  she  obtained.  Now  he  takes 
a picture,  finds  where  the  adhesions  are,  opens 
the  abdomen,  breaks  up  the  adhesions,  covers  them 
over  with  omentum,  and  a lot  of  those  people  get 
well. 

The  question  was  asked  Dr.  Snyder  whether  he 
knew  personally  if  any  of  these  cases  went  to  a 
chiropractor  and  what  result  the  patient  got,  as 
generally  this  is  the  type  of  case  that  would  fall 
into  the  hands  of  the  chiropractor. 

DR.  SNYDER  (in  closing):  I am  very  glad  for 
the  remarks  that  have  been  made  on  my  paper.  I 
read  a recent  article  written  by  the  Mayo  Clinic 
in  which  thev  called  this  condition  spondylitic  for- 
amen. Possibly  it  is  where  these  patients  so  fre- 
ouentlv  have  a sciatic  pain  down  one  leg  and  some- 
times both. 

About  the  autogenous  vaccine  I am  like  Dr.  Ep- 
ler — having  the  laboratory  do  the  work  in  these 
cases  and  personally  I know  hardly  anything  at 
all  except  what  the  laboratory  tells  us.  I have 
tried  it  on  a few  of  these  cases,  and  believe  the 
greatest  benefit  that  can  be  expected  in  treatment 
of  arthritis  of  any  form  is  going  to  be  through 
the  vaccine. 

The  Doctor  mentioned  about  specified  infection 
as  far  as  tonsils  and  teeth  are  concerned.  I think 
that  most  all  infections  come  from  somewhere 
from  the  neck  up,  teeth,  tonsils,  sinuses,  etc.,  and 
go  through  the  circulation. 

We  have  definite  types  of  biotics  that  cause 
pneumonia;  in  the  lobar  tvpe  we  have  four  strains. 

I think  that  we  have  different  strains  of  syphilitic 
organisms,  though  they  all  may  look  alike.  You 
may  have  syphilis  that  attacks  the  heart  and  cir- 
culation. You  may  have  an  aneurism  in  one  per- 
son and  an  organic  heart  lesion  maybe  in  the  same 


FEBRUARY,  1929 


71 


individual.  Then  in  another  you  may  have  syphilis 
of  the  liver.  Then  you  may  have  cerebro-spinal 
syphilis.  X-ray  the  person  and  he  dies  and  you 
cannot  find  syphilis  anywhere  else.  I believe  we 
have  various  strains  of  syphilis — one  strain  that 
will  attack  the  cerebro-spinal  system;  another  to  at- 
tack the  liver;  another  to  attack  the  lungs,  etc.  We 
often  see  a case  diagnosed  as  tuberculosis,  when 
it  is  syphilis  of  the  lungs.  Nearly  all  of  these  cases 
have  had  their  tonsils  removed,  had  their  teeth 
x-rayed,  time  and  time  again,  have  had  some  of 
them  removed  and  replaced,  and  have  had  x-rays 
of  the  gall-bladder,  x-rays  of  the  stomach,  etc. 


THE  NECESSITY  FOR  TEAM  WORK  IN 
THE  TREATMENT  OF  CANCER. 

H.  J.  ULLMANN,  M.  D. 

Santa  Barbara,  Calif. 

Director,  Department  of  Cancer  Research,  Santa 
Barbara  Cottage  Hospital. 

Read  before  the  Medical  and  Surgical  Association 
of  the  Southwest,  Albuquerque,  New  Merico,  No- 
vember 8 to  10,  1928 

The  term  cancer  is  a generic  one,  not  the 
name  of  a single  disease.  Practical  physi- 
cians and  surgeons  have  been  satisfied  , to 
consider  malignant  growths  equivalent  con- 
ditions without  regard  to  the  organs  involv- 
ed. It  was  therefore  proper  to  search  for  a 
single  causative  agent  and  neglect  many  de- 
ferences, established  by  clinical  experience, 
in  origin  and  behavior  of  related  tumors. 
Ewing,  in  his  preface  to  “Neoplastic  Dis- 
eases,” believes  that  this  point  of  view  has 
greatly  retarded  the  progress  of  the  knowl- 
edge of  tumors.  If  a physician  were  asked, 
“Is  infectious  disease  curable?”  he  could 
answer  yes  or  no  depending  on  whether  he 
had  malaria  or  pneumonic  plague  in  mind. 
This  same  questoin  in  regard  to  cancer — 
and  it  is  asked  whenever  cancer  is  under  dis- 
cussion either  by  the  laity  or  in  conversa- 
tion between  physicians — can  be  answered 
in  the  same  manner.  One  can  give  a good 
prognosis  for  a basal  cell  epithelioma  but 
an  absolutely  bad  one  for  a disseminated 
malignant  melanoma.  Is  it  not  about  time 
for  the  medical  profession  to  attack  the 
problem  of  cancer  control  and  prevention  as 
they  did  that  of  the  contagious  diseases  and 
to  study  the  diagnosis  and  treatment,  not  of 
cancer,  but  of  malignant  breast  adenomata, 
squamous  cell  eplitheliomata  and  bone  sar- 
comata? The  first  problem  is  the  education 
of  the  public  and  is  already  well  under  way, 
guided  by  The  American  Society  for  the 
Control  of  Cancer;  the  second  is  the  educa- 
tion of  the  profession  and  is  woefully  need- 
ed. 

As  it  is  with  any  ^roup  of  diseases,  so  it 
is  with  cancer  in  that  there  is  no  single 
method  of  treatment.  One  type  must  be 
treated  by  radical  excision,  another  by  ir- 
radiation with  x-ray  or  radium.  One  does 
best  with  moderate  doses  of  x-ray  over  a 
long  period,  another  with  a single  heavy 


dose.  A third  may  need  radium  implants, 
while  a fouth  should  have  surface  applica- 
tions. In  our  much  and  over-specialized  era, 
the  internist  is  not  supposed  to  be  versed  in 
the  latest  surgical  technic  or  its  possibili- 
ties in  all  cases.  He,  therefore,  frequently 
calls  on  the  surgeon  for  consultation  and  of- 
ten surrenders  his  patient  to  the  wielder  of 
the  knife.  On  the  other  hand,  the  surgeon, 
unfamiliar  with  the  possibilities  and  limita- 
tions of  x-ray  or  radium,  removes  a cancer 
of  the  breast,  although  questionably  oper- 
able, when  a consultatoin  with  a competent 
radiologist  would  have  enabled  him  to  oper- 
ate on  the  same  breast  made  frankly  oper- 
able by  proper  irradiation.  One  cannot  ex- 
pect a busy  surgeon  to  be  conversant  with 
the  uses  of  and  indications  for  radiation 
therapy,  nor  can  the  internist  be  familiar 
with  x-ray,  radium  and  the  methods  of  the 
operating  room.  He  knows  when  to  call  the 
surgeon  to  his  assistance  as  that  has  been 
part  of  his  training,  but  has  seen  nothing 
but  scattered  articles  in  his  journals  on  the 
use  of  x-ray  and  radium,  and  neither  he  nor 
the  surgeon  can  be  expected  to  read  the 
enormous  literature  on  radiation  therapy 
printed  in  the  many  special  journals.  There 
are  many  patients  with  cancer  who  are  com- 
petently treated  by  the  surgeons  without 
assistance,  but  a far  larger  number  who  are 
either  improperly  treated  by  their  physi- 
cians or  told  that  nothing  can  be  done.  Of 
this  group  there  is  a large  proportion  who 
might  be  cured  or  given  several  additional 
years  of  life,  were  they  afforded  the  prop- 
er treatment  or  combination  of  treatments. 

This  situation  can  be  met  by  either  one  of 
two  group  methods:  the  first,  the  well 
known  clinic  group;  the  second,  a loose 
friendly  group  with  no  definite  organization, 
clinical  or  financial.  In  either  group  there 
must  be  the  primary  trilogy  of  the  surgeon, 
the  internist,  and  the  radiologist,  placed 
equidistant  about  a pathologist.  This  is  the 
smallest  satisfactory  combination  and  the 
addition  of  the  other  specialists,  urologists, 
rhinolaryngologists,  etc.,  increases  immeas- 
urably the  value  of  the  service.  In  the 
smaller  centers,  combinations  are  necessary, 
such  as  a surgeon  or  internist  who  is  also  a 
pathologist  or  radiologist,  although  the  prac- 
tice of  radiology  in  all  its  branches,  when  at 
all  active,  requires  all  of  a physician’s  time 
if  he  is  to  be  competent.  To  be  a radiologist 
capable  of  treating  cancer,  the  physician 
must  be  as  familiar  with  anatomy  and  path- 
ology as  the  surgeon,  with  physiology  and 
physiological  chemistry  as  the  internist,  and, 
in  addition,  have  a practical  working  knowl- 
edge of  radiation  physics. 

The  organization  of  such  a group  as  a 
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clinic  needs  no  discussion,  as  it  is  familiar 
to  all,  but  there  are  many  communities 
where  the  clinic  is  not  practicable  and  it  is 
for  such  that  the  unorganized  group  plan  is 
suggested.  Such  grouping  must  come  about 
through  mutual  understanding,  and  it  is  by 
such  a method  that  we  meet  our  cancer 
problem  in  Santa  Barbara.  It  is  understood 
that  any  physician  may  ask  the  advice  of  a 
brother  specialist  or  colleague  in  regard  to 
a particular  case,  without  obligation  or  the 
necessity  of  calling  him  in  consultation.  For 
example:  Dr.  A.  calls  up  Dr.  B.  and  says 
that  he  has  a breast  malignancy  with  cer- 
tain glandular  involvement  and  wishes  to 
know  if  Dr.  B.  would  recommend  radiation 
alone  or  a combination  of  radiation  and  sur- 
gery. Dr.  B.  answers  to  the  best  of  his 
ability  and  may  or  may  not  hear  of  the  pa- 
tient again.  Or  Dr.  A.,  after  considering  Dr. 
B.’s  advice,  decides  to  have  him  examine 
the  case  and  so  become  a true  consultant. 
Following  this,  the  patient  may  be  cared  for 
by  Dr.  A.,  Drs.  A.  and  B.  together,  or  be 
turned  over  entirely  to  Dr.  B.  by  Dr.  A.  If 
directly  called  in  consultation,  Dr.  B.  is  in- 
formed by  Dr.  A.  of  the  financial  status  of 
the  patient  and.  in  collaboration  with  Dr. 

A. ,  adjusts  his  fee  so  that  the  fees  of  both 
physicians  will  work  no  hardship  to  the  pa- 
tient or  his  family.  There  are  times  when 

B.  can  charge  nothing  for  his  services  and 
it  is  therefore  necessary  that  A.  shall  pro- 
tect him  when  a legitimate  fee  may  be 
asked.  If  one  is  to  operate,  and  postoper- 
ative radiation  is  necessary,  he  must  adjust 
his  fee  so  that  the  other  may  receive  a 
recompense  commensurate  with  the  service 
rendered  without  involving  the  patient  in  fi- 
nancial difficulties. 

All  this  requires  mutual  respect  and  con- 
fidence among  the  members  of  the  group 
and  an  individual  sense  of  obligation  both 
to  the  patient  and  to  their  colleagues,  great- 
er than  that  required  in  ordinary  practice. 
But  it  is  not  too  much  to  expect,  and  is  no 
more  than  is  found  every  day  in  those  nhysi- 
cians  who  reverence  the  ideals  and  traditions 
of  the  second  most  altruistic  profession. 

There  are  three  prime  duties  of  the  physi- 
cian: to  heal,  to  relieve  suffering,  to  pro- 
long lif.e  It  is  surprising  that  many  physi- 
cians consider  the  treatment  of  the  cancer 
patient  useless  or  unnecessary  if  there  is 
little  or  no  hone  of  a cure.  I have  often 
heard  in  consultation:  “But  doctor,  if  you 
sav  treatment  will  not  cure  her  cancer,  why 
subject  her  to  a stay  in  the  hospital  or  to 
an  operation?  Let  us  give  her  plenty  of 
morphine  and  allow  her  to  die  in  peace.” 
What  would  the  Consulting  internist  say  if 
the  same  reply  \V**re  made  to  him  after  he 


had  admitted  that  he  could  not  restore  a 
sclerosed  mitral  valve  to  normal?  And  yet, 
hearts,  hopelessly  damaged,  so  far  as  return 
to  normal  is  concerned,  are  kept  function- 
ing for  years  under  proper  management.  So 
why  abandon  the  incurable  cancer  patient? 
There  is  nothing  more  harrowing  to  the 
average  victim  of  that  dread  disease  than 
to  have  all  treatment  stopped.  It  is  a gleam 
of  hope  to  be  told  that  treatment  will  be  re- 
newed just  as  soon  as  he  is  a little  strong- 
er. There  is  something  to  look  forward  to 
even  after  he  has  become  resigned  to  an 
ultimate  fatal  outcome.  The  process  of  do- 
ing something  helps  him  to  hope  that  the 
end  may  be  pushed  forward  a little  farther 
and  it  is  surprising  how  frequently  this  will 
occur.  It  do  not  mean  by  this  that  we  are 
justified  in  prolonging  a life  of  agonized 
suffering.  I refer  to  such  cases  as  obstruc- 
ing,  inoperable  cancers  of  the  bowel  where 
a colostomy  would  relieve  pain  and  discom- 
fort and  prolong  a useful  life;  to  foul,  ulcer- 
ating cancers  of  the  cervix  where  properly 
used  radium  applications  close  the  ulcer, 
sometimes  for  a year  or  more;  to  the  recur- 
rent or  inoperable  breast  cancer  where  con- 
servative, palliative  radiation  will  often  re- 
tard the  advancing  growth  for  months  or 
years.  The  list  is  a long  one  and  any  ex- 
perienced radiologist  has  many  such  on  his 
records. 

The  incurable  cancer  patient  is  entitled  to 
just  as  much  daily  care  and  thought  as  the 
cardiac  or  advanced  tubercular,  but  he  sel- 
dom gets  it.  I have  had  a filthy  carcinoma 
of  the  tongue  improve  so  much  under  irri- 
gations of  Dobell’s  solution  repeated  every 
four  hours  that  the  patient  thought  that  the 
cancer  was  regressing.  He  was  not  a char- 
ity patient  but  had  been  under  the  care  of 
an  unusually  able  surgeon.  His  treatment 
had  been  routine  nursing  and  morphine  at 
home.  We  are  too  ant  to  neglect  the  details 
of  treatment  when  there  is  no  hone  of  cure 
although,  as  phvsicians,  we  are  obligated  to 
give  the  incurable  cancer  patient  as  much 
daily  thought  and  attention  to  detail  as  our 
pneumonia  case  in  the  next  house.  The  can- 
cer patient  is  just  as  much  entitled  to  have 
his  diet  regulated  to  his  needs  as  the  man 
with  peptic  ulcer.  Efforts  along  these  lines 
are  well  repaid,  even  in  our  charity  cases, 
by  the  gratitude  of  the  poor  sufferers,  for 
there  is  a surprising  number  of  things  that 
may  be  done  to  relieve  both  pain  and  dis- 
tress. 

Let  each  patient  be,  instead  of  just  a 
hopeless  situation  where  the  prescriptions 
may  be  indorsed,  “Ex.  1-Art.  85,”  an  inter- 
esting problem — a personal  research  prob- 
lem,  as  it  were,  to  determine  how  much  may 
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be  done  to  relieve  suffering  and  prolong 
life.  In  no  other  way  can  we  fulfill  our  ob- 
ligation to  that  patient. 

DISCUSSION 

DR.  CRUM  EPLER,  Pueblo,  Colo:  This  excel- 

lent paper  of  Dr.  Ullmann’s  recalls  to  mind  a paper 
which  I read  when  president  of  the  Colorado  State 
Medical  Society,  and  I desire  to  say  that  the  im- 
portance of  such  a paper  is  paramount.  I gather 
that  the  essayist  made  a plea  for  the  early  diagnosis 
of  cancer.  He  made  a further  plea  to  educate  the 
profession  to  make  that  diagnosis,  the  same  as 
methods  are  in  vogue  to  teach  the  people  that  can- 
cer is  serious  no  doubt,  but  no  so  serious  diag- 
nosed early.  I feel  that,  so  far  as  is  known  at  the 
present  time,  the  only  cure  for  cancer  is  the  knife 
at  a certain  time.  Remember,  I qualify  that  state- 
ment by  “at  a certain  time” — which  time  is  early. 
Now,  if  you  are  going  to  get  these  results,  you 
must  make  the  diagnosis  early.  Therefore,  this 
paper  resolves  itself  to  a plea  for  early  diagnosis 
by  the  physician.  There  is  just  one  thing  I desire 
to  say.  I agree  with  Dr.  Ullmann  about  cooperation 
with  other  specialists  and  I agree  with  him  that 
the  treatment  of  malignancy  by  any  of  the  raying 
methods  is  a specializing  one,  so  much  so  that  I 
personally  always  refer  to  them  as  specialists.  But 
what  I was  going  to  say  is  this — the  general  prac- 
titioner (and  this  is  not  a crilticism,  but  is  just  a 
constructive  suggestion  which  I want  to  make) 
sees  this  condition  in  a woman  from  forty  to  fifty- 
five  years  old.  If  that  eroded  cervix,  under  prop- 
er treatment,  does  not  heal  in  six  weeks,  it  should 
he  removed,  because,  in  nine  times  out  of  ten,  you 
will  find  it  is  early  carcinoma. 

DR.  ULLMANN  (closing) : I appreciate  very  much 
Dr.  Epler’s  discussion  and,  although  I did  not  em- 
phasize it  directly,  early  diagnosis  is  necessary. 
Another  point  I want  to  emphasize  is  to  care  for 
the  patient,  even  if  it  be  a hopeless  case,  and  not 
turn  such  cases  over  to  a nurse  and  morphine. 
We  should  not  wait  six  weeks  to  diagnose  and 
thus  advance  carcinoma  of  the  cervix.  I make  it  a 
practice  to  always  do  a biopsy,  get  a report  quick- 
ly and  institute  treatment  within  forty-eight  hours, 
if  necessary. 


LEAD  IN  THE  TREATMENT  OF  CANCER 

H.  C.  ULLMAN,  M.  D. 

Santa  Barbara,  Calif. 

Director,  Department  of  Cancer  Research, 

Santa  Barbara  Cottage  Hospital, 

(Read  before  the  Medical  and  Surgical  Associa- 
tion of  the  Southwest,  Albuquerque,  New  Mexico, 
November  8 to  10,  1928.) 

Several  years  ago,  William  Blair  Bell,  Pro- 
fessor of  Gynecology  at  the  University  of 
Liverpool,  while  studying  the  causation  of 
abortions,  performed  a series  of  experi- 
ments to  determine  the  action  of  certain 
drugs  reputed  to  be  abortifacients.  Some  of 
these  drugs  were  lead  salts  and  he  found 
that,  when  these  salts  were  given  to  preg- 
nant rabbits  to  produce  abortion,  the  pla- 
cental tissue  became  necrotic,  but  this  ne- 
crosis was  confined  almost  exclusively  to 
the  chorionic  epithelium.  He  believed  that 
the  lead  was  taken  up  selectively  by  these 
cells.  We  have  not,  however,  been  able  to 
duplicate  this  result  in  Santa  Barbara.  The 
placenta,  in  its  growth,  approaches  more 


nearly  malignant  tumor  than  any  tissue  of 
the  body.  When  actively  growing,  the  cells 
invade  and  destroy  uterine  tissue  in  a way 
that  closely  resembles  the  invasion  and  de- 
struction of  a growing  carcinoma  and,  as 
both  chorion  and  cancer  cells  are  cells  of  a 
young,  actively  growing  type.  Bell  hoped 
that  if  the  lead  salts  killed  these  young, 
actively  growing  cells  without  materially  in- 
juring normal  tissue,  they  might  act  in  the 
same  way  on  cancer. 

In  November,  1920,  he  had  an  opportun- 
ity to  test  this.  A woman  in  her  early  thir- 
ties came  to  him  with  a rapidly  growing 
cancer  of  the  breast,  which  was  too  large 
to  be  operable.  It  was  essentially  hopeless 
for  any  known  type  of  treatment,  so  Bell 
believed  it  legitimate  to  try  the  effect  of 
lead.  He  injected  a freshly  made  prepara- 
tion of  colloidal  lead,  beginning  with  a small 
dose  and  gradually  increasing  the  amount. 
The  result  was  remarkable.  The  tumor 
shrank,  and  in  the  course  of  a few  weeks, 
the  breast  had  shrunk  to  its  normal  size  and 
appearance.  The  patient  put  on  weight,  re- 
gained health,  and  in  a little  more  than  a 
year,  was  nursing  a new-born  child  at  the 
breast  which  had  anpeared  utterly  destroyed 
by  cancer.  A portion  of  the  growth  had 
been  removed  before  treatment  and  was 
proven  by  the  microscope  to  be  carcinoma. 
Bell  did  not  report  this  result  but  immedi- 
ately started  a careful  investigation  of  the 
matter  and  a research  committee  was  form- 
ed in  the  University  of  Liverpool  to  carry 
on  the  work.  It  was  soon  found  that  an 
appreciable  percentage  of  hopeless  cancers 
could  be  apparently  completely  cured  by  the 
use  of  lead  injections,  and  now  there  are  a 
number  who  have  survived  five  years  with- 
out any  evidence  of  recurrence. 

Another  interesting  discovery  was,  that 
after  lead  injections,  a tumor  became  more 
sensitive  to  x-ray  and  radium,  and  tumors 
that  had  been  irradiated  and  become  radio- 
resistant became  again  susceptible  to  radia- 
tion. 

One  of  the  most  serious  dangers  of  the 
lead  treatment  was  found  to  be  the  neces- 
sity of  giving  as  large  a dose  as  the  patient 
could  possibly  stand,  that  is,  the  line  be- 
tween the  toxic  action  on  the  cancer  and 
the  toxic  action  on  the  body  as  a whole, 
must  be  very  narrow. 

Dr.  Bell  has  published  reports  of  his 
work  at  intervals  during  the  last  few  years, 
but  it  has  been  difficult  for  the  treatment 
to  be  tested  out  widelv  because  of  the  fact 
that  the  colloidal  lead  preparation  used  by 
him  must  be  freshly  made,  as  it  does  not 
keep  more  than  forty-eight  hours  and  few 
physicians  have  the  laboratory  facilities  or 
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the  chemical  knowledge  to  manufacture  it 
themselves. 

Following  the  report  of  Dr.  F.  C.  Wood, 
at  the  Dallas  meeting  of  the  American  Med- 
ical Association,  on  his  experiments  with 
colloidal  lead  on  cancer  animals,  we  decided 
that  the  method  showed  sufficient  value  to 
warrant  a trial.  Bell  frequently  referred  to 
the  difficulty  in  preparing  the  solution  and 
its  poor  keeping  qualities.  As  soon  as  we 
attempted  manufacture,  we  found  that  he 
was  right,  but,  after  modifying  his  technic, 
we  were  able  to  make  a solution  of  colloidal 
metallic  lead  without  any  great  difficulty. 
It  would  not  keep  well,  however,  and  our 
chemists  took  up  the  problem  of  making  it 
more  stable.  They  were  able  to  do  this  and 
we  could  ship  the  preparation  short  distanc- 
es. It  became,  however,  more  toxic  as  it 
grew  older. 

We  found,  much  to  our  disappointment, 
that  there  were  many  severe  and,  in  some 
cases,  dangerous  reactions  following  the  in- 
jections. There  was  marked  injury  to  the 
blood  and  kidneys  but,  at  the  same  time, 
we  found  considerable  effect  on  some  tu- 
mors. These  toxic  effects  were  so  alarm- 
ing in  a large  majority  of  cases  that  we 
thought  it  unwise  to  give  the  doses  recom- 
mended by  Bell  and  it  was  absolutely  neces- 
sary to  find  a less  toxic  preparation. 

As  all  lead  taken  into  the  body  is  convert- 
ed almost  immediately  into  the  markedly 
insoluble  lead  orthophosphate,  the  form  in 
which  lead  is  stored  in  the  bones,  we  hoped 
that  less  injury  might  be  produced  if  we 
injected  it  in  this  form.  This  salt  is  soluble 
only  to  the  extent  of  0.13  mg.  per  liter, 
while  the  acid  phosphate  is  one  hundred 
times  as  soluble.  The  acid  phosphate  is 
formed  from  the  orthophosphate  in  neutral 
solution,  or  in  the  presence  of  even  slight 
acidity.  Malignant  tumors  contain  a certain 
but  definite  amount  of  lactic  acid  and  are 
known  to  be  more  acid  than  normal  tissues. 
We  expected,  therefore,  that  tumors  would 
be  more  susceptible  to  the  phosphate  than 
normal  tissue,  as  the  insoluble  form  which 
was  injected  would  be  changed  in  the  tumor 
to  the  hundred  times  more  soluble,  and 
therefore  more  toxic,  salt. 

Material  was  made  and  tried  out,  first 
upon  animals  and  later  on  human  beings, 
cancer  patients,  and  we  were  much  pleased 
to  find  that  the  effect  on  the  tumors  was 
essentially  the  same  as  that  of  the  colloidal 
metallic  lead  and  that,  while  it  was  much 
less  toxic  to  the  patient  as  a whole,  it  also 
had  no  effect  on  the  kidneys  and  little  on 
the  blood  in  the  majority  of  instances.  An- 
other great  advantage  is  that  the  prepara- 
tion is  stable  and  apparently  does  not  grow 


more  toxic  with  age.  It  can  be  kept  at  room 
temperature,  ready  for  use  at  any  time. 

The  report  on  the  clinical  effects  is  not 
as  encouraging  as  it  might  be  had  I accept- 
ed for  treatment  only  those  with  some  pros- 
pect of  life  after  a cure  of  their  cancer.  Met- 
astases  to  practically  every  important  organ 
were  frequently  found  at  autopsy  and,  in 
several  instances,  only  a small  amount  of 
liver  tissue  was  found.  The  rest  of  the  or- 
gan was  carcinoma.  The  report  is,  there- 
fore, not  for  statistical  purposes,  so  far  as 
a general  evaluation  of  the  method  is  con- 
cerned, but  is  given  as  a summation  of  the 
cases  treated.  I have  seen  sufficient  action 
of  lead  on  malignant  tumors  to  warrant  fur- 
ther trial  and,  as  certain  chemical  and  path- 
ological information  has  been  obtained,  I 
shall  begin  to  limit  treatment  to  those  for 
whom,  from  my  experience,  I think  there  is 
a slight  glimmering  of  hope.  There  is  no 
question  but  that,  in  many  forms  of  cancer 
at  least,  lead  definitely  augments  the  effect 
of  radiation. 

On  going  over  the  case  records  I found  it 
impossible  to  draw  definite  conclusions  or 
calculate  percentages  without  being  unfair 
to  the  method  on  the  one  hand  or  too  opti- 
mistic on  the  other.  Last  year  I decided  not 
to  attempt  percentage  tables  until  a suffi- 
cient number  of  patients,  not  practically 
moribund,  could  be  treated,  and  some  at 
least,  past  the  five  year  period;  but  certain 
impressions  are  obtained  by  watching  these 
patients  day  by  day,  by  the  effects  found 
at  autopsy  and  by  restudying  their  records. 
These  impressions  are  placed  in  a table  as 
fractions  and  the  size  of  the  fraction  indi- 
cates my  evaluation  of  the  method  for  that 
type  of  tumor,  so  far  as  my  experience 
goes.  All  cases  are  included  whether  receiv- 
ing but  one  injection  before  death  or  not. 
A very  definite  impression  is  that  patients 
wrho  have  had  lead  require,  as  a rule,  much 
less  morphine  than  unleaded  ones  in  the 
same  condition.  This  was  first  noticed  by 
visiting  physicians  and  brought  to  my  at- 
tention. As  all  patients  receive  radiation, 
the  reduction  in  pain  may  be  due  to  that 
alone,  but  the  amount  is  frequently  so  small 
that  I attribute  it  largely  to  the  lead. 

The  table  is  a list  of  cases  treated  and  ef- 
fects observed.  By  effects  is  meant  shrink- 
age, liquification  or  disappaerance  of  tumors, 
as  seen  during  life  or  at  autopsy.  Incomplete 
are  those  who  have  received  less  than  400 
mg.  of  lead  element.  One  patient  refused 
further  treatment  because  she  thought  she 
was  progressing  so  well  that  she  had  had 
enough.  Two  refused  to  stay  longer  in  the 
hospital  because  they  were  so  far  from 
home.  The  largest  number  are  those  coming 
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for  treatment  in  a practically  moribund  con- 
dition and  given  one  or  two  injections  in  or- 
der to  observe  the  effect  on  the  tumors  at 
autopsy  and  to  obtain  material  for  chemi- 
cal analysis.  In  no  case  is  a simple  breast 
cancer  listed.  All  had  many  metastases.  One 
bladder  tumor  is  not  included  in  this  series, 
as  Dr.  James  Ewing  did  not  believe  it  suffi- 
ciently malignant,  although  he  thought  lead 
had  undoubtedly  been  the  effective  sensitiz- 
ing agent.  It  was  a large,  fungating,  papil- 
lary growth,  nearly  filling  the  bladder,  bleed- 
ing and  suppressing  urination.  The  bladder 
had  been  opened  and  the  bulk  of  the  tumor 
scooped  out,  leaving  the  base,  but  the  sur- 
geon considered  it  hopeless.  It  completely 


disappeared  under  lead  and  repeated  small 
doses  of  x-ray  totalling  less  than  a full  skin 
unit. 

A— Marked  effect  but  still  under  treatment. 

B — -Marked  effect — living  more  than  one  year. 
Tumors  recurring,  outlook  questionable.  The 
breast  is  again  under  treatment  and  respond- 
ing. 

C — Marked  effect — dead. 

D — Questionable  slight  effect. 

E — Little  or  no  effect. 

I B — Incomplete— marked  effect — living  more  than 
one  year  but  prognosis  poor  or  lost  trace  of. 
I C — Incomplete — marked  effect — dead. 

I E — Incomplete — little  or  no  effect — dead. 

U — Incomplete — under  treatment — too  early  for 
comment. 


TUMOR 


TOTAL  EFFECT  WITH  VALUE 

CASES  NUMBER  OF  EACH  FRACTION 


Breast 


15 


Cervix  uteri  

Malignant  cystadenoma  of  ovary. 
Tongue  involving  tonsil 

(extensive)  

Maxillary  and  submaxillary 

from  lip  

Bladder  

Prostate  

Cervical-branchiogenetic  

Pancreas  with  metastases  to 

lungs  and  liver  

Rectum  - 

Melanoma  generalized  

Esophagus  

Liver — primary  

Stomach  

Ovary-carcinoma  

Sigmoid  

Lung — primary  

Kidney — primary  

Face — basal  cell  

Metastases  from  testicle  

Sarcoma  thigh  muscle 

Gall  bladder — primary  


4 

4 

4 


3 

3 

2 

2 

2 

2 

2 

2 

2 

1 

1 

1 

1 

1 

1 

1 

1 


A(2) , B,  C,  D',  E,  IB(3) 


1C,  ID,  IE... 8/15 

C,  IB (2),  IE 3/4 

B.  E(2),  II)  1/8 


I).  E,  ID,  IE 1/8 

A,  IC,  ID 2/3 

ID,  IE  ( 2 ) 1/6 

IC(2),  IE  2/3 

C.  IC  2/2 


C,  ID  V- 

111(21  1/2 

E,  IE  - 0 

IE,  U ? 

IC,  IE  1/2 

U (2)  - ? 

U - ? 

E 0 

E 0 

ID  1/2 

D 0 

IC  3/4 

D 0 

A ? 


For  those  who  are  interested,  a list  of 
references  is  appended.  It  is  not  complete 
but  the  literature  is  well  covered  by  the  ref- 
erences given  in  the  articles  listed. 
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RADIOTHERAPY  IN  ST.  JOSEPH’S  HOS- 
PITAL (Phoenix) 

W.  WARNER  WATKINS,  M.  D. 

Phoenix,  Ariz. 

(Discussion  at  the  monthly  Staff  Conference  of 
St.  Joseph’s  Hospital,  Phoenix,  Ariz.,  October  9, 
1928.) 

I have  been  asked  to  present  a few  cases 
illustrative  of  the  indications  for,  and  results 
from,  radium  and  x-ray  therapy,  with  some 
discussion  of  the  general  indications  for  this 
kind  of  treatment. 

The  technic  which  we  try  to  follow  in  this 
hospital,  as  nearly  as  circumstances  will  per- 
mit, is  more  like  that  laid  down  by  Profes- 
sor Regaud,  of  the  Radium  Institute  of  the 
University  of  Paris,  than  any  other.  We  fol- 
low this  technic  partly  because  we  believe 
the  biologic  basis  for  it  is  sound  and  partly 
because  it  does  not  require  large  amounts 
of  radium  for  the  utero-vaginal  applications. 
Where  this  technic  calls  for  distance  radia- 
tion externally  with  four  grams  of  radium, 
we  substitute  x-radiation  at  200  kilovolts. 
The  Paris  Institute  admits  this  as  an  alter- 
native treatment  in  place  of  the  externally 
applied  radium. 

The  greater  number  of  the  patients  treat- 
ed in  this  hospital  by  radiation  are  those 
with  cancer  of  the  cervix  uteri.  It  will  per- 
haps be  the  most  orderly  approach  to  the 
discussion  to  review,  first,  the  classifica- 
tion of  cancer  of  the  cervix  with  reference 
to  the  degree  of  involvement,  with  the  prop- 
er indications  for  treatment.  (Much  of  the 
following  material  is  taken  from  an  article 
by  Pack  in  the  July,  1928,  issue  of  the 
Southern  Medical  Journal.) 

Group  I.  First  Degree.  Where  the  lesion 
is  limited  strictly  to  the  cervix,  it  is  known 
as  an  operable  case.  Treatment  can  be  by 
hysterectomy,  or  entirely  by  radium  applied 
to  the  cervical  canal,  or  by  radium  in  the 
cervix  followed  in  two  months  by  hysterec- 
tomy. The  Paris  Institute  does  not  advise 
post-operative  x-ray  therapy  or  a combina- 
tion of  radium  and  x-ray  in  such  cases,  their 
idea  being  that,  in  a strictly  limited  lesion, 
any  method  of  removal  or  destruction  will 
dispose  of  the  lesion  and  the  subsequent 
danger.  We  have  never  yet  felt  inclined  to 
trust  either  our  own  judgment  or  the  judg- 
ment of  the  referring  clinician,  on  the  cer- 
tainty of  the  lesion  being  localized.  We  have, 
therefore,  always  advised  the  administration 
of  a full  homogeneous  skin  unit  of  x-ray  at 
200  kilovolts  through  all  the  pelvic  struc- 
tures, following  either  hysterectomy  or  ra- 
dium. In  other  words,  we  have  never  felt 
certain,  no  matter  how  localized  the  lesion 
appeared  to  be,  that  it  was  not  in  the  sec- 
ond Group. 

Group  II.  Borderline.  Where  there  is  any 


extension  beyond  the  cervix,  either  into  the 
lateral  culdesacs  or  into  the  parametrium, 
but  without  fixation  of  the  uterus.  With 
any  evidence  of  such  extension,  operation  is 
not  advised,  and  treatment  is  by  application 
of  radium  to  the  cervix,  uterus  and  vaginal 
vault,  supplemented  by  external  radiation, 
either  by  radium  at  a distance  or  high  volt- 
age x-ray.  We,  of  course,  use  the  x-ray.  In 
some  selected  cases,  operation  is  permissible, 
two  or  more  months  after  the  radiation. 

Group  III.  Extensive.  Where  there  is  pal- 
pable induration  of  the  parametrium  of  one 
or  both  sides,  ulceration  oh  induration  of  the 
vaginal  vault,  and  any  degree  of  fixation  of 
the  uterus.  No  operation  should  be  attempt- 
ed. Treatment  should  be  by  x-ray  applied 
to  the  entire  pelvis,  followed  by  radium  ap- 
plied internally,  where  this  can  be  advan- 
tageously placed,  and  where  there  are  no 
contraindications  to  the  use  of  radium  (see 
below).  In  some  of  these  cases  the  uterus 
becomes  entirely  mobile  and  evehy  visible 
and  palpable  sign  of  the  involvement  disap- 
pears. In  this  country,  many  patients  are 
operated  upon  in  this  stage.  We  have  had 
one  such  patient,  whose  lesion  was  so  ex- 
tensive as  to  fall  in  this  group;  following 
two  full  courses  of  x-ray,  given  in  May  and 
July  of  1923,  every  visible  sign  of  the  lesion 
disappeared.  Complete  hysterectomy  was 
then  done,  and  the  patient  at  last  account 
was  in  good  health ; unless  she  has  had  a re- 
currence quite  recently,  she  is  now  beyond 
the  five  year  period  which  is  usually  taken 
as  the  criterion  of  cure.  Whether  hysterec- 
tomy added  to  her  chances  of  remaining 
cured,  or  not,  we  cannot  say.  We  can  quote 
a case  quite  similar  in  degree  of  involvement 
and  time  limit,  which  was  not  operated  up- 
on : 

Case  3067,  entered  this  hospital  March  14,  1923. 
She  is  a married  woman,  age  43.  Her  mother  died 
with  cancer  of  the  uterus.  Patient  has  tuberculo- 
sis in  fairly  advanced  stage.  She  is  passing  through 
menopause  and  has  noticed  irregular  bleeding  for 
a year;  she  has  called  this  to  the  attention  of  sev- 
eral doctors,  but  has  always  been  told  that  it  is 
nothing  more  than  the  usual  menopause  irregular- 
ity. She  finally  requested  her  physician  to  exam- 
ine her;  he,  being  a specialist  in  chest  diseases, 
called  Dr.  E.  P.  Palmer  in  consultation.  Dr.  Palm- 
er’s examination  revealed  induration  and  erosion  of 
the  cervix,  involving  canal  and  vaginal  surfaces. 
Uterus  is  retroverted,  and  partly  fixed. 

With  the  exception  of  physical  signs  of  her  tu- 
berculosis, she  presents  nothing  else  of  importance. 

She  was  given  cervical  and  uterine  applications 
of  radium  a total  of  3000  milligram-hours. 

In  May  she  was  given  a thorough  radiation  to 
the  pelvis,  at  180  to  200  k.|  v.  In  October  and  Nov- 
ember of  1923.  she  was  given  a second  radiation 
of  the  same  intensity. 

All  visible  evidences  of  involvement  disappeared 
before  the  second  radiation.  Uterus  became  freely 
movable.  Menstruation  ceased.  An  interesting  de- 
velopment was  that  a decided  asthmatic  tendency 
disappeared  with  the  cessation  of  ovarian  function. 
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Patient  resumed  her  household  duties,  and  has  been 
in  good  health  since. 

Group  IV.  Hopeless.  Where  the  neighbor- 
ing viscera  have  become  involved,  with  pel- 
vic tissues  frozen  »n  bloc.  Radium  should 
not  be  used,  because  of  the  danger  of  light- 
ing up  the  always  present  secondary  infec- 
tion into  an  acute  suppuration.  X-ray,  as  a 
palliative  measure,  is  the  proper  treatment. 

THERAPEUTIC  INDICATIONS 

The  indications  for  the  different  types  of 
treatment,  as  practiced  at;  the  Radium  Insti- 
tute, give  a different  viewpoint  of  the  same 
cases.  We  have  not  always  followed  these 
indications  in  our  work  in  this  hospital,  for 
various  reasons,  but  they  are  worthy  of 
thought,  because  they  represent  the  most 
advanced  ideas  in  the  treatment  of  uterine 
cancer. 

Cancers  in  which  surgery  is  deemed  the 
best  procedure,  though  not  necessarily  con- 
fined to  surgery,  are  the  following: 

(a)  The  adeno-carcinoma  of  the  cervix 
and  body  of  the  uterus.  This  type  of  growth 
is  very  resistant  to  radiation,  and  if  the  le- 
sion is  confined  to  the  cervix  or  the  immedi- 
ate vicinity  of  the  external  os,  or  is  in  the 
body  of  the  uterus,  hysterectomy  is  advised. 
Whenever  the  vaginal  surface  of  the  cer- 
vix is  involved  o“r  the  growth  has  been  pres- 
ent long  enough  for  metastases  to  occur, 
surgery  is  useless  and  radiation  must  be  re- 
lied on,  though  not  offering  a very  hopeful 
prognosis. 

(b)  Cancers  coincidental  with  adnexal 
infection.  The  role  of  infection  in  making 
inefficient  the  application  of  radium,  is  a 
very  important  item.  Local  infection  will  al- 
ways be  present  after  ulceration  has  oc- 
curred, and  the  infiltration  of  the  parame- 
trium is  usually  due  to  infection.  Radium  is 
quite  capable  of  transforming  this  torpid 
infection  into  an  acute  cellulitis,  suppura- 
tive salpingitis,  abscesses  in  the  pelvic  tis- 
sue, peritonitis  or  septicemia.  Any  infection 
present  should  be  relieved  by  the  appropri- 
ate surgical  procedure  before  applying  ra- 
dium. If  infection  cannot  be  relieved,  ra- 
dium should  be  avoided  and  x-ray  therapy 
given.  We  believe  we  have  seen  several  in- 
stances of  infection  in  the  uterine  adnexa 
lighted  up  by  radium,  in  this  hospital.  A 
case  in  point. 

Case  of  Mrs.  K.  Enetred  the  hospital  Oct.  15, 
1927.  She  was  exsanguinated,  and  threatened  to 
bleed  to  death.  Her  history  extended  back  over 
two  years,  with  irregular  bleeding.  Several  months 
prior  to  entering  the  hospital,  diagnosis  had  been 
made  and  a portion  of  the  tumor  destroyed  with 
cautery  to  control  bleeding. 

A large  cauliflower  mass  filled  the  vagina  and 
the  slightest  touch  caused  it  to  bleed  profusely. 
Fifty  milligram  capsule  of  radium  was  laid  against 
the  tumor  mass  and  left  for  15  hours.  Bleeding 
checked  and,  on  the  19th,  x-ray  treatment  was  giv- 


en, being  fearful  of  attempting  to  use  radium 
again.  Reaction  to  the  x-ray  treatment  being  fa- 
vorable, in  spite  of  the  blood  conditoin,  this  was 
continued,  until  a full  skin  unit  dose  had  been  giv- 
en to  the  pelvis.  Improvement  continued  and  by 
Dec.  3,  mass  had  shrunk  to  the  point  where  specu- 
lum could  be  introduced  and  radium  inserted  into 
cervix.  A total  of  3000  milligram  hours  was  given. 

This  was  followed  by  complete  disappearance  of 
the  growth,  but  it  was  noticed,  when  the  mass  dis- 
solved and  freed  the  cervical  canal,  that  there  was 
an  abundant  discharge  of  pus  from  the  uterus. 

Subsequent  to  this  treatment,  patient’s  general 
condition  markedly  improved  and  she  felt  as  well 
as  she  did  when  in  normal  health.  There  was  some 
palpable  resistance  in  the  left  broad  ligament,  and 
some  tenderness  there. 

Beginning  in  the  spring  of  1928,  this  patient  has 
developed  several  infections,  which  might  conceiv- 
ably spring  from  the  pelvis.  She  had  a left  sided 
pleurisy,  and  some  sort  of  lesion  in  the  upper  left 
quadrant,  with  fever.  She  has  had  phlebitis  of  the 
arm  and  thigh  and,  at  the  present  time,  is  suffer- 
ing from  the  latter,  together  with  inflammatory 
lung  lesion. 

Whatever  may  be  the  outcome  of  the  le- 
sions in  the  patient  mentioned,  she  serves 
to  illustrate  what  may  happen  in  a case 
treated  with  radium,  where  infection  hap- 
pens to  co-exist.  In  this  particular  patient 
it  seemed  necessary  to  treat  her  with  ra- 
dium, and  the  effect  on  the  growth  cer- 
tainly was  all  that  could  be  desired.  In 
similar  cases,  where  no  emergency  exists, 
it  would  be  advisable  to  remove  the  ex- 
uberant mass  by  electro-coagulation  or  caut- 
ery, secure  free  drainage  of  the  uterus, 
drain  any  pelvic  abscess  which  may  be  pres- 
ent, before  applying  “radium. 

(c)  Cancers  persisting  after  failure  of 
radium  therapy.  It  is  a far  cry  from  the 
teaching  of  yesterday — that  surgery  should 
be  used  to  the  limit  and  then,  if  the  malig- 
nant growth  recurred,  try  “radium — to  this 
teaching  of  the  University  of  Paris,  that  op- 
erable cancers  should  first  be  treated  with 
radium  and,  should  they  prove  resistant, 
hysterectomy  can  be  used  to  supplement 
the  radium.  In  the  article  from  which  this 
material  is  taken,  the  idea  that  radium  will 
make  operation  more  difficult  is  unequivo- 
cally denied.  The  adhesions  found  subse- 
quent to  radium  treatment  in  these  casts 
are  not  due  to  radiation  effects,  but  to  the 
healing  of  inflammatory  infiltration  with 
fibrosis.  A uterus  which  is  treated  with  ra- 
dium and  operated  upon  two  months  later, 
will  be  found  smaller,  more  mobile  and  eas- 
ier to  remove,  unless  infection  has  been 
present. 

(d)  Cainces  coincidental  with  vaginal 
malformations  of  certain  types — such  as 
atresia,  irreducible  flexion,  congenital  or 
cicatricial  stenosis  of  the  vagina — should  be 
treated  surgically  if  they  are  in  the  oper- 
able stage,  and  radiation  reserved  for  use  in 
case  recurrence  results.  (Note:  It  is  our 
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practice  to  advise  thorough  radiation  af- 
ter removal  of  any  malignancy.) 

(e)  Hysterectomy  after  radium  therapy 
is  advised  only  in  those  cases  which  were 
operable  before  radium  was  used.  (Note: 
This  is  contrary  to  the  practice  in  some  clin- 
ics in  this  country,  where  some  patients  be- 
come operable  following  radiation.)  Hyster- 
ectomy should  not  be  done  until  two  months 
after  the  application  of  radium. 

(f)  Hysterectomy  to  be  followed  by  ra- 
dium in  the  vagina  should  not  be  the  prac- 
tice, except  in  the  rare  instances  of  mal- 
formations or  occlusions  of  vagina  and 
uterus.  If  radiation  follows  hysterectomy,  it 
should  be  by  x-ray. 

One  of  the  points  in  technic  insisted  upon 
by  Regaud  is  that,  when  radium  and  x-ray 
are  to  be  used  in  sequence,  the  x-ray  appli- 
cations should  always  precede  the  radium. 
The  reason  for  this  is  that  the  pelvic  tis- 
sues which  do  not  receive  a full  dose  of  ra- 
dium become  radio-resistant  and  the  effect 
of  the  x-ray  is  partly  lost.  We  have  recent- 
ly adopted  this  technic,  so  that  patients  now 
coming  for  radiation  for  pelvic  cancer  are 
first  given  a full  dose  of  x-ra>  prior  to  en- 
tering the  hospital  for  radium  treatment. 
The  subsequent  series  of  x-ray  which  most 
patients  receive,  are  delivered  in  more  in- 
tensive manner  and  at  higher  voltage,  with 
more  filtration,  to  compensate  in  some  de- 
gree at  least  for  the  increased  resistance  of 
the  pelvic  tissues. 

Ordinarily,  if  a full  series  of  x-ray  treat- 
ment, followed  by  utero-vaginal  radiation 
with  radium,  and  several  months  later  by  a 
second  x-ray  series,  does  not  ward  off  re- 
currence, we  regard  the  case  as  hopeless 
and  thereafter  expect  only  palliative  effect 
from  treatment. 

In  response  to  inquiry  as  to  the  indica- 
tions for  treatment,  and  expectations  in  sar- 
coma, we  would  say  that  these  are  not  so 
hopeful  as  in  carcinoma.  The  prognosis  will 
depend  on  the  type  of  sarcoma  and  its  ac- 
cessibility. We  could  cite  two  instances  of 
apparent  cure  on  patients  in  this  hospital. 

Case  3097,  entered  Feb.  21,  1923.  Woman,  age 
38,  mother  of  two  healthy  children.  Has  an  old 
tuberculous  spine.  Has  a flat  disc-shaped  tumor 
in  dorsal  region  at  level  of  7th  and  8th  spinous 
processes.  It  has  been  present  for  a number  of 
years;  she  has  bruised  it  at  various  times  and  it 
has  begun  to  grow.  She  has  a similar  growth  on 
back  of  right  arm,  about  one  inch  in  diameter.  No 
other  findings  of  importance. 

Pathological  report  was  that  tumor  was  a pig- 
mented angio-sarcoma.  Tumor  showed  evidence 
of  recurrence,  and  radium  needles  were  buried  in 
depth  of  wound — a total  of  1200  milligram  hours. 
In  March  and  April,  radiation  by  x-ray  was  given. 
A third  degree  radiation  necrosis  developed,  which 
gradually  healed. 


In  November,  1923,  patient  entered  hospital  with 
diagnosis  of  metastasis  in  pelvis,  there  being  a 
large  tumor  in  broad  ligament.  Laparotomy  was 
performed  and  tumor  palpated.  No  attempt  was 
made  to  remove  it,  as  it  seemed  to  be  densely  ad- 
herent. Two  prostatic  radium  applicators,  con- 
taining 20  mg.  of  radium,  were  pushed  through 
the  vaginal  vault  into  the  tumor  and  left  in  place 
for  24  hours. 

At  time  of  discharge,  on  Dec.  3rd,  tumor  had 
begun  to  shrink.  In  March,  1924,  patient  was  in 
good  condition,  tumor  being  very  small  and  mov- 
able. Instead  of  operating  again,  more  x-radia- 
tion  was  given  to  the  pelvis.  At  this  time,  pa- 
tient is  in  good  health,  and  tumor  masses  have  en- 
tirely disappeared. 

Whether  this  pelvic  tumor  was  really  a metas- 
tasis, or  a peritoneal  fibroid,  we  will  probably  nev- 
er know.  However,  the  growth  on  the  back  was 
certainly  a sarcoma  and  has  remained  healed. 

Case  6864,  a six  months  old  baby,  with  a large 
ulcerating  angio-sarcoma  on  the  back,  entered  hos- 
pital for  radium  treatment  on  Sept.  19,  1925.  Le- 
sion measured  2%  inches  in  diameter.  It  was  di- 
vided into  four  segments  with  markers  and  each 
segment  given  destructive  dose  of  radium  at  dis- 
tance of  one  centimeter,  each  area  being  treated 
with  fifty  milligrams  at  this  distance,  without  fil- 
ter, for  six  hours. 

Lesion  gradually  healed,  and  has  remained  heal- 
ed, so  far,  without  evidence  of  metastasis  or  local 
recurrence. 

The  most  frequent  type  of  growth,  after 
cervical  cancer,  which  we  treat  in  this  hos- 
pital, is  malignancy  about  the  mouth.  Our 
present  preference  in  treatment  of  all  mal- 
ignancies within  the  mouth,  is  thorough  de- 
struction by  electro-coagulation,  followed  by 
application  of  radium  to  the  base  of  the  le- 
sion, where  this  is  possible.  Our  experience 
with  treating  lesions  in  the  mouth  by  ra- 
dium alone  has  been  disappointing. 

With  regard  to  malignancies  in  the  breast, 
we  believe  they  should  receive  everything 
which  the  conjoined  wisdom  of  surgeon, 
radiologist  and  physician  can  devise.  We  be- 
lieve in  two  courses  of  radiation,  one  before 
and  one  after  operation,  where  operation  is 
advisable.  The  procedure  in  breast  malig- 
nancy has  not  become  so  well  standardized 
as  has  that  in  uterine  cancer.  The  satura- 
tion dose  technic  of  Pfahler  seems  to  us  to 
be  the  most  promising  development  in  this 
field. 

The  trend  of  opinion,  based  on  most  care- 
ful observations  in  the  best  hospitals,  is  that 
the  pre-operative  radiation  about  a month 
before  surgical  removal  of  breast,  is  more 
valuable  and  adds  more  to  the  chances  of 
cure,  than  does  the  post-operative  radiation. 
There  are  practical  objections  to  the  pre- 
operative radiation  which  will  long  prevent 
its  becoming  popular. 
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THE  CARDIAC  MANIFESTATIONS  OF 
GOITER 
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Halstead,  Kansas 

(Read  before  the  New  Mexico  Medical  Society, 
at  its  forty-sixth  Annual  Meeting,  Albuquerque, 
N.  M.,  May  *10-12,  1928.) 

The  association  of  hyperthyroidism  and 
heart  disease  has  long  been  a matter  of 
common  knowledge.  We  were  early  taught, 
and  later  observed,  that  tachycardia  is  one 
of  the  cardinal  symptoms  of  hyperthyroid- 
ism. The  cardiac  response  to  thyroid  poison- 
ing is  an  increase  in  rate.  It  has  been  as- 
sumed for  years  that  the  influence  of  this 
poison  over  a long  period  of  time  resulted 
in  myocardial  degeneration  and  permanent 
cardiac  damage.  It  was  also  thought  that 
this,  in  untreated  cases,  always  led  to  car- 
diac failure  and  death.  This  we  believe  to 
be  true  only  in  part.  Certain  definite  res- 
ervations must  be  made. 

As  yet  there  has  not  been  discovered  any 
definite  cardiac  pathology  associated  with 
hyperthyroidism.  It  is  true  that  at  autopsy, 
in  a few  cases  dying  of  hyperthyroidism, 
small  scars,  fatty  degeneration  and  inter- 
stitial and  perivascular  round  cell  infiltra- 
tion have  been  found.  Similar  lesions  have 
been  produced  in  experimental  animals  by 
the  feeding  of  dessicated  thyroid  gland. i It 
is  also  true  that  these  same  lesions  have 
been  found  as  a part  of  the  degenerative 
changes  of  age  in  patients  not  having  goiter. 
We  have,  on  several  occasions,  observed 
young  patients  suffering  from  severe  thy- 
roid toxemia,  die  of  the  toxemia  without 
the  heart  ever  showing  signs  of  decompen- 
sation. We  have  also  frequently  observed 
patients  with  extreme  cardiac  decompensa- 
tion, who  were  with  great  difficulty  brought 
to  that  point  of  improvement  where  thy- 
roidectomy could  be  done,  make  such  spec- 
tacular recoveries  that,  from  a cardiac 
standpoint,  they  afterwards  led  a normal 
existence.  This  could  hardly  be  possible 
were  much  structural  damage  done  the 
heart. 

In  view  of  the  above  facts,  we  believe 
that  the  heart  in  hyperthyroid  patients  fails, 
not  because  of  cardiac  damage  from  the 
toxemia,  but  because  of  structural  damage 
from  previous  disease,  as  acute  rheumatic 
fever,  endocarditis  or  the  degenerative 
changes  of  age  due  to  arteriosclerosis,  espe- 
cially coronary  sclerosis.  It  is  then  no  long- 
er able  to  keep  up  the  rapid  rate  it  is  com- 
pelled to  maintain  under  the  stimulus  of 
thyroid  toxemia.  Transient  attacks  of  auri- 
cular fibrillation  follow.  These  tend  to  be- 
come permanent  and  decompensation  super- 
venes. 

For  the  purpose  of  discussing  the  cardiac 


manifestations  of  goiter,  the  following  clas- 
sification has  been  adopted: 

1.  Colloid  goiters 

a.  Adolescent  colloid 

b.  Diffuse  colloid 

c.  Nodular  colloid 

2.  Hyperplastic  goiters 

a.  Exophthalmic 

b.  Hyperplastic  colloid  or  the  so- 
called  toxic  adenoma 

3.  Fetal  adenoma. 

The  three  purely  colloid  goiters  are  mere- 
ly three  stages  in  the  development  of  one 
type  of  gland.  The  adolescent  colloid  re- 
mains a small  uniform  gland  for  years  or 
it  may  regress  and  the  gland  become  nor- 
mal. It  may  enlarge  uniformly  and  consti- 
tute the  diffuse  colloid  usually  seen  between 
the  ages  of  twenty  to  thirty.  The  diffuse 
colloid  enlarges  unevenly  and  becomes  the 
nodular  colloid  seen  in  later  life. 

As  long  as  these  goiters  retain  their  pure- 
ly colloid  type  they  are  practically  symptom- 
less in  so  far  as  their  effect  on  the  heart  is 
concerned.  One  frequently  obtains  history 
of  their  existence  from  twenty  to  thirty 
years  with  no  symptoms  whatever.  They 
may  produce  pressure  symptoms,  especially 
when  they  become  calcified  or  intrathoracic. 
Whenever  one  of  these  apparently  colloid 
goiters  is  removed  because  of  cardiac  symp- 
toms, it  is  invariably  the  case  that  areas  of 
hyperplasia  of  the  acinal  epithelium  or  new 
gland  formation  in  the  interstitial  tissue 
will  be  found.  They  are  then  no  longer 
classed  as  colloid  goiters  but  hyperplastic 
and  are  developing  into  the  exophthalmic 
type  or  into  the  hyperplastic  colloid  or  so- 
called  toxic  adenoma. 

The  fetal  adenoma  is  really  a true  benign 
tumor  of  the  thyroid  gland.  It  is  ovoid  in 
shape  and  definitely  encapsulated.  It  may 
occur  alone  in  an  otherwise  normal  gland 
or  may  be  found  combined  with  any  of  the 
colloid  or  hyperplastic  goiters.  It  may  give 
rise  to  cardiac  symptoms  early,  and  when  it 
does,  it  is  simply  a tachycardia.  If  it  en- 
larges and  causes  symptoms  later  in  life,  as 
often  occurs  around  the  age  of  fifty  or  fifty- 
five  years,  the  cardiac  symptoms  are  more 
severe  and  arrythmias,  usually  auricular 
fibrillation  and  even  decompensation  may 
occur.  These  tumors  are  usually  the  seat  of 
thyroid  malignancies.  Their  treatment  is 
entirely  surgical  and  their  complete  removal 
results  in  a cure. 

The  hyperplastic  goiters,  namely,  the  ex- 
ophthalmic and  hyperplastic  colloid  or  toxic 
adenoma,  constitute  the  class  with  which 
we  are  chiefly  concerned  in  the  consideration 
of  cardiac  symptoms.  The  majority  of  the 
exophthalmic  goiters  are  seen  in  patients 
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under  thirty-five  years  of  age.  In  these, 
the  whole  gland  seems  to  undergo  hyper- 
plasia at  once  and  the  symptoms  develop 
rapidly.  These  are  the  types  spoken  of  in 
the  literature  as  primary  exophthalmic  goi- 
ters. Old  colloids  may,  however,  take  on  the 
characteristic  structure  of  exophthalmic  goi- 
ters late  in  life,  and  when  they  do,  the  hy- 
perplasis  seems  to  develop  in  limited  scat- 
tered areas  throughout  the  gland.  These 
constitute  the  secondary  Basedows,  or  what 
Kocher  called  basedowified  colloids. 

The  majority  of  hyperplastic  colloids,  or 
toxic  adenomas  without  eye  signs,  develop 
after  thirty  and  frequently  in  old  colloids 
which  have  been  present  many  years  with- 
out cardiac  symptoms. 

Whenever  a thyroid  begins  to  undergo 
hyperplasia,  the  severity  of  the  cardiac 
symptoms  always  depends  on  the  condition 
of  the  heart.  A heart  that  has  sustained  no 
previous  injury  bears  thyroid  toxemia  ex- 
ceedingly well.  It  is  not  unusual  to  see  young 
patients  with  previously  undamaged  hearts 
stand  a pulse  rate  of  160  or  more  over 
long  periods  of  time  with  no  signs  of  failure. 
As  has  been  stated,  we  have  seen  them  die 
with  pulse  rates  around  200,  with  no  signs 
of  congestive  failure.  On  the  other  hand,  in 
young  patients  whose  hearts  have  been  dam- 
aged by  acute  rheumatic  fever  or  endocar- 
ditis, they  sooner  or  later  develop  tran- 
sient attacks  of  auricular  fibrillation  which 
tend  to  become  permanently  established, 
and  finally  cardiac  decompensation  super- 
venes. We,  therefore,  rather  infrequently 
find  heart  failure  in  toxic  goiter  patients  un- 
der thirty-five  years  of  age. 

But  when  thyroid  toxemia  occurs  later  in 
life,  in  a long  standing  colloid,  either  in  the 
hyperplastic  colloid  or  as  a secondary  Base- 
dow, the  percentage  of  patients  developing 
cardiac  failure  is  vastly  increased.  This  is 
due  to  the  fact  that  so  many  of  these  hearts, 
even  if  not  previously  damaged  by  acute 
disease,  have  suffered  some  of  the  degenera- 
tive changes  due  to  age. 

This  brings  us  to  a class  of  thyroid  pa- 
tients upon  which  I wish  to  lay  especial  em- 
phasis. It  is  the  class  which  we,'  in  our 
clinic,  call  patients  with  goiter  hearts,  or 
which  have  been  referred  to  in  the  litera- 
ture as  thyro-cardiacs.  In  this  class  of  pa- 
tients, the  cardiac  symptoms  frequently  en- 
tirely overshadow  the  other  symptoms  of 
thyroid  toxemia.  The  hyperplasia  often  be- 
gins in  a very  small  pre-existing  symptom- 
less colloid  goiter,  although  frequently  there 
is  much  more  gland  present  than  appears 
on  digitalis,  without  any  permanent  result, 
amination.  These  patients  frequently  are 
not  recognized  as  thyroid  cases  and  many 


are  treated  as  cardiac  patients  and  kept 
on  digitalis,  without  any  permanent  result. 
Many  enter  the  clinic  in  an  extreme  state  of 
cardiac  failure.  The  heart  is  rapid,  often  up 
to  180,  and  in  auricular  fibrillation.  They 
have  edema  of  the  legs,  often  fluid  in  the 
pleural  cavities,  enlarged  and  tender  livers 
and  wet  lungs.  Because  of  their  advanced 
age  and  the  fact  that  their  goiter  has  been 
overlooked  or  that  it  is  small  and  has  been 
present  many  years  before  the  cardiac 
symptoms,  'frequently  no  thought  is  given  it 
as  a possible  cause  of  the  cardiac  symptoms. 

The  diagnosis  of  these  patients  sometimes 
present  little  difficulty.  If  the  thyroid  en- 
largement is  very  obvious  or  there  is  a his- 
tory of  recent  thyroid  enlargement,  or  if 
eye  signs  are  present,  the  diagnosis  is  not 
easily  missed.  Unfortunately,  most  of  these 
patients  never  have  eye  signs  and  often  do 
not  know  they  have  any  thyroid  enlarge- 
ment. 

Marked  loss  of  weight  is  the  rule  in  these 
patients  and  a history  of  previous  marked 
weight  loss  without  any  accountable  reason, 
much  of  which  has  been  regained  and  again 
lost,  should  make  one  very  suspicious  of  pre- 
vious thyroid  toxemia  followed  by  remission. 

The  basal  metabolism  in  the  thyrocardiac 
patients  runs  uniformly  lower  than  in  the 
younger  patients  with  primary  exophthalmic 
goiter.  The  metabolic  readings  run  from 
about  plus  twenty  to  plus  forty  in  these  pa- 
tients, occasionally  to  plus  sixty;  whereas, 
in  the  primary  exophthalmic  type,  they  are 
more  likely  to  run  from  plus  sixty  to  plus 
eighty  or  more.  One  should  not  be  misled 
by  a low  basal  metabolism. 

The  fine  tremor  of  the  fingers,  almost  in- 
variably present  in  young  individuals  with 
thyroid  toxemia,  is  usually  absent  in  these 
patients.  The  flushed  and  perspiring  skin  of 
the  younger  patient  is  not  seen  in  these  pa- 
tients with  goiter  hearts.  Another  diagnos- 
tic point  is  the  marked  apathy  usually  shown 
by  these  patients  in  comparison  to  the  rest- 
lessness and  nervousness  shown  by  the  pri- 
mary exophthalmic  goiter  patient.  Fre- 
quently there  is  also  present  a pigmentation 
or  bronzing  of  the  skin. 

Finally,  if  there  is  a history  of  unexplain- 
ed attacks  of  transitory  auricular  fibrilla- 
tion or  of  cardiac  decompensation  which  has 
been  followed  by  relief  without  treatment 
for  a considerable  period  of  time,  with  sub- 
sequent cardiac  failure,  one  is  justified  in 
believing  that  the  patient  has  had  a toxic 
thyroid  crisis  followed  by  remission.  The 
heart  rate  in  these  patients  is  high,  160  to 
180  or  more,  and  a rate  that  remains  high 
after  bed  rest  and  digitalization  should 
strongly  suggest  thyroid  toxemia. 
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The  treatment  of  toxic  thyroid  patients 
is,  of  course,  surgical.  Those  with  cardiac 
complications,  however,  require  considerable 
treatment  of  a medical  nature  before  thy- 
roidectomy can  safely  be  done.  Patients  of 
the  class  last  mentioned,  with  auricular 
fibrillation  and  cardiac  failure,  are  placed  in 
bed  for  a few  days  with  no  treatment  except 
absolute  rest,  unless  something  special  is 
indicated.  They  may  be  given  morphine,  if 
very  restless  or  distressed.  They  are  then 
digitalized,  being  given  about  one  and  one- 
half  minims-  of  a standard  tincture  of  digi- 
talis per  pound  of  body  weight.  We  usually 
give  this  in  thirty  minim  doses  at  four  hour 
intervals.  After  this  has  been  take,  a main- 
tenance dose  of  ten  to  fifteen  minims  is  giv- 
en three  times  daily. 

Digitalis  has  no  place  in  the  treatment  of 
the  cardiac  symptoms  of  hyperthyroidism  in 
young  patients  with  undamaged  hearts.  It 
has  no  effect  on  the  tachycardia  and  it  is 
no  more  logical  to  give  it  then  than  to  pa- 
tients with  sepsis  from  infection  and  cardiac 
rapidity. 

Lugol’s  solution  is  given  to  both  the  ex- 
ophthalmic goiter  patients  and  to  the  class 
of  older  patients  with  the  so-called  goiter 
hearts  from  hyperplastic  colloids  or  sec- 
ondary Basedow.  In  the  former,  it  causes  a 
marked  decrease  in  all  the  symptoms  and, 
barring  cardiac  complications,  with  rest, 
fluids,  sedatives  and  proper  diet,  is  suffi- 
cient to  make  them  safe  operative  risks.  In 
the  older  patients  with  cardiac  damage,  it 
decreases  the  toxemia,  as  well,  and  relieves 
the  heart  of  the  load.  Indeed,  on  rest  and 
Lugol’s  solution  alone,  these  patients  often 
recover  from  their  cardiac  failure. 

If  respiration  is  embarrased  by  large  ac- 
cumulations of  fluid  in  the  pleural  cavities, 
they  are,  of  course,  relieved  of  this  by  para- 
centesis early  in  the  course  of  treatment. 

These  patients,  no  matter  how  hopeless 
they  may  at  first  appear,  if  given  absolute 
bed  rest  and  digitalization,  treated  as  any 
cardiac  patient  with  decompensation  and,  in 
addition,  given  Lugol’s  solution  to  decrease 
their  thyroid  toxemia,  almost  invariably  re- 
spond and  become  good  operative  risks.  If 
a thyroidectomy  is  then  done,  there  is  no 
more  spectacular  result  seen  anywhere  in 
surgery.  We  have  quite  a number  of  pa- 
tients alive  from  one  to  three  years  after 
operation,  who,  for  their  age,  have  no  car- 
diac disability. 

SUMMARY 

Cardiac  failure  in  goiter  patients  is  not 
due  to  damaging  action  of  the  toxin  on  car- 
diac muscle  but  is  due  to  overstimulation  of 
a heart  weakened  by  previous  cardiac  dis- 
ease. 


There  has  been  no  definite  cardiac  path- 
ology demonstrated  as  being  due  to  thyroid 
toxemia. 

The  various  forms  of  colloid  goiters  pro- 
duce no  cardiac  sympotms  until  cellular  hy- 
perplasia takes  place  within  them. 

Undamaged  hearts  bear  thyroid  toxemia 
exceedingly  well. 

There  is  a tvpe  of  toxic  thyroid,  seen 
usually  in  the  last  few  decades  of  life,  in 
which  the  cardiac  symptoms  completely  over- 
shadow the  toxic,  and  frequently  these  are 
erroneously  treated  as  purely  cardiac  pa- 
tients, without  results.  When  these  patients 
are  subjected  to  thyroidectomy  their  cardiac 
recovery  is  complete  and  permanent. 

DISCUSSION 

DR.  CRUM  EPLER  (Pueblo,  Colo.):  What  Dr. 
Chesky  has  said  in  regard  to  cardiac  manifesta- 
tions of  goiter  is  very  interesting.  Certainly  my 
experience  has  not  proven  that  digitalis  is  of  value. 
In  preoperative  work,  the  only  thing  I know  is 
rest  in  bed,  plenty  of  food,  freedom  from  friends, 
and  leave  them  to  themselves.  It  is  necessary  oc- 
casionally, as  the  Doctor  said,  to  give  hypoder- 
mics. Good  food,  rest  from  annoyances  and  nois- 
es, freedom  from  friends,  for  a period,  is  the 
best  preperation;  then  Lugol’s  solution  prior  to 
operation  for  from  three  to  five  days,  is  usually 
sufficient  to  make  them  operable. 

I enjoyed  Dr.  Cheskv’s  paner  very  much. 

DR.  M.  K.  WYLDER  (Albuquerque,  N.  M.):  I 
was  in  St.  Louis  last  year  and,  in  going  through 
the  charts  with  one  of  my  friends  who  does  a great 
deal  of  goiter  work  there,  I noticed  he  had  quite 
a few  cases  of  exophthalmic  goiter  in  which  the 
metabolism  was  high  and  the  pulse  was  so  fast  you 
could  hardly  count  it.  He  was  keeping  those  pa- 
tients absolutely  quiet,  allowing  no  visitors  and 
was  insisting  on  the  nurse  giving  the  patient  a 
glassful  of  water  every  hour  he  was  awake.  The 
only  way  he  got  out  of  a taking  the  water  was  by 
being  asleep.  He  claimed  that  they  stood  the  on- 
eration  much  better  after  this  procedure. 

DR.  JAMES  F.  PERCY  (Los  Angeles.  Cal.):  In 
digitalizing  these  patients,  I wonder  if  Dr.  Chesky 
has  ever  had  any  sudden  deaths — with  the  question 
whether,  in  determining  and  using  the  degree  of 
administration  of  digitalis  sufficient  to  digitalize 
a patient,  it  is  not  possible  to  get  sudden  deaths  ? 

DR.  CHESKY  (closing):  I have  all  the  respect 
in  the  world  for  digitalis.  We  know  it  is  a poison 
and  we  know  that  it  has  to  be  handled  carefully. 

I do  not  believe  in  the  indiscriminate  use  of  it  at 
all.  I have,  time  and  again,  seen  patients  with 
exophthalmic  goiter,  young  patients  twenty-five  to 
thirty  years  old,  who  simply  had  rapid  hearts  and 
no  signs  of  any  cardiac  murmur,  whose  hearts 
were  withstanding  toxemia  very  well,  although 
they  were  extremely  toxic.  I have  seen  them  put 
on  digitalis  and  kept  on  it  for  months  at  a time — 
small  doses,  fortunately  for  the  patient.  Whether 
it  did  these  patients  anv  harm  or  not,  I cannot  say. 

I do  not  believe  in  giving  digitalis  to  a patient 
with  a thyroid  toxemia  .iust  because  he  is  advanced 
m years  and  because  I think  that  might  fortify  his 
heart  to  stand  an  operation.  I give  it  only  where 
there  is  decompensation — where  there  is  heart  fail- 
ure. I have  never  acauired  the  nerve  to  give  the 
single  dose  of  digitalis  that  a great  many  good 
men  advocate.  I attempt  to  figure  out  the  amount 
required  and  give  it  in  divided  doses,  where  I can 
stop  it  very  easily  if  any  untoward  symptoms  de- 
velop. 


82 


SOUTHWESTERN  MEDICINE 


I have  seen  deaths  follow  the  administration  of 
digitalis.  I saw  one  sudden  death  following  its  ad- 
ministration to  a patient  who  merely  had  arrhyth- 
mia and  not  decompensation.  I saw  another  death 
follow  the  administration  of  digitalis  where  the 
patient  received  the  full  amount,  and  then  re- 
quired an  extremely  large  dose  to  be  given  as  a 
maintenance  dose.  I saw  one  of  these  patients  de- 
velop an  extremely  rapid  heart  and  die.  I certain- 
ly believe  in  using  digitalis  with  care  and  giving 
it  in  such  a way  that  we  do  not  give  the  whole 
required  amount  at  once. 

As  to  Dr.  Percy’s  question  as  to  treating  pa- 
tients dehydrated  by  glucose  or  water,  we  do  fre- 
quently see  patients  with  extreme  intestinal  symp- 
toms, to  whom  we  give  glucose,  and  above  all  we 
give  them  water  also.  I certainly  agree  with  every- 
thing that  Dr.  Fowler  has  said  today  with  regard 
to  giving  water.  I give  it  in  extremely  large  quan- 
tities to  patients  with  severe  toxemia.  To  persons 
whose  toxemia  increaes  and  the  vomiting  and  diar- 
rhea stop  slowly,  keep  on  giving  water.  I assure 
you  it  is  extremely  valuable  in  those  cases. 

As  to  the  giving  of  bromides,  we  do  give  bro- 
mides, as  one  of  the  sedatives,  to  the  nervous  types 
of  patients.  We  have  favored  luminal  of  late.  It 
is  very  necessary  for  the  extremely  toxic  patient 
who  has  lost  a great  deal  of  weight,  to  receive  a 
large  quantity  of  food — the  more  you  can  get  in 
the  better.  I have  found  in  these  patients  that,  by 
giving  small  doses  of  luminal  twice  a day,  the  ef- 
fect will  be  excellent.  In  the  severe  toxic  crises, 
where  the  patient  is  delirious,  tossing  about  and 
extremely  restless,  we  stop  at  nothing  short  of 
morphine,  giving  enough  morphine  to  keep  the  pa- 
tient quiet  until  the  tossing  is  relieved  enough  to 
allow  the  use  of  some  of  the  other  sedatives. 


SIMPLE  TECHNIC  FOR  ESTIMATION 
OF  BLOOD  UREA. 

H.  A.  MILLER,  M.  D. 

Clovis,  New  Mexico 

(Read  before  the  New  Mexico  Medical  Society, 
at  its  forty-sixth  Annual  Meeting,  Aluquerque,  N. 
M.,  May  10-12,  1928.) 

It  is  not  the  purpose  of  this  paper  to  en- 
ter into  the  discussion  of  the  value  of  the 
blood  urea  index,  nor  to  discuss  corrobora- 
tive tests  to  evaluate  same,  but  to  give  a 
short,  easy  method  for  obtaining  a blood  re- 
tention index. 

We  make  no  claim  for  originality  in  this 
method,  but  use  the  Hench-Aldrich  technic, 
or  mercury-combining  power  of  the  blood  se- 
rum, after  being  deproteinized.  The  only  ob- 
jection to  this  method  is  the  comparatively 
large  amount  of  blood  necessary  for  the 
test;  viz.  eight  to  ten  cubic  centimeters. 

The  blood  is  drawn  and  shaken  in  a test 
tube  containing  two  or  three  drops  of  twen- 
ty per  cent  solution  of  potassium  oxalate.  If 
the  test  is  to  be  made  in  a few  hours,  the 
glassware  need  be  only  clean.  If  the  blood 
is  to  stand  for  twelve  to  twenty-four  hours, 
it  will  be  necessary  to  have  glassware  ster- 
ile, as  the  growth  of  bacteria  in  the  blood 
specimen  would  affect  the  urea  value. 

The  blood,  after  being  thoroughly  shaken, 
is  mixed  with  equal  parts  of  ten  per  cent 
solution  of  trichloracetic  acid.  We  use  seven 


to  eight  cubic  centimeters.  This  forms  a 
dirty  brown  mixture.  This  is  filtered,  using  a 
small  funnel  with  filter  paper  of  about  the 
capacity  of  your  mixture  of  blood  and  tri- 
chloracetic acid,  so  that  you  have  a mini- 
mum amount  of  fluid  absorbed  by  the  filter 
paper. 

Five  cubic  centimeters  of  the  filtrate  is 
added  to  a cylindrical  graduate,  graduated 
in  tenths,  or  a buret  and  porcelain  evaporat- 
ing dish  can  be  used.  To  the  filtrate  is  add- 
ed, at  first,  about  1.7  cubic  centimeters,  of 
five  per  cent  solution  of  bichloride  of  mer- 
cury and  these  are  mixed,  after  which  one 
drop  is  removed  and  added  to  one  drop  of 
saturated  solution  of  sodium  carbonate  on 
a white  tile.  The  end  point  is  indicated  by 
a faint  tinge  of  brown  color  appearing  after 
three  seconds  of  time.  If  the  urea  value  is 
high,  the  first  tests  will  be  white,  turning 
to  canary  yellow.  After  experience,  one  can 
tell  with  first  drop  or  two,  whether  urea 
content  is  high.  The  bichloride  solution  is 
added  gradually  by  tenth  or  fifth  cubic  cent- 
imeter until  end  reading  is  obtained. 

Care  should  be  taken  during  mixing  pro- 
cess after  each  addition,  not  to  get  air  bub- 
bles in  the  graduate,  which  will  distort  the 
meniscus  and  hinder  the  true  reading. 

After  the  end  reaction  is  obtained,  the 
number  of  drops  removed  for  testing  with 
the  sodium  carbonate  solution  are  counted 
and  the  same  number  of  drops  of  water  add- 
ed to  the  cylinder  to  make  up  for  the  drops 
removed  for  testing.  The  level  of  the  fluid 
in  the  cylinder  is  read  and  the  amount  of 
filtrate  used,  five  cubic  centimeters,  is  sub- 
tracted from  the  reading.  The  amount  of 
urea  for  100  cubic  centimeters  of  blood  is 
then  computed  as  follows: 

Since  we  use  five  cubic  centimeters  of 
blood,  and  trichloracetic  acid,  one-half  of 
the  filtrate  represents  blood  serum:  100  di- 
vided by  two  and  one-half  equals  forty. 
Therefore,  to  compute  amount  in  100  cubic 
centimeters,  the  amount  of  HgCl  solution 
used  in  combining  with  two  and  one-half 
cubic  centimeters  should  be  multiplied  by 
forty. 

For  example:  If  two  and  five-tenths  cubic 
centimeters  of  HgCl  solution  is  used,  two 
and  five-tenths  times  forty  equals  100  cubic 
centimeters  required  to  saturate  100  cubic 
centimeters  of  blood.  We,  however,  have  the 
rest  introgen  in  the  serum,  which  has  a com- 
bining power  of  sixty  cubic  centimeters  for 
each  100  cubic  centimeters  of  blood.  This 
figure  Hench  found  to  be  constant. 

Therefore:  100  minus  sixty  equals  forty, 
or  forty  milligrams,  the  urea  content  of  100 
cubic  centimeters  of  blood. 

In  high  urea  values,  the  reading  will  prob- 
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ably  be  less  than  other  standard  methods, 
due  to  the  fact  that  the  testing  drops  are 
subtracted  from  the  graduate,  thus  robbing 
the  fluid  in  the  graduate  of  part  of  its  mer- 
cury combining  power. 

This  would  hardly  occur  in  readings  of 
less  than  100  milligrams.  However,  in  the 
event  of  150  milligrams,  the  reading  would 
probably  be  ten  to  twenty  milligrams  lower 
than  other  methods,  twenty  and  forty  milli- 
grams being  accepted  as  the  normal  figures. 

The  water  for  making  the  solution  should 
be  doubly  distilled  to  insure  an  ammonia- 
free  solution. 

In  the  event  that  a buret  and  evaporating 
dish  are  used,  the  reading  is  taken  directly 
from  the  scale  on  the  buret,  and  computa- 
tion made  as  with  cvlindrical  graduate. 

While  this  method  may  not  be  absolutely 
accurate,  I have  been  using  it  for  about  a 
year  and  a half  and  find  it  a valuable  blood 
retention  index.  It  is  easily  and  quickly  per- 
formed, and  requires  a minimum  of  appa- 
ratus for  performance. 

DISCUSSION 

DR.  0.  S.  FOWLER,  Denver,  Colo.:  Whenever  I 
see  this  subject  on  a program  I am  especially  in- 
terested in  it;  however,  I cannot  discuss  it  from 
the  standpoint  of  laboratory  work.  Some  years 
ago,  when  blood  chemistry  was  made  practicable,  a 
good  many  of  us  felt  we  had  reached  the  climax 
of  accuracy  in  the  estimation  of  chemistry  disease. 

I feel  we  have  hardly  touched  the  ground  by  blood 
chemistry.  I do  not  feel  it  gives  us  even  a reason- 
ably true  index  of  the  chemical  process  that  is  go- 
ing on  in  metabolism,  and  it  is  my  belief,  and  I have 
some  basis  for  it,  that  sooner  or  later,  we  have 
to  go  beyond  the  blood  stream  to  obtain  our  in- 
formation as  to  what  is  going  on  chemically 
throughout  the  body. 

I had  a case  last  year  by  which  we  could  trace 
out  the  relaiton  of  the  blood  '-hemistry  to  the  fluid 
chemistry,  a case  of  extreme  dropsical  condition,  by 
obtaining  the  edema  from  the  legs  to  the  scrotum. 
Un  to  that  time  I had  estimated  that  the  tissue 
chemistry  or  tissue  fluid  chemistry  was  probably 
HiniralW  the  same  as  the  blood  chemistry,  but  we 
found  that  was  not  true  at  all  • in  fact,  we  were 
building  out  a verv  reasonable  situation  in  the 
blood  stream,  but  we  were  unable  to  approach  the 
chemistrv  of  the  blood  stream  with  the  chemistry 
of  the  tissue  fluids  by  more  than  250  per  cent— 
that  is,  the  urea  of  the  tissue  fluids  was  nractical- 
lv  alwevs  about  two  and  one-half  times  as  high 
as  the  blood  chemistry.  That  gave  me  the  thought 
that  we  should  have  a perfectly  normal  flowing 
blood  stream  without  chemical  change  from  the 
tissue  to  blood  stream.  It  is  mv  belief  that  the 
blood  chemistry  is  onlv  a start  in  the  direction 
that  it  will  probablv  go  in  the  nevt  vear.  Tt  is 
mv  hunch  that  there  is  a chemistrv  that  goes  down 
through  the  single  cell  and  that  maybe  sometime, 
instead  of  takino-  out  blood  to  determine  the  condi- 
tion of  our  nat.i“ut.  we  will  be  taking  out  a niece 
of  tissue  and  studying  its  chemistry,  as  well  as  the 
blood  chemistrv. 

Sometimes  I regret  that  I grdauated  in  medi- 
cine over  twenty  vears  ago — I regret  that  I did 
not  get  to  study  the  courses  in  biochemistry  that 
are  offered  today.  Then,  when  I think  it  over 
from  another  standpoint — where  the  future  of 


medicine  is  going  to  be — I regret  that  I grad- 
uated twenty  years  ago  and  wish  that  I should 
be  able  to  live  and  practice  medicine  fifty  or  one 
hundred  years  from  now.  I feel  that  our  interests 
are  not  studied  carefully  enough  from  the  stand- 
point of  blood  chemistry,  and  it  is  extremely  in- 
teresting to  study  the  blood  chemistry,  or  what 
little  we  can  in  relation  to  blood  chemistry.  In 
this  particular  case  it  is  a muddy  field  and  yet  it 
is  a perfectly  clear  water  running  through  ditches. 
Yet  it  is  not  the  mixing  of  the  mud  from  the 
bank  into  the  waterstream. 

If  osmosis  is  a factor  in  an  exchange  of  fluids 
and  solids  in  the  body,  then  there  are  a good  many 
things  that  happen  in  the  human  body  which  we 
cannot  explain* today.  We  have  evidence  that  os- 
mosis as  such  does  not  bear  the  importance  that 
we  were  taught  that  osmosis  did  years  ago. 

There  are  certain  theories  in  the  explanation  of 
edema  that  on  one  side  are  fully  explained  by  os- 
mosis and  on  the  other  side  they  are  exactly  op- 
posite. Our  explanation  is  chemical  changes  from 
one  fluid  to  another  are  certainly  not  sufficient 
to  give  us  a clear  idea  of  what  is  going  on.  I feel 
we  are  just  touching  around  the  edges  of  a field 
of  chemistry  that  will  be  developed  in  the  future. 

I am  not  a chemist  or  biochemist  and  do  not  un- 
derstand these  things  very  well. 

DR.  MILLER  (closing):  I am  very  glad  to  note 

the  optimism  of  Dr.  Fowler  when  he  says  in  fifty 

or  seventy-five  years  we  will  know  all  about  the 
chemistry  of  the  cells.  I hope  to  live  that  long, 
so  I will  be  familiar  with  cell  chemistry  by  that 
time. 

Last'  fall  I went  over  five  hundred  cases  of 
blood  chemistry  with  the  technician,  in  which  he 

did  a blood  urea  acid,  test  meal,  etc.  I think  they 

made  a diagnosis  of  60  per  cent  of  these  cases, 
while  forty  per  cent  were  undiagnosed,  so  that 
blood  chemistry  is  a distinct  aid  in  diagnoses. 


POLYHYDRAMNION  WITH  FETAL 
DEATH 

F.  B.  SHARP,  M.  D. 

Phoenix,  Arizona 

(Read  before  the  Medical  & Surgical  Staff  of  St. 
Joseph’s  Hospital,  at  Phoenix,  Ariz.) 

Case  11247  is  presented  because  of  the 
points  of  interest  attached  to  the  case  from 
the  standpoint  of  etiology,  diagnosis  and 
treatment. 

Mrs.  McG.  came  to  my  office  January  17,  1928. 
for  examination  and  prenatal  care.  She  was  found 
to  be  a primipara,  32  years  of  age,  married  SV2 
years.  Her  family  history  is  negative  except  for 
two  brothers  who  died  in  infancy,  cause  unknown. 
Her  husband  has  a severs  form  of  diabetes  and  is 
under  insulin  treatment.  She  has  had  the  usual 
diseases  of  childhood  but  escaped  scarlet  fever. 
She  had  tvphoid  in  1914,  pneumonia  in  1917,  small- 
pox in  1921.  and  had  her  gall-bladder  and  appendix 
removed  .Tulv  10.  1927.  She  has  been  treated  at 
intervals  for  a left-sided  pyelitis.  Menstruation 
began  at  15.  is  of  the  30-dav  type,  of  two  to  three 
davs’  duration,  during  which  time  the  flow  is 
moderate  and  without  pain.  Her  last  menstrua- 
tion occurred  while  she  was  in  the  hospital,  six 
months  ago,  following  cholecystectomv  and  ap- 
pendectomy. She  does  not  remember  when  nausea 
and  vomiting  began,  but  thinks  it  began  at  about 
the  time  of  the  gall-bladder  operation  and  per- 
sisted until  late  in  October.  She  felt  life  about 
December  8,  1927. 

My  examination  showed  her  to  be  in  good  gen- 
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eral  condition  with  blood  pressure  of  112/64.  She 
was  complaining  bitterly  of  rapid  abdominal  dis- 
tention and  of  pain  and  soreness  all  through  her 
abdomen.  Vomiting  occurred  daily.  Examination 
of  the  abdomen  disclosed  a fairly  recent  operative 
scar  in  the  right  upper  quadrant.  The  abdomen 
was  distended  to  the  size  of  a 7%  months  preg- 
nancy and  evidently  contained  a smooth,  rounded, 
tense  body  with  fluid  under  pressure.  Fetal  heart 
tones  could  not  be  heard.  Palpation  of  fetal  parts 
was  impossible.  Upon  bi-manual  examination  the 
cervix  was  found  to  be  partly  effaced,  soft  and 
with  Chadwick’s  sign  present.  Ballottement  of  a 
fetal  head  was  possible  and  the  diagnosis  of  intra- 
uterine pregnancy  was  made.  The  tense  globular 
abdominal  mass  was  demonstrated  to  be  the  uterus 
containing  the  fetus  floating  about  in  an  abnor- 
mally large  amount  of  amniotic  fluid.  Pelvic 
measurements  were  satisfactory.  Laboratory  tests 
on  the  urine  were  negative,  as  was  the  Wasser- 
mann. 

Six  days  later  the  aptient  was  seen  again  in 
the  office  and  fetal  heart  tones  were  heard  in  the 
right  upper  quadrant  at  the  lower  end  of  the  chol- 
ecystectomy scar.  At  subsequent  visits,  which  were 
made  at  intervals  of  three  days  to  a week,  the 
distention  was  observed  to  be  increasing,  but  not 
as  rapidly  as  in  some  cases  of  acute  polyhydram- 
nion  chat  I have  seen.  Fetal  heart  cones  were 
never  heard  again,  but  as  late  as  February  10, 
1928,  fetal  movements  were  heard  through  the 
stethoscope.  The  mother  was  sure  that  she  felt 
them  every  day.  At  this  time  the  abdomen  was 
x-rayed  and  the  fetus  demonstrated  to  be  prob- 
ably 6V2  months  in  size.  The  distention  now  ap- 
proached that  of  a large,  full-term  pregnancy. 

During  the  first  part  of  March,  the  patient’s 
vomiting  suddenly  ceased  and  the  feeling  of  pain 
and  distention  in  the  abdomen  disappeared.  She 
insisted  that  she  still  felt  the  baby,  but  the  fetal 
movements  could  not  be  heard  through  the  head 
stethoscope.  The  tension  of  the  fluid  in  the  uterus 
betran  to  diminish  slightly.  She  wras  watched  care- 
fully for  signs  of  absorption,  but  she  continually 
felt  better,  although  she  lost  several  pounds  in 
weight.  As  the  tension  in  the  uterus  diminished, 
it  was  possible,  on  the  15th  of  March,  to  elicit 
crepitus  in  the  fetal  head,  making  positive  the  diag- 
nosis of  fetal  death  and  maceration.  There  was  no 
indication  of  spontaneous  emptying  of  the  uterus. 
She  was  sent  to  the  hospital  March  19,  1928,  and 
a 7 cm.  Voorhies  bag  was  introduced.  Several 
hours  later  a macerated,  6%  months  male  fetus 
was  spontaneously  delivered.  Syndactylism  was 
present  in  the  fusion  of  the  third  and  fourth  fin- 
gers on  the  right  hand.  Convalescence  of  the 
mother  was  uneventful. 

We  are,  of  course,  interested  in  the  etiol- 
ogy of  the  polvhydramnion  and  fetal  death 
in  this  case.  It  is  a known  fact  that  poly- 
hydramnion  itself  is  not  infrequent  as  it  oc- 
curs about  once  in  two  hundred  cases.  This 
was  a mild  case  compared  with  the  amount 
of  fluid  contained  in  some.  Authorities  are 
not  sure  as  to  the  cause  of  this  condition 
smce  theories  differ  as  to  the  origin  of  the 
amniotic  fluid  even  in  the  normal  cases. 
The  most  plausible  of  these  theories,  ac- 
cording to  Dr.  DeLee,  is  that  the  amni- 
otic fluid  is  a transudate  from  the  ma- 
ternal vessels.  As  to  ovular  causes  of  poly- 
hydramnion,  the  condition  is  occasionally 
supposed  to  be  due  to  an  amnionitis  causing 


inflammatory  and  degenerative  changes  in 
the  amnial  epithelium.  Syphilis  is  always 
thought  of.  As  to  the  fetus,  mal-formations 
are  so  frequent  that  they  are  always  sus- 
pected in  a case  of  polyhydramnion  and 
may  take  any  one  of  the  numerous  forms 
cited  in  textbooks.  Diseases  of  the  child, 
especially  those  having  to  do  with  changes 
in  its  circulatory  system,  are  next  in  fre- 
quency. Uni-oval  twins  are  also  frequently 
associated  with  the  abnormality.  Many  auth- 
orises lay  great  stress  upon  the  excretion 
of  fetal  urine  from  various  causes,  but  I do 
not  believe  the  theory  can  be  supported. 

In  the  mother,  any  condition  which  con- 
tributes to  edema  and  general  anasarca 
might  easily  be  responsible.  Syphilis  has 
been  mentioned  before,  while  leukemia,  and 
the  anemias  may  also  be  factors.  We  should 
never  overlook  the  possibility  of  infection 
reaching  the  fetus  directly  or  indirectly 
through  the  blood  stream.  In  this  case  we 
have  to  consider  the  presence  of  a chroni- 
cally inflamed  gall-bladdr  and  appendix,  re- 
moved, as  far  as  we  are  able  to  tell,  at  the 
beginning  of  pregnancy,  since  the  patient 
states  that  she  can  be  sure  that  pregnancy 
could  not  have  occurred  after  the  surgical 
procedure.  It  is  possible  that  a portal  of  en- 
try for  infection  might  be  established  there. 
Diabetes  in  the  husband  also  demands  at- 
tention. In  response  to  a communication, 
Dr.  J.  P.  Greenhill  deplores  the  scarcity  of 
literature  discussing  the  effect  of  a diabetic 
father  on  his  offspring.  He  stated  that  both 
he  and  Dr.  De  Lee  had  had  only  one  case 
each  in  their  experience  where  the  father 
was  a severe  da’betic.  Dr.  Greenhill  doubted 
that  there  was  any  connection  between  the 
male  parent  and  the  fetus  in  diabetes,  since, 
even  when  the  mother  is  diabetic,  about  the 
only  effect  is  occasionally  an  unusually  large 
fetus,  which  mav,  however,  be  accompanied 
by  polyhydramnion. 

Physical  signs  which  lead  to  the  suspi- 
cion of  polyhydramnion  are,  of  course,  evi- 
dent. The  distent’on  always  attracts  the  at- 
tention. It  is  absolutely  necessary  to  be 
sure  that  a pregnanev  exists.  Without  bal- 
lottement of  the  fetal  head  in  this  case,  x- 
ray  would  have  been  necessary.  When  it 
was  done  later  in  the  care  of  this  woman,  it 
was  to  satisfy  a curiosity  as  to  whether  it 
would  show  a fetal  deformity.  One  should 
always  keep  in  mind  that  ovarian  cysts  may 
show,  at  first,  similar  findings,  but  upon 
thorough  examination  the  utekus  can  usual- 
ly be  differentiated  from  the  mass  and  the 
cervix  will  be  small  and  hard  as  in  the  non- 
pregnant uterus.  Hydatidiform  mole  is 
usually  accompanied  by  hemorrhages  and 
usually  causes  a much  slower  growth  of  the 
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uterus.  Ascites,  except  for  the  encysted  va- 
riety, should  not  cause  confusion. 

This  case  was  of  the  chronic  variety  and 
the  prognosis  was  good  for  the  mother.  The 
distention  reached  only  a moderate  degree 
as  these  things  go  and  her  condition  through- 
out was  excellent.  There  was  no  need  to 
worry  about  cardiac  collapse  and  similar 
dangers  upon  rupture  of  the  bag  of  waters. 
This  was  especially  true  at  the  time  of  de- 
livery, when  the  distention  was  very  much 
less  than  it  was  th'ree  weeks  before.  In  the 
acute  types,  the  prognosis  for  the  child  is 
not  good,  since  treatment  of  the  acute  vari- 
ety is  draining  off  of  the  fluid,  preferably 
through  a trocar,  with  subsequent  passage 
of  the  fetus.  The  distention  should  not  be 
allowed  to  become  so  great  that  the  moth- 
er will  suffer  from  kidney  damage  or  car- 
diac and  respiratory  embarrassment.  In  the 
chronic  cases  the  child  occasionally  lives, 
providing  co-incidental  disease  or  deformity 
is  not  present. 

Treatment  of  the  acute  variety  has  al- 
ready been  mentioned.  In  the  present  case, 
action  was  delayed  in  the  hope  that  the 
fetus  might  become  viable.  The  mother 
was  at  all  times  in  good  condition  and  even 
after  death  of  the  fetus  showed  none  of  the 
classical  signs  and  symptoms  of  fetal  death. 
She  was  sure  that  she  felt  movement  up  to 
the  day  she  entered  the  hospital.  While 
death  of  the  fetus  was  almost  positively  di- 
agnosed within  a few  days  of  the  time  it  oc- 
curred, yet  it  would  have  been  easier  had 
the  case  been  under  observation  from  the 
beginning  and  had  heart  tones  been  heard 
constantly,  then  suddenly  disappeared.  To 
satisfy  the  mother  and  to  be  sure  that  we 
were  not  inducing  labor  on  a live  fetus,  but 
not  yet  viable,  we  waited  two  weeks  for  the 
classical  signs  of  reduction  in  the  size  of  the 
uterus  and  the  final  opportunity  to  palpate 
the  softened  and  macerated  fetal  head. 
Malaise,  foul  taste  in  the  mouth,  and  other 
signs  of  absorption  of  toxins,  were  absent  in 
the  mother.  Cessation  of  vomiting  may  be 
considered  as  suggestive  of  the  time  of  fetal 
death  in  this  case. 

The  treatment  consisted  in  emptying  the 
uterus.  A 7 cm.  Voorhies  bag  was  inserted 
as  the  method  of  choice  for  the  induction 
of  labor.  The  membranes  might  have  been 
ruptured  at  the  time,  but  this  was  not  done 
until  shortly  before  delivery  because  of  the 
presence  of  a cervical  erosion.  Discovery  of 
the  syndactylism  provided  another  item  of 
interest.  As  in  many  of  these  cases,  how- 
ever, it  is  difficult  to  say  whether  this 
anomaly  was  the  cause  or  effect  of  the  oth- 
er conditions  present. 

Much  that  is  of  practical  interest  is  at- 


tached to  this  case.  The  direct  etiology  may 
be  said  to  be  still  in  question.  Diagnosis  of 
the  condition  was  classical.  Definite  assur- 
ance as  to  the  condition  of  the  fetus  was 
more  difficult.  The  usual  termination,  which 
is  spontaneous  abortion  or  premature  labor, 
did  not  occur  in  the  considerable  time  elaps- 
ed after  probable  fetal  death.  Emergency 
measures  were  not  necessary  because  of  the 
constant  good  condition  of  the  mother.  In- 
duction of  labor  was  the  indicated  course  as 
soon  as  fetal  death  wras  unquestionable. 


HOW  LONG  SHOULD  CONSTIPATION  BE 
TREATED  WITHOUT  INVESTIGATION? 

(Discussion  of  Case  13572,  Cabot  Case 
Record,  Boston  M.  & S.  Joum.,  Feb.  2,  1928, 
page  1474.) 

CASE  RECORD 

An  unmarried  Irish-Amerioan  housekeeper  fifty- 
seven  years  old  entered  the  hospital  July  9 com- 
plaining of  constipation. 

The  symptom  began  four  months  before  admis- 
sion and  had  gradually  become  persistent.  For 
two  months  it  had  not  yielded  to  cathartics,  which 
caused  severe  griping  pain  in  the  lower  abdomen, 
sometimes  more  marked  in  the  left  side.  Her  bow- 
els now  moved  only  two  or  three  times  a week. 
Enemas  gave  very  little  result.  She  had  slight  low- 
er abdominal  pain  after  eating.  There  was  constant 
rumbling  of  the  bowels,  often  very  loud.  She  passed 
much  gas.  Her  appetite  had  been  poor  since  the  on- 
set. For  ten  days  she  had  taken  only  fluids  for 
fear  of  complete  obstruction.  X-ray  examination 
done  July  1 in  the  Out-Patient  Department  of  this 
hospital  showed  the  barium  apparently  obstructed 
in  the  midportion  of  the  descending  colon.  Several 
attempts  to  get  the  barium  beyond  this  point  were 
unsatisfactory.  During  the  past  two  days  she  had 
felt  weaker.  Her  abdomen  had  become  bloated  for 
the  first  time,  and  she  had  tenesmus.  Her  stools 
bad  been  small,  dark,  hard  and  lumpy.  She  had  lost 
six  pounds  in  the  past  six  months.  Her  best  weight 
was  143  pounds,  her  present  weight  126. 

The  family  history  is  good. 

She  has  always  had  good  health  in  the  past.  For 
twenty  years  she  had  had  ‘‘goiter”  enlargement 
with  no  symptoms.  For  the  past  two  winters  she 
had  had  cough  with  much  sputum.  For  the  past 
year  she  had  occasionally  had  tingling  of  the  right 
hand. 

Clinical  examination  showed  a rather  thin  woman 
lying  comfortably.  The  skin  and  sclerae  seemed 
slightly  icteric.  The  thyroid  showed  definite  en- 
largement, chiefly  of  the  left  lobe  and  isthmus  and 
the  lower  pole  of  the  right  lobe.  It  seemed  rather 
smooth  but  made  up  of  nodules  of  thyroid  tissue. 
Part  of  it  seemed  to  be  substernal.  The  lungs  were 
clear.  Voice  and  breath  sounds  were  diminished 
ever  the  left  upper  back.  The  apex  impulse  of  the 
heart  was  not  found.  The  percussion  measurements 
were  normal.  The  sounds  were  of  good  quality, 
rather  snapping  at  the  apex,  the  action  regular. 
There  were  no  definite  murmurs.  The  artery  walls 
were  normal.  The  blood  pressure  was  140/75.  The 
abdomen  was  markedly  distended,  especially  below 
the  umbilicus.  No  masses  could  be  made  out,  chief- 
ly because  of  spasm  and  some  rigidity.  There  was 
considerable  tenderness  just  to  the  left  of  and  above 
the  umbilicus.  Palpation  showed  marked  succus- 
sion.  There  was  shifting  dullness,  more  marked  in 
the  left  flank  than  in  the  right.  The  liver  did  not 
seem  to  be  enlarged.  Pelvic  examination  could  not 
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be  completed,  as  the  introitus  barely  admitted  one 
finger.  Rectal  examination  showed  a very  large 
mass  anteriorly.  Nothing  was  felt  in  the  sides. 
The  mass  in  the  center  seemed  larger  than  the 
uterus.  Apparently  a few  glands  were  palpable. 
The  extremities  were  normal.  The  pupils  were 
slightly  irregular,  but  reacted  normally  to  light  and 
distance.  The  knee-jerks  and  ankle-jerks  were  not 
obtained. 

Before  operation  amount  of  urine  not  recorded, 
urine  not  remarkable.  Blood:  hemoglobin  75  per 
cent.,  reds  5,500,000,  some  achromia,  leucocytes 
8,200,  polynuolears  75  per  cent.,  platelets  normal. 
Wassermann  negative. 

July  12  operation  was  done.  Two  days  later  the 
patient  had  lost  all  distention  and  was  very  com- 
fortable. She  continued  to  make  good  improvement. 
The  wound  was  clean  and  drained  well. 

July  26  a second  operation  was  done.  She  made 
a good  ether  recovery  and  was  in  fair  condition 
afterward.  The  wound  was  clean.  There  was  a lit- 
tle drainage.  By  the  third  of  August  she  had  devel- 
oped phlebitis  in  the  left  leg.  August  15  she  was 
weaker  and  was  running  an  irregular  temperature. 
The  wound  was  somewhat  septic.  August  17  an  ab- 
scess of  one  of  the  incisions  was  opened  and  con- 
siderable foul  pus  removed.  Impacted  feces  were 
removed  from  the  rectum  under  gas.  By  August 
20  the  temperature  had  come  down  and  the  condi- 
tion seemed  better  than  for  some  time.  August  24 
she  was  again  running  an  irregular  temperature. 
From  this  point  she  failed  gradually.  There  was 
a pelvic  mass  of  uncertain  nature.  The  patient  was 
so  exhausted  that  tenderness  could  not  be  depend- 
ed upon  for  differential  diagnosis.  After  the  28th 
the  temperature  was  elevated.  By  the  31st  she  was 
taking  no  food.  September  3 she  died. 


Discussion  of  Group  II,  of  Yavapai  Coun- 
ty Medical  Society  and  Medical  Officers  of 
Fort  Whipple,  meeting  of  January  15,  1929. 

DR.  W.  E.  McWHIRT,  Whipple,  Ariz. 

We  are  called  upon  to  consider  the  case  of  a 
woman  of  fifty-seven  years  of  age  who,  as  far  as 
the  history  goes,  until  four  months  ago  has  had 
no  diseases  with  the  exception  of  enlargement  of 
the  thyroid.  A thyroid  that  has  lasted  twenty  years 
with  no  symptoms,  I think  would  rarely  give  us 
trouble  at  this  time  unless  there  were  a mal- 
ignancy. Upon  admission  to  hospital  on  July  9th 
she  complained  of  constipation.  This  constipation 
is  rather  unique  in  that  she  gives  no  previous  his- 
tory of  it  except  for  the  last  four  months,  and  it 
has  grown  progressively  worse  until  cathartics 
and  enemas  give  no  relief.  On  July  1st,  an  x-ray 
examination  was  made  and  showed  the  barium  meal 
obstructed  at  the  middle  of  the  descending  colon. 
They  make  no  further  statement  here.  We  would 
have  been  very  glad  if  they  had  gone  further  and 
told  us  just  exactly  what  the  condition  was  where 
the  barium  obstructed,  as  to  whether  the  mass  was 
smooth  in  outline,  regular  or  irregular.  Even  af- 
ter four  months  she  has  only  gone  from  142  to 
126  pounds,  which  is  not  much  loss  of  weight.  The 
family  history  they  tell  us  is  negative,  and  the 
personal  history  is  negative,  except  for  goiter. 
They  also  tell  us  that  for  the  past  two  winters  she 
has  had  cough  with  expectoration.  We  would  like 
to  know  whether  this  meant  throughout  the  win- 
ter or  just  an  attack  perhaps  lasting  ten  days  or 
two  weeks  and  then  clearing  up.  The  laboratory 
findings  are  negative,  there  being  nothing  in  the 
blood  examination  to  give  any  information.  They 
did  not  even  see  fit  to  make  a complete  examina- 
tion of  the  urine,  saying  only  it  was  not  remark- 
able. Wassermann  was  negative. 


She  came  in  on  the  9th  and  was  presumably  ob- 
served for  three  days  and  then  operated.  The  op- 
eration at  this  time  was  done,  we  think,  more  or 
less  as  an  emergency  to  relieve  the  obstruction, 
give  drainage  and  to  permit  of  further  observa- 
tion with  possibility  of  making  a definite  diagno- 
sis. We  think  at  this  time  they  did  a simple  col- 
ostomy. The  patient  made  an  uneventful  recov- 
ery, the  wound  was  clean  and  dx-ained  well.  There 
is  an  interim  of  two  weeks  and  they  tell  us  noth- 
ing as  to  whether  any  further  examinations  were 
made  of  the  blood,  or  anything  about  this  abdomen. 
Then  a second  operation  was  done,  the  patient 
making  good  recovery  and  everything  seems  to 
have  gone  along  nicely.  All  at  once  she  develops 
phlebitis  and  is  not  doing  so  well.  One  of  the 
wounds  is  opened,  presumably  the  last  one,  and 
foul  smelling  pus  is  removed.  She  gets  better,  then 
grows  worse  and  finally  dies. 

To  come  down  to  the  last  analysis,  everything  is 
out  of  the  picture  with  the  exception  of  the  ab- 
domen and  pelvis.  She  has  fluid,  the  abdomen  is 
distended  and  tender.  They  tell  us  we  can  not  de- 
pend upon  tenderness  for  diagnostic  purposes.  We 
are  at  a loss  to  know  what  this  tumor  mass  is  in 
the  pelvis.  If  we  were  to  draw  conclusions  we 
would  say  they  undoubtedly  did  a colostomy  at 
the  first  operation.  As  to  the  second  operation  we 
are  in  the  dark.  This  case  may  have  been  one  in 
which  an  exploratory  operation  was  absolutely  nec- 
essary for  diagnosis.  Pei’haps  they  did  a hyster- 
ectomy and  later  she  developed  pelvic  abscess.  We 
feel  she  did  not  die  of  the  condition  for  the  relief 
of  which  she  came  to  the  hospital,  but  rather  that 
she  died  of  septicemia. 


DR.  GEORGE  BASSETT,  Whipple,  Ariz. 

We  have  a clear  cut  case  of  chronic  intestinal 
obstruction.  It  is  a case  that  apparently  offered  to 
the  surgeon  and  attending  physicians  good  surgi- 
cal risk.  She  had  normal  blolod  pressure,  no  evi- 
dence of  ai’teriosclerosis,  although  the  pulse  pres- 
sure was  a little  high,  urinalysis  was  negative  and 
the  blood  picture  showed  nothing  alarming.  They 
had  every  x-eason  to  suppose  the  results  of  the  op- 
eration to  relieve  the  obstruction  and  gas  would 
be  good.  I was  a little  surprised,  that  having  the 
knowledge  they  had  of  the  trouble,  in  fact  the 
woman  diagnosed  her  own  case,  they  waited  so 
long  befoi'e  operating. 

Intestinal  obstruction  may  be,  as  you  know, 
either  acute  or  chi’onic.  I think  we  can  rule  out 
the  acute  phase  inasmuch  as  there  were  two 
or  three  days  before  operation.  In  chronic  intes- 
tinal obstruction  we  have  a legion  of  causes  and 
without  going  too  much  into  detail  I will  mention 
those  which  seem  to  me  to  be  the  most  reason- 
able in  this  case.  First,  and  probably  the  most 
important  group  of  conditions  that  correspond  with 
this-  picture,  are  malignancies;  or  let  us  put  it  this 
way,  tumor  masses  either  malignant  or  non-mal- 
ignant,  for  certainly  the  picture  this  woman  pre- 
sented did  not  suggest  a malignant  mass  in  the 
abdomen  of  from  four  to  six  months  duration.  Mal- 
ignancy, however,  has  a peculiar  habit  of  not  show- 
ing until  pretty  far  advanced,  as  far  as  the  blood 
and  general  condition  of  the  patient  is  concerned. 
The  large  class  of  malignant  growths  occurring  in 
the  descending  colon,  annular  epitheliomas,  make 
up  40  to  60  per  cent  of  cases  which  are  found  at 
opei’ation  and  autopsy.  It  is  the  one  particular 
malignant  growth  which  does  give  a picture  of 
chi’onic  obstruction,  gradually  progressive,  which 
may  or  may  not  become  acute.  The  blood  picture 
and  general  appearance  do  not  suggest  malignant 
growth  and  the  symptoms  that  we  may  expect  to 
find  with  reference  to  it,  diarrhea  and  alter- 
nating periods  of  constipation,  are  not  present.  At 
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the  same  time  there  is  a possibility  of  it,  inasmuch 
as  the  x-ray  report  was  vague.  We  do  not  know 
anything  about  the  obstruction,  above  or  below, 
except  that  there  was  an  obstruction  to  the  barium 
meal.  For  this  reason  we  would  have  to  accept 
as  a possibility  malignant  growths  of  the  intes- 
tinal walls  themselves.  Other  malignant  growths 
outside  the  intestines,  a little  more  suggestive  in 
this  case,  are  of  the  kidneys,  omentum,  uterus, 
ovaries,  tubes, — in  fact  practically  all  of  the  pelvic 
organs  and  the  kidneys.  A rectal  examination 
showed  a large  mass  anterior  to  the  examiner’s 
finger,  which  would  lead  us  to  suppose  it  was  out- 
side of  the  intestinal  wall.  Vaginal  examination 
was  said  to  be  unsatisfactory.  If,  by  rectal  exam- 
ination, they  could  find  a tumor  mass  anterior  to 
the  rectum,  they  should  have  been  able  to  tell  by 
vaginal  examination  whether  it  was  uterine. 

The  non-malignant  growths  that  could  be  the 
cause  of  this  obstruction  are  adenomas,  myomas, 
papillomas,  etc.,  which  are  fairly  common  about 
the  pelvis  and  lower  abdoimnal  tracts  the  most 
common  being  fibromas  of  the  uterus. 

The  next  particular  classification  of  conditions 
which  could  cause  this  trouble  is  intussusception, 
which,  although  a very  common  cause  of  acute  in- 
testinal obstruction  about  the  ileum  and  descend- 
ing colon,  is  also  a cause  in  old  people  of  chronic 
obstruction  in  the  descending  colon  or  sigmoid. 
This  condition,  we  are  told,  can  cause  alternating 
attacks  of  diarrhea  and  rather  short  periods  of 
constipation  without  going  on  to  the  acute  phase. 
Partial  intussusceptoin  gives  a certain  number  of 
symptoms  and  automatic  relief  by  action  of  the  in- 
testinal tract.  These  repeated  attacks  of  partial 
intusssuception  may  so  damage  the  gut  and  en- 
large it  that  we  may  feel  a mass. 

The  third  group  that  we  deal  with  is  fecal  im- 
paction, This,  in  old  people,  is  a very  important 
cause  of  chronic  intestinal  obstruction,  and  one 
that  we  can  not  rule  out.  This  patient  had  se- 
vere constipation  for  four  months,  apparently  no 
trouble  before  that  time.  It  is  possible  for  the 
colon,  transverse,  ascending,  descending,  to  become 
impacted  and  lined  wtih  fecal  masses,  until  at 
some  point  a fecal  mass  blocks  and  we  have  a 
mild  autointoxication  which  takes  its  toll.  We 
have  a more  or  less  acute,  or  subacute,  impaction 
which  will  require  operation  and  which  can  not  be 
corrected  by  any  other  means  as  a rule.  Some 
cases  go  on  to  such  an  extent,  unknown  to  the  pa- 
tient because  of  lack  of  symptoms,  that  nothing  is 
known  until  the  operation  when  a gangrenous  gut 
is  found.  It  is  hard  to  visualize  that  a simple  fecal 
impaction  over  such  a short  time  could  cause  the 
death  of  this  patient,  but  we  we  know  that  with  dam- 
age of  this  kind,  thrombosis  of  the  mesenteric 
veins  is  possible,  in  fact  the  same  might  be  said 
for  any  one  of  the  three  groups  of  causes.  Mesen- 
teric thrombosis  would  give  us  a picture  of  as- 
cites, an  acute  abdomen,  which  would  be  a differ- 
ent thing  from  a case  of  chronic  constipation  such 
as  this  woman  had  in  the  first  place. 

We  have  ruled  out  the  thyroid,  although  it  is 
mentioned  and  rather  stressed,  for  the  simple  rea- 
son that  a thyroid  in  existence  for  twenty  years 
is  very  likely  to  tear  loose  and  cause  metastases. 

There  are  other  minor  causes  of  intestinal  ob- 
struction, such  as  hernia  in  the  posterior  fossae, 
hernia  through  the  omentum,  false  foramen,  peri- 
tonitis, old  operations,  etc.,  but  the  three  groups 
given,  we  believe  to  be  the  main  factors  to  con- 
sider. In  our  opniion  it  is  one  of  three  things, — 
malignant  or  non  malignant  growth,  a possible  in- 
terference in  the  descending  colon  itself,  such  as 
epithelioma;  fecal  impaction  or  intussusception. 

An  emergency  operation  was  done  to  relieve 


toxemia.  They  were  apparently  satisfied  with  her 
condition  until  she  evidently  developed  an  abscess. 

Our  diagnosis  is  intestinal  obstruction  and  death 
by  sepsis. 


Discussion  by  Maricopa  County  Medical 
Society,  at  meeting  of  January  3,  1929. 

DR.  C.  A.  DONALDSON,  Mesa,  Ariz. 

Two  important  items  are  omitted  from  the  rec- 
ord, namely:  the  temperature  prior  to  operation 
and  the  examination  of  stools  for  occult  blood. 
The  following  conditions  must  be  ruled  out: 

Abscess.  There  is  no  leucocytosis  and  probably 
no  rise  in  temperature. 

Volvulus.  There  is  no  colic,  the  obstruction  is 
less  acute,  and  there  is  absence  of  profound  shock. 

Fecal  impaction.  This  should  have  been  relieved 
by  enemas  and  this  patient’s  condition  was  not. 

Diverticulitis.  This  is  more  acute  and  rare;  Lon- 
don Hospital  reports  two  per  cent  in  ten  thousand 
postmortems. 

The  symptoms  pointing  to  cancer  are  her  age, 
increasing  constipatoin,  low  abdominal  pain,  ac- 
cumulation of  gas,  loss  of  weight.  Physical  exam- 
ination confirms  suspicion  of  cancer  in  the  slight 
icterus,  tenderness,  distended  abdomen,  slight  dul- 
ness,  palpable  mass,  obstruction  to  barium  enema 
in  descending  colon.  Diagnosis  is  carcinoma  of 
either  descending  colon  or  involving  it. 


DR.  RAFAEL  HERNANDEZ,  Phoenix,  Ariz. 

The  blood  pressure  of  140/75  seems  fair.  The  ob- 
struction of  the  descending  colon  showed  by  x-ray, 
the  constipation,  bloated  abdomen,  loss  of  weight, 
the  mass  found  by  rectal  examination,  the  age  of 
patient,  the  icteric  color  of  the  skin  the  negative 
W’assermann  and  the  blood  findings,  suggest  di- 
agnosis of  malignant  neoplasm  of  the  descending 
colon  (adenocarcinoma),  which  are  more  common 
in  rectum  and  colon.  The  enlargement  and  nodules 
in  the  thyroid  gland  mean  metastatic  carcinoma 
of  the  same  gland.  The  phlebitis  of  the  left  leg 
and  the  foul  pus  removed  from  one  of  the  incisions 
after  the  second  operation  makes  me  think  it  was 
an  infection  by  anaerobic  organisms,  perhaps  bac- 
illus emphysematosus,  more  common  in  those  cases. 


DR.  J.  M.  PEARSON,  Glendale,  Ariz. 

Carcinoma  of  the  descending  colon. 

Discussion  at  Massachusetts  General  Hos- 
pital. 

EDWARD  L.  YOUNG,  Jr.,  M.  D. 

The  first  two  sentences  taken  together  in  con- 
nection with  the  age  of  this  patient  justify  a very 
thorough  examination,  because  one  thing  that  we 
must  not  forget  is  the  constantly  repeated  state- 
ment that  any  change  in  the  normal  bowel  habits 
of  an  individual,  particularly  at  this  age,  should 
be  viewed  with  suspicion. 

There  is  only  one  thing  lacking  here  to  make  an 
arbitrary  diagnosis  of  malignant  disease,  and  that 
is  blood.  But  as  it  stands  the  symptoms  are  so 
conclusive  that  it  seems  hard  to  dodge  that  diagno- 
sis. 

The  x-ray  does  not  show  much  except  that  we 
can  see  the  pretty  abrupt  stop  in  the  bowel.  It 
seems  as  though  it  would  be  impossible  to  put  any 
other  diagnosis  in  here  as  a differential.  Stric- 
ture from  an  inflammatory  process  of  diverticula 
is  practically  unknown.  There  is  no  evidence  here 
of  diverticula,  and  the  story  is  that  of  the  obstruc- 
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tion  of  malignant  disease  rather  than  of  the  in- 
flammatory constriction  of  diverticulitis. 

It  always  seems  extraordinary  to  me  how  far 
many  individuals  will  go  with  symptoms  as  severe 
as  this  without  reporting  for  help. 

Icterus  always  make  us  wonder,  in  the  presence 
of  our  belief  in  malignant  disease,  as  to  whether 
or  not  there  is  a liver  metastasis. 

In  view  of  the  examination  the  only  other  diag- 
nosis which  could  be  at  all  considered  would  seem 
to  me  to  be  malignant  disease  starting  in  the  pel- 
vis which  had  extended  out  into  the  left  flank  and 
was  obstructing  the  bowel  through  direct  extension; 
but  that  seems  rather  a far  shot.  It  would  seem 
to  me  that  we  have  one  absolute  diagnosis  and 
that  is  intestinal  obstruction,  chronic,  and  the  first 
thing  to  do  is  to  relieve  that  obstruction,  because 
no  operation  can  be  undertaken  toward  the  curing 
of  this  situation,  whatever  it  is,  until  the  patient 
has  been  improved  somewhat  in  general  condition 
and  until  the  obstruction  has  been  relieved.  Accord- 
ingly, it  would  seem  to  me  that  the  first  thing  to 
do  is  an  abdominal  incision  with  a colostomy  above 
the  obstruction,  and  the  estimation  of  whether  or 
not  it  is  possible  to  do  anything  more.  It  may  well 
be  that  when  the  surgeon’s  hand  is  in  the  abdomen 
a condition  will  be  found  which  is  beyond  surgical 
help,  and  the  colostomy  will  be  the  whole  thing. 

I should  assume  the  first  diagnosis  I would  make 
would  be  carcinoma  of  the  descending  colon,  and 
I should  say  that  would  be  about  all  that  I should 
seriously  consider.  Carcinoma  of  the  pelvis  extend- 
ing to  the  descending  colon  would  be  a very  poor 
second. 

I did  not  speak  about  the  question  of  anesthesia. 
Of  course  in  a patient  in  this  condition  local  an- 
esthesia is  obviously  the  anesthesia  of  choice,  be- 
cause the  operation  is  not  going  to  be  extensive 
and  the  less  shock  that  can  be  handed  to  the  pa- 
tient the  better. 

DR.  YOUNG’S  PRE-OPERATIVE  DIAGNOSIS 
Carcinoma  of  the  descending  colon. 

FIRST  OPERATION 

Under  local  novocain  a right  rectus  incision  was 
made  through  the  outer  border  of  muscle.  A tense 
loop  of  bowel  presented.  Its  muscular  coat  split 
as  it  was  delivered.  It  was  not.  certain  whether 
this  was  ascending  colon.  At  any  rate  it  was  ob- 
viously the  part  of  the  intestine  to  drain.  Three 
purse  string  sutures  of  silk  were  placed  and  a rub- 
ber tube  stretched  over  a glass  tube  was  introduced 
into  the  bowel  and  its  wall  inverted  around  it. 
The  intestine  was  stitched  to  the  peritoneum,  the 
fascia  closed  and  the  superficial  part  of  the  wound 
left  open  on  account  of  soiling.  There  was  abun- 
dant discharge  through  the  tube  during  operation. 

FURTHER  DISCUSSION 
The  only  possible  criticism  of  that  operation  is 
that  they  did  not  find  out  as  much  as  they  might 
have.  But  nevertheless  if  she  was  very  sick  they 
did  the  only  thing  possible  to  get  her  to  the  stage 
where  something  could  be  done,  because  anything 
more  extensive,  even  enough  of  an  incision  and 
enough  trauma  to  explore  the  liver  and  glands 
and  the  mass  itself,  might  have  resulted  fatally, 
and  certainly  during  two  weeks  she  did  very  well 
with  this  colostomy. 

We  will  stand  by  our  original  diagnosis. 

SECOND  OPERATION 

Gas  and  ether.  Incision  through  left  rectus  mus- 
cle. The  growth  was  found  to  be  a small  spool-like 
structure  without  regional  metastases.  No  metas- 
tasis in  the  liver.  The  splenic  flexure  was  freed 
and  the  left  colon  rendered  mobile.  About  9 inches 
of  the  intestine  above  and  3 inches  below  the 


growth  was  removed  with  the  regional  blood  sup- 
ply and  lymphatics.  End-to-end  anastomosis  was 
done  by  basting  thread  technique.  The  ends  of  the 
intestines  were  inverted  and  closed  with  sutures 
which  were  subsequently  removed.  An  end-to-end 
anastomosis  was  done  with  two  layers  of  con- 
tinuous catgut,  the  epiploic  and  omental  fat  being 
sutured  over  the  line  of  union.  One  cigarette  wick 
through  the  stab  wound. 

PATHOLOGICAL  REPORT 
A section  of  large  intestine  28  centimeters  long 
with  the  mesentery.  On  section  there  is  an  annular 
hard  growth  near  one  cut  end  which  is  superfi- 
cially ulcerated  and  has  prominent  raised  margins. 
The  lymph  nodes  in  the  mesentery  are  enlarged  to 
the  size  of  a pea  and  are  soft. 

Microscopic  examination  of  the  tumor  shows  a 
structure  of  large  irregular  gland  tubules  lined 
by  atypical  columnar  epithelial  cells  deeply  invad- 
ing the  muscular  wall. 

Adenocarcinoma. 

FURTHER  DISCUSSION 
This  time  they  felt  that  they  had  to  have  relaxa- 
tion, and  gas  and  ether  were  used. 

It  is  interesting  to  me  where  all  these  large 
masses  disappear  at  operation  and  at  necropsy 
that  are  felt  on  examination.  I have  been  waiting 
for  them  to  say  there  was  in  addition  a large  fi- 
broid. “Rectal  examination  showed  a very  large 
mass  anteriorly”  suggests  that  they  at  least  ought 
to  have  felt  something.  Perhaps  they  did.  Per- 
haps Dr.  Mallory  wall  tell  us  so. 

Logically  that  pelvic  mass  would  suggest  that 
it  is  a septic  mass  as  a result  of  localized  peri- 
tonitis from  the  operation. 

She  died  nearly  six  weeks  after  operation.  It 
seems  to  me  that  the  logical  thing  here  is  to  as- 
sume sepsis  from  the  line  of  anastomosis  which 
did  not  hold  well,  and  that  this  patient  died  of  sep- 
sis, probably  mostly  localized  in  the  pelvis  but 
with  the  possibility  of  more  or  less  general  infec- 
tion through  the  peritoneal  cavity.  In  view  of 
what  we  were  told  at  the  time  of  operation  it 
does  not  seem  as  though  there  would  be  evidence 
of  carcinoma  elsewhere. 

CLINICAL  DIAGNOSIS  (FROM  HOSPITAL 
RECORD) 

Carcinoma  of  the  colon. 

Myocardial  failure. 

DR.  EDWARD  L.  YOUNG’S  DIAGNOSIS 
Carcinoma  of  the  descending  colon. 

Peritonitis. 

Septicemia. 

ANATOMIC  DIAGNOSES 
(Adenocarcinoma  of  the  descending  colon.) 
Retroperitoneal  abscess. 

Pelvic  peritonitis. 

Operative  wound,  colostomy. 

Leiomyoma  of  the  uterus. 

DR.  TRACY  B.  MALLORY : As  Dr.  Young  pre- 
dicted, the  line  of  sutures  at  the  anastomosis  did 
break  down,  which  led  to  a pelvic  peritonitis.  At 
the  time  of  necropsy  considerable  amounts  of  free 
fecal  material  were  found  in  the  pelvis.  There  was 
also  a second  septic  process  in  the  form  of  a 
thrombosis  of  the  left  iliac  vein,  and  a rather  large 
retroperitoneal  abscess  which  apparently  had  de- 
veloped from  that. 

The  mass  which  they  felt  in  the  pelvis  was  a 
real  one  in  the  form  of  a greatly  enlarged  uterus 
with  a big  intramural  fibroid  six  centimeters  in 
diameter.  The  other  findings  are  all  essentially 
negative. 
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FATAL  ALBUMINURIA  WITHOUT 
NEPHRITIS 

Discussions  of  Case  No.  14212,  Cabot’s 
Case  Records,  history  published  in  New  Eng. 
Jour,  of  Med.,  for  July  12,  1928,  page  97,  as 
follows : 

Group  3.  Case  2. 

A Canadian  stenographer  of  twenty  entered  the 
hospital  August  9 complaining  of  swelling  of  the 
ankles  and  eyelids  and  anasarca.  She  was  so  ill 
that  the  history  was  believed  to  be  rather  incom- 
plete. 

Four  months  before  admission  she  felt  tired.  A 
week  later  she  had  a sudden  onset  of  swelling  of 
the  ankles  and  the  eyelids  and  felt  so  tired  and 
weak  that  she  gave  up  work  and  by  advice  of  a 
physician  went  to  bed.  She  had  a great  deal  of  gas 
on  her  stomach.  She  passed  very  small  amounts  of 
urine,  perhaps  five  or  six  ounces.  She  had  no  appe- 
tite. Four  weeks  before  admission  she  had  gas  pain. 
Her  abdomen  was  tapped  and  five  quarts  of  light 
colored  fluid  withdrawn  She  now  passed  varying 
amounts  of  urine,  sometimes  a normal  amount.  An- 
other abdominal  tap  gave  six  quarts  of  fluid.  The 
first  part  of  the  tap  was  clear  like  water;  the  last 
few  drops  were  like  milk.  A left  chest  tap  gave  a 
pint  of  clear  fluid.  Five  physicians  were  unable  to 
do  anything  for  her,  and  gave  her  up.  For  the  past 
two  and  a half  months  she  had  had  a doctor  who 
gave  her  a pint  of  digitalis  and  some  medicine 
which  he  said  was  weakening  to  the  kidneys.  She 
made  no  improvement.  For  ten  days  she  had  eaten 
no  solid  food.  During  the  past  week  she  had  vom- 
ited clear  liquid  and  nearly  everything  taken.  Her 
stools,  which  had  been  previously  normal,  were 
frequent  and  watery.  She  felt  drowsy.  During  the 
past  week  she  had  felt  worse,  very  weak,  and  had 
been  incontinent  of  urine,  passing  very  little. 

Her  family  history  is  irrelevant. 

As  a child  she  had  measles,  chicken  pox  and  ton- 
sillitis. A year  before  admission  she  noticed  hem- 
orrhoids for  six  months.  Later  these  were  very 
painful  and  hied  bright  red  blood  twro  or  three 
times  a day.  Her  bowel  movements  had  been  well 
formed,  with  blood,  she  did  not  know'  for  how  long. 
In  November,  nine  months  before  admission,  she 
had  many  boils  on  her  face.  In  April  she  had  slight 
leukorrhea  at  the  time  of  menstruation.  Until  the 
present  illness  she  weighed  102  pounds. 

Clinical  examination  showed  an  emaciated  young 
woman  with  a puffy  face,  pale  mucous  membranes 
and  general  anasarca  excepting  only  the  anterior 
chest  wall.  Bilateral  hydrothorax.  The  lung  signs 
were:  tympany  over  each  upper  lobe  anteriorly; 
flatness  and  absent  breath  sounds,  whispered  voice 
and  tactile  fremitus  over  right  lower  lobe  posterior- 
ly and  laterally;  no  rales.  When  she  lay  flat  tym- 
pany obscured  the  heart  borders.  The  apex  impulse 
of  the  heart  was  not  found.  Left  border  7.5  centi- 
meters to  the  left  of  midsternum,  half  a centimeter 
outside  the  midclavicular  line,  right  border  3.5 
centimeters,  supraoardiac  dullness  6 centimeters. 
Sounds  and  action  normal.  There  was  a soft  sys- 
tolic murmur  at  the  apex.  Pulses  and  arter*ias  nor- 
mal. Blood  pressure  100/60.  The  abdomen  was 
greatly  distended  with  gas.  There  was  a moderate 
amount  of  shifting  dullness,  no  tenderness.  No 
masses  were  palpable  with  the  degree  of  disten- 
tion present.  The  genitalia  were  edematous.  There 
were  thrombosed  external  hemorrhoids,  so  tender 
that  rectal  and  pelvic  examinations  could  not  be 
done.  There  was  marked  edema  of  all  the  depen- 
dent parts  with  decubitus  over  the  sacrum.  The 
pupils  were  equal,  regular,  and  reacted  sluggish- 


ly to  light.  The  right  fundus  was  slightly  hazier 
than  the  left. 

Amount  of  urine  32  to  37  ounces  on  the  three 
occasions  recorded,  specific  gravity  1.020  to  1.012, 
urine  cloudy  at  three  of  five  examinations,  alkaline 
once,  a trace  to  a large  trace  of  albumin  at  all  of 
five  examinations,  5 to  20  leucocytes  at  all  of  three 
sediment  examinations,  rare  red  calls  once.  A 
fourth  specimen  wras  polluted.  A urine  culture 
showed  colon  bacillus.  Blood:  29,700  to  7,600  (?) 
to  32,200  leukocytes,  polymorphonuclears  75  per 
cent.,  hemoglobin  50  per  cent.,  reds  4,030,000  to 
2,850,000,  smear  normal.  Non-protein  nitrogen  38 
milligrams.  Creatinin  1.62  milligrams.  Stool,  guaiac 
negative.  Abdominal  tap:  5,500  cubic  centimeters 

of  slightly  cloudy  white  fluid,  no  clot,  specific 
gravity  1.003,  710  cells,  30  per  cent,  polymorphonu- 
clears, 70  per  cent,  lymphocytes,  total  protein  66.87 
milligrams,  non-protein  nitrogen  26,  uric  acid  2.57, 
culture  (1)  colon  bacillus,  (2)  no  growth.  A guinea 
pig  test  showed  no  evidence  of  tuberculosis. 

Temperature  at  entrance  99.5°,  afterwards  nor- 
mal. Pulse  90  to  120.  Respirations  9 (morphia)  to 
21,  with  a terminal  increase  to  34. 

Orders.  August  9.  Gatch  bed.  Mouth  care. 
Cracked  ice  at  bedside.  Karell  diet.  Opium  sup- 
positories half  a grain  twice  a day.  Morphia  1/6 
grain  p.r.n.  every  three  hours  for  headache,  rest- 
lessness and  dyspnea.  Oil  enema  to  be  given  with 
extreme  care, — to  be  retained.  Magnesium  sulphate 
1 ounce  every  morning.  Tincture  of  digitalis  30 
minims  twice  a day.  August  10.  Morphia  1/6  grain 
s.c.  at  bed  time  and  repeat  every  three  hours  p.r.n. 
for  sleeplessness.  Each  dose  may  be  followed  in 
thirty  minutes  by  morphia  1/8  grain  if  not  effec- 
tual. August  12.  Frequent  feedings  of  high  caloric 
fluids.  August  14.  Rectal  taps,  four  ounces  of  5 
per  cent,  glucose  in  saline  every  three  hours;  if 
not  well  tolerated  add  chloral  hydrate  10  minims  to 
each  tap.  Veronal  5 grains.  Ice  bags  to  anti-cubital 
fossae. 

August  12  and  13  25  cubic  centimeters  of  5 per 
cent,  calcium  chloride  was  given  intravenously. 
There  was  slight  perivascular  ecchymosis  and  ne- 
crosis from  accidental  infiltration,  probably  un- 
avoidable because  of  delicate  veins  and  edematous 
skin.  It  was  impossible  to  judge  of  the  diuretic  ef- 
fect of  the  medicine  because  of  her  incontinence. 
The  general  anasarca  however  was  much  reduced 
by  August  15.  She  was  still  unable  to  retain  any- 
thing but  very  small  amounts  of  pure  water.  Rec- 
tal taps  were  all  expelled.  There  was  no  increase 
of  ascites.  August  17  the  blood  chloride  was  532.3 
milligrams.  The  patient  steadily  lost  three  to  four 
pounds’  weight  daily.  The  edema  decreased.  Aug- 
ust 18  she  died. 


Discussions  by  Yavapai  County  Medical 
Society  and  Medical  Officers  of  Fort  Whip- 
ple, Ariz.,  at  their  meeting  of  January  15, 
1928,  Group  III. 

DR.  I.  D.  LOEWY,  Whipple,  Ariz.: 

This  is  a case  of  which  Dr.  Cabot  would  say 
“without  history,”  and  without  history  is  rather  dif- 
ficult of  diagnosis.  It  presents,  to  all  appearances, 
a case  of  cardiorenal  disease  with  anasarca  and 
ascites,  etc.,  but  there  is  a lack  of  history  of  car- 
diac or  renal  trouble.  The  physical  examination 
reveals  the  heart  to  be  normal  except  for  the  sys- 
tolic murmur  at  the  apex,  and  urinalysis  is  not 
characteristic  of  any  grave  kidney  lesion,  also  the 
non-protein  and  creatinin,  while  slightly  up,  does 
not  show  any  serious  kidney  complication.  The 
history  and  physical  examination  do  not  reveal 
much  outside  of  anasarca,  ascites  and  s ystolic  mur- 
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mur;  no  mass  was  felt  in  the  abdomen  on  account 
of  the  distention;  she  vomited  considerably.  The 
blood  count  showed  increased  leukocytes,  from 
29,000  to  32,000.  The  temperature  was  never  high 
Examination  of  the  chest  shows  a hydrothorax.  In 
a case  like  this  we  have  to  remember  that  there 
must  be  some  obstructive  process  going  on  within 
the  abdomen  that  involves  perhaps  the  portal  and 
mesenteric  circulation,  which,  on  account  of  the 
milky  appearance  of  the  fluid,  may  involve  the 
lymphatics  draining  from  the  intestines. 

Dr.  Jones  will  continue  the  discussion. 

DH.  B.  L.  JONES,  Whipple,  Ariz. 

Presented  with  a case  of  this  sort,  where  there 
is  a general  edema  or  anasarca,  the  first  thing  that 
comes  to  mind  is  a nephritic  condition.  Of  these 
diseases  we  have  chronic  parenchymatous  nephritis, 
acute  and  chronic  nephrosis,  but  listening  to  the 
history  you  will  note  that  there  is  very  little  in 
the  heart  to  point  to  a heart  condition  and  very 
little  in  the  kidneys  to  point  to  a kidney  condition. 

General  anasarca  may  be  due  to  a number  of 
things.  Heart  conditions  giving  general  anasarca 
are  usually  terminal  conditions  and  very  rare:  kid- 
ney condiitons  I have  enumerated;  obstructive  con- 
ditions of  the  intestines;  cancer  of  the  pancreas, 
liver  or  intestines,  which  may  give  pressure  and 
anasarca  of  this  sort;  fibroma  of  the  uterus  or 
ovarian  cysts,  multiple;  peritonitis,  which  may  or 
may  not  be  of  tuberculous  nature;  or  a neoplastic 
condition.  We  have  cirrhosis  of  the  liver,  which 
may  be  due  to  syphilis,  and  we  have  blood  diseases, 
leukemia,  pernicious  anemia.  We  may  have  throm- 
bosis of  the  mesentery  and  still  further  may  have 
portal  thrombosis.  There  are  about  eighteen,  some 
common  and  some  rare,  causes  of  general  edema 
and  anasarca.  Of  the  common  causes  the  kidney, 
heart  or  liver  are  the  most  frequent. 

We  will  try  to  rule  out  the  various  causes.  In 
the  first  place,  we  have  in  this  case  so  much  dis- 
tention of  the  abdomen  and  no  pelvic  examination 
made  on  account  of  the  severe  pain,  and  no  rectal 
examination,  that  we  must  accept  there  was  no 
tumor  mass  found,  and  thus  eliminate  a large 
spleen  or  liver  or  large  mass  in  the  abdomen. 
Leukemia  and  pernicious  anemia  may  be  ruled  out 
because  their  blood  pictures  would  not  correspond 
with  the  blood  in  this  case.  Tuberculous  peritonitis 
can  be  ruled  out  or  account  of  the  negative  result 
of  guinea  pig  inoculation.  We  must  chink  of  Hodg- 
kin’s disease;  there  are  types  where  there  is  no 
enlargement  of  the  lymph  nodes,  but  there  is  no 
picture  of  Hodgkin’s;  there  is  generally  a long 
period  of  intermittent  fever  and  more  eosinophiles 
found,  and  we  expect  some  Dorothy  Reed  type  cells 
found  if  biopsy  is  done.  We  can  rule  out  Hodg- 
kin’s disease  on  that  basis. 

Kidney  diseases;  parenchymatous  nephritis.  In 
this  case  we  have  very  little  evidence  of  kidney 
damage,  although  we  know  that  there  can  be  con- 
siderable kidney  disease  and  sometimes  not  show 
in  the  urine. 

Heart;  we  should  have  history  of  previous  trou- 
ble, but  the  heart  sounds  they  say  were  normal. 
There  is  a possibility  of  adhesive  pericarditis  giv- 
ing serositis  which  would  cause  a general  edema, 
but  again  we  have  no  definite  evidence  of  adhesive 
pericarditis  in  this  case. 

There  is  a condition,  called  chronic  nephrosis, 
which  has  very  little  blood  change.  In  regard  to 
the  retention  of  nitrogen,  the  urine  shows  albumin, 
casts  and  various  cells,  but  in  this  case  we  do  not 
believe  it  is  a nephrosis  on  account  of  the  absence 
of  the  urinary  findings. 

This  patient  was  troubled  considerably  with  hem- 
orrhoids. They  state  that  they  were  thrombotic 
and  so  painful  that  examination  could  not  be  made, 
and  we  know  there  was  considerable  increase  of 


white  cells.  We  must  consider  ascending  throm- 
bosis where  the  hemorrhoidal  plexus  could  be  in- 
volved and  extend  up  into  the  mesenteric  and  on 
to  the  splenic  vein  with  the  superior  mesenteric  and 
portal  veins.  This  case  could  correspond  with  a 
condition  of  that  sort,  giving  us  ascending  throm- 
bosis of  the  venous  system  of  the  abdomen,  extend- 
ing up  as  related. 

DR.  GEORGE  S.  McCARTY,  Whipple,  Ariz. 

This  young  woman  was  in  an  extremely  serious 
condition  upon  admission  to  hospital,  and  the  only 
thing  that  could  be  depended  upon  is  her  physical 
examination  at  the  time  of  admission. 

The  first  impressions  were  her  condition  may 
be  attributed  to  either  the  heart  or  kidney  or  both. 
Upon  more  thorough  investigation  the  heart  was 
found  to  be  practically  noi'mal  with  the  exception 
of  a slight  systolic  murmur.  With  the  urine  prac- 
tically normal,  only  a slight  trace  of  albumin,  with 
no  casts  and  slight  increase  in  creatinin  retention, 
we  are  not  inclined  to  believe  the  condition  is  of 
kidney  origin. 

We  know  that  when  she  came  to  the  hospital  she 
was  slightly  cachectic,  water-logged  from  foot  to 
head,  with  evidence  of  marked  hemorrhoids,  and  in- 
asmuch as  it  was  impossible  to  make  a pelvic  ex- 
amination on  account  of  the  pain  and  tenderness, 
and  because  of  the  history  of  having  had  them  for 
several  months,  we  are  very  much  inclined  to  be- 
lieve that  the  cause  of  her  death  was  ascending 
thrombosis  beginning  with  the  hemorroidal  plexus. 

Our  second  choice  of  diagnosis  is  that  there  is 
possibly  a parenchymatous  nephritis  with  a cardiac 
involvement. 


Maricopa  County  Medical  Society 

DR.  J.  M.  PEARSON,  Glendale,  Ariz. 

DR.  R.  A.  HERNANDEZ,  Phoenix,  Ariz. 

The  swelling  of  the  ankles  and  eyelids,  the  fluid 
withdrawn  from  the  abdominal  and  left  chest  cavi- 
ties, the  acute  hemorrhoids,  emaciated  condition  of 
the  patient,  the  general  anasarca  excepting  the  an- 
terior chest,  the  loss  of  apex  impulse  of  heart  and 
the  deviation  of  the  same  to  the  left  side,  the  low 
systolic  and  normal  diastolic,  and  the  negative  test 
for  tuberculosis,  encourage  me  to  give  diagnosis  of 
atrophic  cirrhosis  of  the  liver,  complicated  with  ef- 
fusie  pericarditis  and  renal  insufficiency.  In  such 
cases  the  liver  is  first  enlarged  and  then  contract- 
ed. 

DR.  O.  H.  BROWN,  Phoenix 

Infection. 

DR.  B.  M.  BERGER,  Phoenix. 

Infection  starting  in  hemorrhoids,  with  liver  cirr- 
hosis. 


Discussion  at  Massachusetts  General  Hos- 
pital. 

CHESTER  M.  JONES,  M.  D. 

1 saw  this  patient  while  she  was  in  the  hospital 
ward.  The  history  was  very  unsatisfactory  and  a 
note  was  made  at  the  time  that  she  was  so  sick 
that  a complete  story  could  not  be  obtained.  One 
thing  stood  out,  however, — that  she  was  extremely 
ill,  had  fluid  collected  in  the  various  cavities,  and 
had  in  addition  a subcutaneous  edema  which  did 
not  respond  to  cardiac  treatment.  Before  admission 
she  became  much  worse  from  excessive  vomiting. 
The  description  of  the  two  abdominal  taps  is  pe- 
culiar. The  fluid  obtained  was  said  to  be  milky  at 
the  end  of  the  tap,  but  certainly  was  not  that  seen 
in  chylous  ascites.  I cannot  explain  the  appearance 
of  the  fluid  as  described  in  the  history. 

From  the  history  above  one  could  not  make  an 
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accurate  diagnosis.  One  would  naturally  think  of 
chronic  nephritis,  but  such  a diagnosis  could  at 
best  be  only  a provisional  one. 

NOTES  ON  THE  PHYSICAL  EXAMINATION 

The  examination  shows  typical  signs  of  fluid  in 
the  pleural  cavity  on  each  side.  The  tympany  above 
it  is  simply  the  only  portion  of  expanding  lung  not 
covered  by  fluid  and  therefore  giving  that  note. 

The  apex  impulse  of  the  heart  was  obviously  not 
found  because  of  the  fluid.  I should  be  very 
much  inclined  to  doubt  the  accuracy  of  the  per- 
cussion of  the  borders  because  of  the  fluid.  Six 
centimeters  is  a little  broad  for  supracardiac 
dullness,  particularly  in  a young  woman  of  twenty. 

The  blood  pressure  is  certainly  not  increased,  in 
view  of  other  findings. 

I think  this  is  an  unsatisfactory  ophthalmologi- 
cal  report.  I presume  it  means  that  the  edge  of 
the  disc  was  hazier  on  one  side  than  on  the  other, 
but  without  a better  description  I should  be  in- 
clined to  discount  it.  Unless  she  has  chronic  ne- 
phritis there  is  nothing  else  in  the  picture  that 
can  explain  a haziness  or  choking  of  the  disc  that 
would  fit  in  at  all  with  the  signs  that  she  pre- 
sents. Nephritis  as  such,  unless  associated  with 
hypertension^  does  not  cause  changes  in  the  discs 

She  can  concentrate  urine  perfectly  well.  A rare 
red  cell  in  the  urine,  particularly  when  the  exam- 
iner is  expecting  nephritis,  I think  can  be  discount- 
ed. There  are  plenty  of  normal  persons  who  will 
occasionally  show  a very  rare  red  cell  in  the  urine, 
just  as  they  will  occasionally  show  a slight  amount 
of  albumin  in  the  urine.  Very  frequently  the  red 
cell  that  we  have  to  hunt  for  turns  out  not  to  be 
a red  cell.  The  finding  of  colon  bacilli  fits  in  per- 
fectly well  with  the  finding  of  leukocytes  in  the 
urine.  In  a catheter  specimen  this  is  of  real  sig- 
nificance. 

The  smear  could  not  have  been  quite  normal  with 
that  degree  of  anemia,  but  it  apparently  was  not 
abnormal  enough  to  create  much  interest. 

The  colon  bacillus  in  the  abdominal  fluid  is  pre- 
sumably a contamination,  but  it  may  not  be  be- 
cause she  was  tapped  twice  before  she  came  into 
the  hospital,  and  while  it  is  extremely  un  common 
we  occasionally  have  an  infection  from  an  abdom- 
inal paracentesis.  The  specific  gravity  of  the  fluid 
is  extremely  low,  one  of  the  lowest  I have  ever 
heard  of.  It  is  practically  water,  and  this  is  inter- 
esting in  view  of  the  fact  that  the  number  of  cells 
is  distinctly  increased,  with  a moderate  number  of 
polynuclear  cells,  indicating  that  there  may  be  an 
infection  in  the  peritoneal  cavity.  That  is  a very 
unusual  finding,  because  with  a fluid  that  is  dis- 
tinctly a transudate  there  seems  evidence  of  irri- 
tation which  might  conceivably  be  infectious.  The 
findings  on  the  belly  fluid  are  interesting  because 
they  show  a low  total  protein,  a low  non-protein 
nitrogen,  and  a uric  acid  which  is  within  normal 
limits. 

I should  say,  with  the  physical  examination  and 
the  history,  that  the  most  likely  diagnosis  is  that 
of  some  kidney  disease.  The  curious  thing  is  that 
the  few  facts  we  have  regarding  the  kidneys  are 
that  there  is  a trace  of  albumin,  that  the  patient 
can  concentrate  her  urine  perfectly  well,  the  spe- 
cific gravity  going  to  1.020;  there  were  no  casts 
and  practically  no  red  cells,  and  no  nitrogen  re- 
tention whatever,  in  spite  of  a large  trace  of  al- 
bumin in  the  urine.  This  is  certainly  not  the  com- 
mon picture  of  nephritis.  She  is  obviously  very  ill, 
and  she  is  ill  because  of  a disease  associated  with 
anasarca,  presumably  of  renal  origin,  yet  it  is  not 
at  all  the  picture  of  uremia.  There  is  no  mention 
of  uremic  breath,  of  convulsions,  or  of  any  picture 
at  all  associated  with  nitrogen  retention.  She  had 
a moderate  anemia  at  first  which  gradually  increas- 


es. There  is  no  evidence  that  she  is  bleeding  in 
any  of  the  examinations.  I should  say  that  for  a 
case  of  this  gravity  and  of  this  type  the  number 
of  successful  examinations  were  rather  few.  I pre- 
sume that  they  took  some  blood  and  obtained  a 
hematoma,  or  else  gave  her  some  medicine  in- 
travenously with  a resultant  hematoma,  and  are 
treating  that. 

There  was  some  thought  at  first  that  she  might 
have  heart  failure. 

She  apparently  had  lost  a good  deal  of  fluid 
and  a great  deal  of  weight  due  to  the  fact  that 
she  had  been  vomiting  for  a long  time,  and  they 
were  trying  to  get  fluid  into  her  in  small  quanti- 
ties and  with  as  high  a caloric  intake  as  possible. 

The  blood  chloride  figure  is  definitely  down, 
which  of  course  is  due  to  her  vomiting  and  the 
resultant  loss  of  chlorides. 

She  died  in  spite  of  the  fact  that  she  was  get- 
ting rid  of  her  anasarca. 

DIFFERENTIAL  DIAGNOSIS 

There  are  several  contradictions  in  the  treat- 
ment, which  certainly  points  to  the  fact  that  the 
diagnosis  was  not  clean  cut  at  any  time,  and  I 
think  there  is  one  distinct  mistake, — the  use  of  am- 
monium chloride  intravenously  as  a diuretic.  It 
should  have  been  given  by  mouth,  because  it  is 
only  when  acidosis  is  produced  by  this  drug  that 
diuresis  is  obtained,  and  we  get  none  if  it  is  given 
intravenously. 

In  making  a diagnosis  we  should  have  to  con- 
sider first  some  type  of  nephritis.  Heart  disease 
must  be  considered,  but  I believe  we  have  no  pic- 
ture of  such  a heart  disease  as  would  give  such 
anasarca.  Heart  disease  alone  with  myocardial 
failure  rarely  is  associated  with  edema  of  the  eye- 
lids, which  she  had  on  several  occasions.  She 
might  have  adherent  pericardium.  This  is  conceiv- 
able, and  as  a result  of  that  she  might  have  an 
accumulation  of  fluid  in  the  abdomen  and  the  pleu- 
ral cavities,  but  there  are  no  physical  findings  to 
support  that  diagnosis.  The  man  who  examined 
her  apparently  thought  her  heart  was  not  large, 
although  it  is  not  possible  to  accept  the  heart 
measurements  as  accurate  because  there  was  so 
much  fluid  in  her  chest.  She  had  no  friction  rub, 
therefore  there  is  no  reason  to  suspect  pericar- 
ditis; and  there  is  nothing  in  the  past  history  to 
make  us  suspect  rheumatic  or  tuberculous  involve- 
ment of  the  pericardium.  She  might  have  Pick’s 
disease,  but  bere  again  there  is  no  evidence  to 
make  us  susnect  mediastinitis  or  perihepatitis. 
Cirrhosis  should  be  considered,  and  it  could  ex- 
nlain  almost  all  of  the  picture.  On  the  other  hand 
it  would  have  to  be  of  the  Laennac  type,  and  cirr- 
hosis of  that  type  in  a person  with  no  alcoholic 
history  is  not  particularly  common. 

The  only  other  disease  which  seems  to  me  ten- 
able is  the  disease  known  as  nephrosis,  about 
which  there  is  a great  deal  of  discussion  from  time 
to  time,  and  a certain  amount  of  doubt  as  to  wheth- 
er such  a disease  exists  or  not.  In  favor  of  ne- 
phrosis it  seems  to  me  is  the  fact  that  with  this 
edema  there  is  no  evidence,  with  the  exception  of 
the  albumin,  of  renal  irritation..  There  is  a low 
blood  non-protein  nitrogen,  and  the  abdominal 
fluid  also  showed  a low  non-nrotein  nitrogen,  al- 
though it  is  not  necessary  that  that  be  absolutely 
the  same  figure  as  the  blood.  The  uric  acid  also 
was  not  high  in  the  abdominal  fluid,  and  the 
creatinin  was  not  elevated  in  the  blood.  It  is  un- 
fortunate that  more  blood  determinations  were 
not  made,  but  she  had  exceedingly  small  veins  and 
it  was  practically  imnossihle  to  take  repeated  sam- 
ples of  venous  blood. 

In  favor  of  nephrosis  are  the  facts  that  we  have 
a very  marked  anasarca  with  albuminuria.  Unfor- 
tunately there  is  no  determniation  of  the  total  pro- 
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tein  in  the  blood.  In  so-called  nephrosis  the  total 
protein  of  the  blood  is  diminished,  and  the  disease 
is  supposed  to  manifest  itself  by  albuminuria  with- 
out other  urinary  changes  except  occasional  casts. 
In  some  cases  tubular  changes  are  reported.  I am 
not  sure  that  this  is  a constant  finding,  but  it  does 
occur  in  some  cases.  One  expects  to  find  a high 
cholesterin  in  the  blood,  also  a low  basal  meta- 
bolic rate.  Those  were  not  determined. 

Against  nephritis,  it  seems  to  me,  is  the  low 
blood  pressure.  If  the  nephritis  was  severe  enough 
and  chronic  one  would  expect  to  get  some  eleva- 
tion of  blood  pressure.  100/60  is  apparently  a ter- 
minal blood  pressure,  but  she  has  been  sick,  from 
her  own  story,  for  only  four  and  a half  months 
before  death,  and  I should  expect  that  if  she  had 
atypical  nephritis  her  blood  pressure  would  be 
much  higher. 

The  character  of  the  fluid  that  was  obtained  it 
seems  to  me  is  rather  typical  of  the  so-called  ne- 
phrosis, a very  low  gravity  fluid,  a typical  transu- 
date. I do  not  understand  why  so  many  cells  were 
found  in  the  abdominal  fluid,  but  I think  prob- 
ably because  so  many  taps  have  been  done.  If  one 
repeats  too  frequently,  even  wnh  no  mistake  in 
asepsis,  one  will  get  some  increase  in  cellular 
content.  Nothing  is  said  about  red  cells  being 
present.  I think  probably  it  is  due  to  irritation 
but  not  to  a true  infection. 

Apparently  she  has  some  evidence  of  cystitis  or 
pyelitis.  On  the  other  hand  twenty  cells  per  high 
power  field  is  not  a very  high  figure  unless  this 
is  a catheter  specimen.  I presume  it  is  a catheter 
specimen,  otherwise  they  would  not  have  bothered 
to  culture.  So  I chink  we  have  to  admit  chat  there 
may  be  some  infection  of  the  genito-urinary  tract. 
The  leukocytosis  may  be  explained  by  that.  I see 
no  other  reason  for  a leukocytosis  of  about  thirty 
thousand.  That  is  extremely  high  for  what  would 
appear  to  be  a very  moderate  genito-urinary  infec- 
tion. 

In  regard  to  treatment,  if  she  has  what  has  at 
times  been  called  chloride  retention  nephritis — and 
I think  that  condition  probably  is  very  similar  to 
nephrosis — then  she  should  not  have  had  such  treat- 
ment as  rectal  taps  of  glucose  and  saline,  because 
the  one  thing  to  avoid  is  salt  because  of  the  base 
in  it.  The  one  thnig  to  do  is  to  try  to  eliminate 
the  base  or  pull  it  out  of  the  tissues.  Magnesium 
sulphate  should  be  avoided  for  the  same  reason. 
A diuresis  could  have  been  obtained  theoretically 
if  she  had  received  large  amounts  of  ammonium 
chloride  or  calcium  chloride  by  mouth,  with  the 
production  of  an  acidosis  and  possibly  the  addi- 
tion of  some  mercurial  such  as  novasurol.  If  her 
kidneys  were  badly  affected  it  probably  would  have 
made  no  difference  whatever. 

We  shall  have  to  say  that  she  has  a kidney  le- 
sion, nephrosis.  It  does  not  fit  into  my  idea  of  ne- 
phritis causing  death.  Nephrosis  is  known  to  cause 
death  with  just  such  a picture.  I think  it  has  been 
our  experience  in  the  hospital  that  most  cases  of 
so-called  nephrosis  have  siiown  some  evidence  of 
renal  irritation  in  addition  to  the  presence  of  al- 
bumin. This  case  apparently  shows  none  unless 
we  accept  the  fact  of  rare  red  cells  on  one  exam- 
ination. Most  of  our  cases  have  shown  casts  and 
red  cells  occasionally. 

Miss  Painter:  That  was  a catheter  specimen. 

Dr.  Jones:  Then  I think  we  have  to  say  that  in 
addition  to  the  probable  nephrosis  she  has  a genito- 
urinary infection. 

The  usual  treatment  for  nephrosis  is  a high  pro- 
tein diet,  a restriction  of  fluid,  and  occasionally 
thyroid  extract.  Thyroid  extract  does  act  as  a 
diuretic  under  certain  conditions  and  apparently 
does  help  some  of  these  cases. 


Patients  with  this  disease  usually  die  in  a few 
years.  This  girl  certainly  had  a very  severe  case 
which  did  not  manifest  itself  at  all  until  four 
months  before  admission,— a very  unusual  case. 

Dr.  Cabot:  If  she  had  just  taken  a lot  of  mer- 
cury for  suicidal  purposes  it  would  fit  very  well, 
wouldn’t  you  say? 

Dr.  Jones:  Yes.  Although  I should  say  that  if  it 
had  been  a number  of  weeks  rather  than  four  and 
half  months  it  would  fit  better.  Usually  we  get 
renal  changes  within  a few  weeks  after  mercury. 
I forgot  to  say  that  such  a picture  has  been  de- 
scribed as  due  to  syphilis.  She  had  no  evidence 
of  it  at  all. 

CLINICAL  DIAGNOSIS 

Chronic  nephritis  with  edema. 

General  arasarca. 

Secondary  anemia. 

ANATOMIC  DIAGNOSES 

Lipoid  nephrosis. 

Bronchopneumonia. 

Dr.  Tracy  B.  Mallory:  The  kidneys  were  in- 
creased in  size,  about  400  grams,  which  is  large 
for  so  small  a girl,  weighing  less  than  100  pounds. 
At  necropsy  the  cortex  was  a very  bright  lemon- 
yellow  color,  and  the  pyramids  stood  out  very 
sharply  as  a bright  pink.  The  capsules  stripped 
quite  readily,  almost  falling  back  of  their  own  ac- 
cord. This  gross  picture  is  consistent  with  only 
two  conditions  that  I know  of.  One  is  the  so-called 
lipoid  nephrosis,  the  other  is  subacute  glomerulo- 
nephritis in  which  a secondary  fatty  degeneration 
of  the  tubules  is  sometimes  quite  marked.  In  the 
latter  case  however  one  might  expect  to  find  hem- 
orrhages in  the  cortex  and  very  possibly  an  adher- 
ent ' capsule.  The  pelvis  on  each  side  was  very 
slightly  reddened  and  congested,  as  were  also  the 
ureters.  So  mild  a degree  of  pyelitis  and  cystitis, 
however,  would  by  no  means  be  sufficient  to  ex- 
plain her  symptoms.  Microscopic  examination  of 
the  kidneys  shows  almost  negative  glomeruli, — but 
not  quite.  There  is  a very  slight  increase  in  nuclei 
and  one  can  occasionally  find  leukocytes  in  ame- 
boid motion  in  and  out  of  the  capillaries,  a very 
slight  evidence  of  inflammation.  In  proportion 
to  the  severity  of  her  symptoms  it  is  almost  in- 
credible that  the  disease  of  the  glomeruli  should 
have  caused  death.  The  tubules  on  the  other  hand 
showed  throughout  an  extreme  fatty  degeneration. 
That  is  the  typical  picture  described  by  Fahr  from 
the  pathological  side  and  Volhard  from  the  clini- 
cal side  as  lipoid  nephrosis,  and  the  clinical  history 
so  far  as  it  goes  is  entirely  consistent  with  that 
diagnosis. 

Some  clinicians  and  pathologists  doubt  wheth- 
er this  is  truly  a disease  entity.  They  claim  that 
the  tubular  changes  are  never  found  unassociated 
with  glomerular  lesions,  and  I believe  that  is  true. 
But  the  relative  proportion  of  the  glomerular  and 
the  tubular  changes  in  these  cases  is  so  marked 
that  it  is  hardly  conceivable  that  the  glomerular 
changes  should  cause  the  symptoms.  Even  if  one 
wishes  to  consider  it  as  a glomerulonephritis  one 
must  make  a subtype  of  glomerulonephritis  to 
cover  it. 

Almost  invariably  these  cases  die  as  a result  of 
secondary  infection  rather  than  immediately  from 
the  kidneys,  and  pneumococcus  infections  are  par- 
ticularly frequent.  Staphylococcus  also  is  not  un- 
common. This  girl  had  a bronchopneumonia  at 
the  base  of  both  lungs  which  probably  accounts 
for  her  leukocytosis. 

The  changes  in  the  other  organs  were  not  mark- 
ed, although  microscopic  examination  showed  many 
fat  globules  in  the  liver  and  in  the  myocardium. 
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The  colloidal  ability  of 

KNOX  SPARKLING  GELATINE 

is  valuable  in  infant  feeding 


DRS.  ALEXANDER,  B 0 G U E, 
DOWNEY  and  others  have  estab- 
lished the  colloid-chemical  power  of 
gelatine.  It  has  been  proved  that 
gelatinated  milk  is  more  readily  di- 
gested and  absorbed.  Many  physi- 
cians and  institutions  have  adopted 
it  for  certain  specialized  diets  of  in- 
fants. It  increases  the  available 
nourishment  of  the  milk  mixture. 
By  reducing  the  formation  of  large 
curds,  it  helps  overcome  regurgita- 
tion and  vomiting.  It  is  indicated 
where  infants  have  colic  or  excessive 
gas  formation,  curdy  stools,  diarrhea 
or  constipation. 

Knox  Sparkling  Gelatine  is  an  im- 
portant adjuvant  in  many  special 
diets.  In  diabetic  cases,  it  imparts 
satiety  to  the  patient’s  appetite,  and 
adds  valuable  protein  content  to  the 
menu.  In  the  regimen  of  invalids 
and  convalescents,  Knox  Sparkling 
Gelatine  varies  the  monotony  of  the 
diet  with  dozens  of  dainty  appetiz- 


QUALITY WITH  ECONOMY 
Knox  Sparkling  Gelatine  is  the  high- 
est quality  for  health.  It  is  a protein 
in  its  purest  form,  particularly  suit- 
able where  carbohydrates  and  acids 
must  be  avoided.  When  you  purchase 
Knox  Gelatine  you  not  only  get  quality 
but  economy,  for  each  package  makes 
four  different  desserts  or  salads  of  6 
generous  servings  each. 


ing  dishes.  Knox  Sparkling  Gelatine 
is  a pure  protein,  unbleached,  unfla- 
vored, unsweetened. 

Send  for  valuable 

booklets  on  dietetics 

Leading  dietitians  have  prepared  the 
booklets  listed  below.  They  contain 
much  additional  information  on  the 
medical  value  of  Knox  Sparkling 
Gelatine,  together  with  tempting 
recipes  for  the  various  prescribed 
diets.  Surgeons,  doctors,  dietitians 
and  members  of  hospital  staffs  will 
find  them  useful  for  reference.  Check 
those  which  interest  you  and  mail  us 
the  coupon. 


KNOX  GELATINE  LABORATORIES, 

438  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me,  without  obligation  or  expense,  the  booklets  which  I have  marked.  Also  register  my  name  for  fu- 
ture reports  on  clinical  gelatine  tests  as  they  are  issued. 

( ) Diet  in  the  Treatment  of  Diabetes. 

( ) Reducing  Diets. 

( ) Varying  the  Monotony  of  Liquid  and  Soft  Diets. 

( ) Recipes  for  Anemia. 

( ) Value  of  Edible  Gelatine  in  Infant  and  Child  Feeding. 
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ARIZONA  STATE  MEDICAL  ASSOCIA- 
TION MEETING  IN  PRESCOTT 
IN  APRIL 

After  a lapse  of  several  years,  the  medical 
men  of  Arizona  who  have  formed  the  good 
habit  of  attending  the  annual  meeting  will 
be  glad  to  come  to  Prescott  again.  Nothing 
but  pleasant  memories  ever  remain  after  a 
meeting  in  Yavapai  County,  memories  of  a 
fine  program,  of  good  fellowship  and  an  all- 
around  good  time. 

Dr.  John  W.  Flinn  has  been  doing  the 
heavy  work  on  the  program  this  year, 
which  is  sufficient  to  insure  its  excellence. 
A limited  number  of  choice  speakers  from 
out  of  the  state  have  been  invited  to  par- 
ticipate, but  the  main  program  will  be  made 
up  of  papers  from  the  profession  in  Arizona, 
the  central  thought  in  the  schedule  of  pa- 
pers being  to  bring  material  which  will  be 
of  value  to  the  general  practitioner  in  his 
daily  work.  This  will  be  the  purpose  of  all 
papers,  whether  read  by  surgeons,  special- 
ists, or  clinicians.  Watch  the  next  issue  for 
full  announcements  of  this  program. 

A fine  new  hotel  in  Prescott  will  furnish 
excellent  accommodations  for  the  men  in 
attendance. 


CHARLES  SMILEY  VIVIAN 

The  medical  profession  of  Arizona  and  of 
the  southwest  suffered  a great  loss  in  the 
death  of  Doctor  Charles  S.  Vivian,  of  Phoe- 
nix, which  occurred  on  February  6th,  from 
an  attack  of  a virulent  type  of  pneumonia. 

Dr.  Vivian  was  the  first  Arizona  practi- 
tioner to  take  up  the  practice  of  urology  as 
a specialty.  He  went  into  this  branch  of 
work  with  his  characteristic  energy  and  en- 
thusiasm and  had  established  himself  among 
the  leading  urologists  of  the  western  Unit- 


ed States.  This  very  enthusiasm  probably 
had  much  to  do  with  bringing  his  career  to 
an  untimely  close.  Refusing  to  stop  work 
until  forced  by  impending  collapse,  he  at- 
tended to  his  heavy  office  practice  and  op- 
erated at  the  hospital  up  to  the  very  morn- 
ing of  the  day  he  finally  went  to  bed.  In 
spite  of  every  medical  resource,  he  succumb- 
ed in  less  than  one  week. 

Dr.  Charles  S.  Vivian  graduated  at  the 
University  of  Colorado,  at  Boulder  in  1910, 
and  after  hospital  interneship,  came  to  Hum- 
boldt, Ariz.,  where  he  was  surgeon  for  the 
Humboldt  Consolidated  Mines  until  his  re- 
moval to  Phoenix  in  1920.  His  work  at 
Humboldt  was  characterized  by  its  high  de- 
gree of  efficiency  in  all  departments.  Dur- 
ing the  influenza  epidemic  in  1918,  the  x- 
ray  department  of  the  Humboldt  Hospital 
secured  one  of  the  best  series  of  roentgeno- 
grams of  influenzal  pathology  in  the  chest 
ever  accumulated  anywhere,  and  the  entire 
community  was  given  influenza  vaccine  by 
the  hospital  staff.  The  result  of  this  work 
was  that  the  epidemic  was  cut  short  in  Hum- 
boldt several  weeks  earlier  than  anywhere 
else  in  Arizona. 

Dr.  Vivian  became  associated  with  the 
Southwest  Clinic  in  Phoenix  in  1920,  taking 
up  the  specialty  of  urology;  in  this  special 
field  he  soon  became  as  well  known  in  Cal- 
ifornia and  elsewhere  in  the  west  as  he  was 
in  Phoenix.  He  served  as  president  of  the 
Maricopa  County  Medical  Society  in  1925 
and  as  president  of  the  Arizona  State  Medi- 
cal Association  in  1927-28. 

He  was  a forceful  writer,  and  his  papers 
were  welcome  before  many  medical  organi- 
zations and  have  appeared  in  various  medi- 
cal journals.  A little  more  than  a year  prior 
to  his  death,  he  left  the  Southwest  Clinic 
and  opened  other  offices  in  Phoenix.  He 
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had  built  up  a very  larg'e  practice  in  urology 
and  had  recently  taken  into  association  Dr. 
George  Shields,  of  Yuma,  Ariz.,  in  order  to 
care  for  the  rapidly  increasing  work. 

Burial  was  in  the  Twin  Butte  Cemetery 
at  Tempe,  the  Masonic  Order  having  charge 
of  the  ceremony  at  the  grave. 


NUGENT  G.  FROST 

After  an  illness  of  several  years,  most  of 
which  was  spent  in  active  practice  in  Ari- 
zona, Dr.  Nugent  G.  Frost  of  Kingman, 
Ariz.,  died  on  December  29,  1929,  of  pul- 
monary tuberculosis.  Dr.  Frost  was  a grad- 
uate of  the  University  of  Maryland  School 
of  Medicine  and  the  College  of  Physicians 
and  Surgeons  in  Baltimore  in  1918.  He  came 
to  Arizona  in  1920  and  was  surgeon  for  the 
Humboldt  Hospital  until  forced  by  illness  to 
resign.  After  some  time  in  Phoenix,  he  par- 
tially recovered  so  that  he  resumed  prac- 
tice, going  to  Kingman  in  1927.  He  was  34 
years  old  and  was  a member  of  the  Medi- 
cal and  Chirurgical  Faculty  of  Maryland. 


GOVERNOR  PHILLIPS’  MEDICAL 
APPOINTMENTS 

Just  what  the  change  in  administration 
in  Arizona  would  bring  in  the  way  of  ap- 
pointments to  the  various  offices  in  which 
the  medical  profession  are  interested,  has 
been  a matter  of  some  concern.  Inasmuch 
as  it  was  a foregone  conclusion  that  changes 
would  be  made,  the  medical  organization  has 
been  desirous  of  seeing  these  places  filled 
with  men  as  capable  men  as  those  who 
would  be  supplanted.'  Governor  Phillips  has 
been  commendably  slow  in  making  changes 
and  in  no  instance  has  asked  for  resigna- 
tions, prior  to  the  time  of  expiration  of  of- 
fice. All  appointments  so  far  made  have 
been  well  considered  and  should  meet  the 
approval  of  the  entire  medical  profession  of 
the  state. 

At  the  State  Hospital  for  the  Insane,  Dr. 
R.  0.  Lieuallen  has  been  appointed  superin- 
tendent. Dr.  Lieuallen  served  as  assistant 
physician  at  this  hospital  in  1917  and  1918, 
he  was  president  of  the  Maricopa  County 
Medical  Society  in  1928.  Before  coming  to 
Tempe,  Dr.  Stroud  practiced  for  many  years 
in  Cochise  County,  serving  as  county  health 
officer  for  Cochise  County  and  superin- 
tendent of  the  county  hospital  in  Douglas. 

On  the  State  Board  of  Medical  Examin- 
ers, the  appointments  made  are  to  succeed 
Drs.  W.  0.  Sweek  and  W.  F.  Chenoweth 
whose  terms  have  expired  and  Dr.  H.  T. 
Southworth  who  has  resigned.  Dr.  Harlan 
P.  Mills  of  Phoenix,  Dr.  Oscar  W.  Brown 


and  later  was  acting  superintendent  for 
several  months.  Consequently  he  comes  well 
prepared  for  the  position.  After  leaving 
Phoenix  he  was  superintendent  of  a private 
sanitarium  for  mental  diseases  in  Washing- 
ton and  more  recently  was  in  private  prac- 
tice in  Missouri. 

As  State  Health  Officer,  Dr.  R.  J.  Stroud 
of  Tempe,  has  been  appointed.  He  will  suc- 
ceed Dr.  F.  T.  Fahlen  on  April  first,  when 
Dr.  Fahlen’s  term  of  office  expires.  Dr. 
Stroud  is  well  known  throughout  the  state 
and  should  make  an  excellent  health  officer; 
of  Winslow  and  Dr.  Frederick  T.  Wright  of 
Douglas  have  been  appointed  to  these  vacan- 
cies. These  three,  with  Dr.  J.  M.  Greer  of 
Phoenix  and  Dr.  Harry  Schomick  (osteo- 
path) of  Mesa,  will  make  up  the  new  Board 
of  Examiners. 

The  appointments  so  far  made  merit  the 
approval  of  medical  profession  and  are  evi- 
dence that  Governor  Phillips  has  given  care  - 
ful consideration  to  the  requirements  for 
successful  administration  of  the  offices 
filled. 


RECENT  MALARIA  CONTROL  WORK  IN 
DONA  ANA  COUNTY  (N.  M.) 

Dr.  C.  W.  Gerber,  Health  Officer  of  Dona  Ana 
County  (N.  M.),  gives  a summary  of  recent  work 
done  in  his  county  to  control  malaria: 

“A  blood  survey  was  begun  in  the  schools  of  the 
malaria  infected  areas,  in  order  to  determine,  as 
nearly  as  possible,  the  percentage  of  persons  of 
school  age  affected,  and  to  determine  the  “carrier” 
state  of  those  who  have  a history  of  malaria  and 
of  those  with  no  history  or  a denial  of  a history, 
but  who  have  a member  of  the  family  infected.  We 
did  not  take  the  blood  of  all  pupils,  but  only  those 
having  a history  or  living  in  a house  where  a 
known  case  existed. 

We  examined  277  bloods  and  all  were  found  in- 
fected with  benign  tertian.  Nearly  one-half  of  these 
were  fairly  heavily  loaded  with  parasites.  In  not 
one  instance  was  there  a doubt  as  to  its  presence. 

The  percentage  of  infection,  based  on  average 
attendance  and  not  on  enrollment,  is  48. 

We  also  found  that  a large  percentage  of  these 
were  self -treated  with  either  quinine  or  “Chill  Ton- 
ics,” usually  the  latter;  and  that  treatment  was  of 
short  duration  and  of  insufficient  dosage. 

We  also  found  that  a large  majority  of  the  An- 
glo-Americans infected  have  recently  (1  mo.  to  o 
years)  come  from  some  one  of  the  southern  states 
where  malaria  is  more  or  less  prevalent,  and  most 
of  these  deny  any  infection  previously  suffered  in 
those  states;  although,  in  some  instances  we  have 
found  that  a member  of  the  family  suffered  a pre- 
vious infection  in  the  home  state.  We  are  very 
much  in  doubt  as  to  the  validity  of  the  claim  that 
no  previous  infection  was  obtained  in  the  home 
state  in  the  majority  of  these  instances.  It  would 
require  too  much  time,  though,  to  determine  this 
exactly,  since  there  is  a tendency  shown  to  deny 
it,  which  denial  has  been  disproved  upon  further 
• invesgitation.  In  what  percentage  this  condition 
would  obtain  cannot  even  be  guessed  at,  nor  would 
it  justify  the  time  and  expense  of  determination. 

Various  mosquito  and  larvae  surveys  have  been 
made  during  the  month  at  different  points  in  the 
valley.  No  larvae  were  found  and  no  mosquitoes 
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outside  of  houses.  Two  mosquitoes  were  caught 
in  two  different  houses,  where  there  were  cases  of 
malaria.  Unfortunately,  these  rapidly  became  too 
dry  for  dissection.” 


Dr.  W.  W.  Phillips,  of  Roswell,  has  been  ap- 
pointed part-time  Health  Officer  of  Chaves  County 
to  serve  temporarily  until  the  County  is  able  to 
employ  a full-time  official  again.  Dr.  Phillips  has 
served  in  this  capacity  before,  and  deserves  the 
thanks  of  the  community  for  his  willingness  to  as- 
sume these  responsibilities  again  in  the  present 
emergency. 


NEW  BUILDING  OF  THOMAS-DAVIS 
CLINIC  IN  TUCSON 

The  most  pretentious  clinic  organization  in  Ari- 
zona is  the  Thomas-Davis  Clinic  of  Tucson,  and 
the  members  of  this  organization  recently  announc- 
ed their  removal  to  their  new  clinic  building  at 
136  S.  Scott  St.  This  building  is  the  property  of 
the  Clinic  and  was  built  to  their  design.  It  is  a 
commodious  two-story  structure  built  in  Spanish 
style  about  a central  patio.  It  has  sixty-five  rooms, 
and  is  thoroughly  equipped  with  laboratories  nec- 
essary for  all  types  of  medical  practice.  The  mem- 
bers of  the  clinic  organization  include  Dr.  C.  A. 
Thomas  (surgeon);  Dr.  S.  C.  Davis  (internal  med- 
icine); Dr.  M.  C.  Comer  (ophthalmology  and  oto- 
larvngology) ; Dr.  R.  R.  Smith  (obstetrics  and 
pediatrics);  Dr.  J.  B.  Littlefield  (urologist  and  as- 
sistant surgeon);  Dr.  V.  G.  Presson  (gastro-enter- 
ology) ; Dr.  K.  A.  Carroll  (tuberculosis);  Drs.  P. 
H.  Bennett,  Arch  G.  Fee  and  B.  A.  Glennie  (den- 
tistry); Mr.  J.  C.  Wallach  (director  of  laboratories). 


PERSONALS  AND  NEWS 

DR.  NORMAN  ROSS,  of  Orange  City,  Iowa,  has 
accepted  position  as  resident  physician  at  St.  Jos- 
eph’s Hospital  in  Phoenix.  Dr.  Ross  graduated 
from  the  University  of  Illinois  in  1927,  and^  was 
commissioned  as  lieutenant  in  the  United  States 
Navy,  and  sent  to  San  Diego  Naval  Hospital.  In- 
cipient lung  disease  caused  him  to  give  up  this 
work  and  come  to  the  Phoenix  Institution. 

DR.  VERNON  KENNEDY  and  MISS  GER- 
TRUDE WHITTLESEY,  both  of  Phoenix,  were 
married  in  that  city  on  January  17th.  Dr.  Kennedy 
was  born  in  Phoenix,  and  came  back  to  his  native 
state  to  locate  after  finishing  his  medical  training 
in  Stanford  University  and  postgraduate  work  in 
California  hospitals.  He  is  associated  with  Dr. 
George  Goodrich  in  Phoenix.  Miss  Whittlesey  was 
the  daughter  of  an  old  resident  of  Phoenix,  Mr. 
E.  F.  Whittlesey  of  the  Valley  Bank. 

DR.  J.  D.  HAMER  of  Phoenix,  who  is  associat- 
ed with  Dr.  George  Goodrich  of  the  same  city, 
was  married  on  February  8th  to  Miss  Clarice  Hel- 
lie.  Dr.  Hamer  came  to  Arizona  about  three  years 
ago  as  resident  physician  for  the  Deaconess  Hos- 
pital, where  he  was  located  for  a year  before  his 
association  with  Dr.  Goodrich. 

DR.  EDGAR  H.  BROWN,  of  Phoenix,  after  a 
year’s  absence  from  office  with  a confining  illness, 
has  recovered  so  far  that  he  can  resume  his  prac- 
tice. He  will  be  found  at  his  office  in  the  Goodrich 
Building,  for  the  present,  in  the  afternoons,  expect- 
ing soon  to  resume  full  time  work.  His  work,  as 
is  well  known,  is  confined  to  orthopedics. 

DR.  E.  W.  PHILLIPS,  resident  physician  at  St. 
Luke’s  Home,  Phoenix,  after  a stormy  illness  of 
several  weeks,  with  pneumonia,  is  gradually  recov- 


ering, and  is  now  sitting  up  several  hours  each 
day. 

DRS.  GEORGE  SHIELDS  and  H.  D.  KETCHER- 
SIDE,  who  were  associated  with  Dr.  Charles  S. 
Vivian  of  Phoenix,  recently  deceased,  announce 
that  they  will  continue  the  practice  of  the  partner- 
ship in  the  same  offices  in  the  Heard  Building. 

DR.  COIT  HUGHES,  of  Phoenix,  was  appointed 
health  officer  for  Maricopa  County,  in  January,  by 
the  new  Board  of  Supervisors,  succeeding  Dr.  Har- 
ry J.  Felch,  who  had  held  this  position  for  several 
years. 

DR.  MAYO  ROBB,  formerly  of  Philadelphia,  is 
now  associated  with  Dr.  H.  T.  Bailey,  of  Phoenix, 
in  the  practice  of  the  specialty  of  eye,  ear,  nose 
and  throat.  Dr.  Robb  is  a graduate  of  Jefferson 
Medical  College,  class  of  1919.  After  interneship 
of  one  year  he  was  in  general  practice  for  four 
years  in  Oil  City,  Pa.  He  then  spent  two  and  a 
half  years  in  postgraduate  work  in  his  specialty 
at  the  University  of  Pennsylvania,  following  which 
he  was  in  practice  in  Philadelphia  until  coming  to 
Phoenix.  In  Philadephia,  he  was  on  the  staff  of 
the  Wills  Eye  Hospital  and  the  Polyclinic  Hospital. 
He  is  certified  by  the  Board  of  Otolaryngology. 
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GOOD  SAMARITAN  HOSPITAL  (Phoenix) 
NOVEMBER  STAFF  MEETING 
The  Medical  and  Surgical  Staff  of  the  Good 
Samaritan  Hospital  met  Monday  evening,  Novem- 
ber 26,  with  twenty-six  in  attendance. 

The  minutes  of  the  last  Council  meeting  were 
read. 

CASE  4375:  DR.  I.  L|  GARRISON 
White  female,  age  17,  married.  About  six  o’clock 
of  November  14  the  patient  began  to  feel  ill  with  a 
dull  aching  pain  in  abdomen,  and  nausea  and  vomit- 
ing; vomitus  contained  a great  deal  of  undigested 
food.  The  pain  later  localized  in  the  right  lower 
abdomen.  A doctor  was  called  and  two  hypoder- 
mics were  required  to  ease  the  pain.  She  gave  a 
history  of  having  had  attacks  of  indigestion  for 
the  past  two  years  which  somewhat  resembled  the 
present  attack.  The  examination  record  says  that 
the  patient  was  well  nourished;  head,  neck,  throat, 
chest  all  negative.  Skin  of  abdomen  is  somewhat 
reddened,  probably  from  hot  water  bottle.  An  acute 
pain  exists  over  the  appendix  region.  The  white 
cell  count  was  14,200,  75  polys.  She  was  op- 

erated upon  on  the  15th  and  on  incising  the 
peritoneum,  a foul  odor  with  fecal  material  was 
met.  Three-fourths  inch  perforation  of  bowel  was 
found  and  clamped.  A large  indurated  appendix 
was  delivered.  Perforation  was  purse  stringed,  in- 
vaginated  and  stitched  over.  The  appendix  was 
amputated  and  tied  off  without  invagination. 
Wound  closed  with  large  cigarette  drain.  Patient 
had  a stormy  course  but  is  making  a satisfactory 
recovery. 

REPORT  OF  RECORDS  COMMITTEE,  (Dr.  S. 
I.  Bloomhardt,  chairman):  There  were  a large  num- 
ber of  deaths  last  month,  but  an  analysis  of  them 
showed  that  most  of  the  patients  were  sent  to  the 
hospital  in  terminal  stages.  There  were  three 
autopsies  or  about  22  per  cent.  This  is  an  improve- 
ment over  previous  records. 

Case  4121  Cerebral  Hemorrhage.  Full  term  fe- 
male child.  When  born  seemed  perfectly  normal. 
At  end  of  four  hours  commenced  to  moan  and  refus- 
td  to  nurse,  and  had  stiffness  of  back  and  bulging 
fontanells.  Spinal  puncture  showed  bloody  fluid  un- 
der pressure.  Brought  to  hospital  on  third  day. 
Died  fifth  day.  Autopsy  revealed  extensive  subdural 
hemorrhage  over  left  parietal  lobe.  This  extend- 
ed into  the  base  and  blood  clots  also  were  found  in 
the  lateral  ventricles.  Lungs  were  air  containing 
with  multiple  small  areas  of  hemorrhage. 

Comment:  N.  C.  Womack  states  that  of  200,000 


infants  who  died  in  1927  during  the  first  year  of 
life,  60,000  died  during  the  first  week  and  25,000 
the  second  week.  Grant  states  roughly  50  per  cent 
of  these  cases  perished  from  intracranial  or  vis- 
ceral hemorrhage.  Womack  believes  that  in  many 
of  these  cases  the  hemorrhage  was  due  to  reduc- 
tion in  the  coagulation  time  of  the  blood.  J.  F. 
Dicks  and  Grant  believe  that  the  commoner  cause 
for  intracranial  hemorrhage  is  injury  during  labor 
and  that  blood  dyscrasias  and  syphilis  are  relative- 
ly unimportant  etiological  factors.  M.  H.  Roberts 
studied  63  cases  of  intracranial  hemorrhage  in  in- 
fants. Of  these,  29  or  46  per  cent  showed  symp- 
toms of  hemorrhage,  the  others  being  apparently 
normal.  Ten  died  within  12  days  after  birth;  five 
cases  being  proven  at  autopsy.  Four  died  later  of 
intercurrent  infection,  while  44  are  still  alive,  only 
three  of  which  show  neurological  evidence  of  intra- 
cranial pathology  attributable  to  the  hemorrhage. 
It  is  evident  that  under  proper  treatment,  the  prog- 
nosis is  not  altogether  unfavorable.  After  diagno- 
sis, repeated  tapping  and  withdrawal  of  fluid  is 
the  best  treatment  ,altho  occasionally  a decom- 
pression becomes  necessary  to  establish  drainage 
and  relieve  pressure.  Determination  of  the  coagula- 
tion time  should  be  done  and  if  above  normal, 
treatment  instituted.  W.  Shame  described  his  ex- 
periences in  the  study  of  671  children  with  varying 
degrees  of  spastic  paralysis  and  mental  retarda- 
tion. Many  of  these  showed  an  increased  intra- 
cranial tension,  definite  evidence  that  the  condition 
was  due  to  birth  trauma.  This  is  somewhat  the 
opposite  to  a study  made  by  Ford  in  1926  who  be- 
lieved that  most  cases  of  early  spasticity,  espe- 
cially if  accompanied  by  mental  deficiency,  are 
due  to  congenital  cerebral  aplasias  folowing  vari- 
ous pathological  processes  of  intrauterine  origin 
and  not  due  to  birth  trauma. 

Case  4198.  Subacute  Cardio  Valvular  disease. 
Died  five  hours  after  admission.  Had  had  heart 
trouble  for  seven  years — typical  history.  Patient 
was  sent  here  from  coast  by  physician  who  said 
that  this  climate  would  be  beneficial.  Frequent  at- 
tacks of  tonsilitis  are  of  interest. 

Comment:  A very  interesting  study  on  etiology 
of  heart  disease  has  been  done  by  Wood,  Jones  and 
Kimborough.  Their  conclusions  were  that  climate 
and  race  may  influence  the  frequency  of  different 
types  of  organic  heart  disease.  We  have  probably 
often  felt  this  ourselves  but  until  this  work  I have 
never  seen  it  statistically  proven.  They  have  tabulat- 
ed a series  of  300  cases  of  organic  heart  disease 
from  University  of  Virginia  Hospital  and  compared 
it  with  a series  of  323  cases  studied  in  Massachus- 
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etts  General  Hospital.  Negroes  comprised  about 
one-third  of  the  Virginia  series  while  the  supposed- 
ly small  number  of  the  Massachusetts  series  is  not 
stated.  Rheumatic  heart  disease  of  all  types  is  al- 
most twice  as  common  in  Massachusetts  as  in  Vir- 
ginia comprising  39.8  per  cent  of  Massachusetts 
series  and  22  per  cent  of  Virginia  series.  This  cor- 
responds closely  wtih  the  incidence  of  rheumatic 
infections  in  the  two  localities.  Organic  heart  dis- 
ease of  all  types  was  almost  twice  as  prevalent 
among  negroes  as  among  whites.  These  writers  be- 
lieve that  this  is  associated  with  the  higher  instanc- 
es of  syphilis  and  hypertension;  53  per  cent  of  the 
negroes  had  some  form  of  hypertension  even  ex- 
cluding those  with  syphilitic  heart.  Males  and  fe- 
males were  equally  affected.  Some  form  of  luetic 
heart  disease  occurred  in  21.4  per  cent  of  the  negro 
patients,  but  in  only  4.7  per  cent  of  the  white  in 
Virginia.  Angina  pectoris  was  recorded  decidedly 
less  frequently  among  the  negroes  than  among  the 
whites  in  spite  of  the  greater  incidence  of  syphilis 
and  hypertension  among  the  former. 

Case  4209.  Cholelithiasis.  Empyema  of  gall  blad- 
der, perforation  of  gall  bladder.  Female,  age  62. 
An  extremely  instructive  and  complete  history  of 
a patient  in  a very  grave  condition. 

Case  4249.  Self-induced  poisoning.  Female,  age 
20.  Burns  of  mouth,  fauces,  larynx  and  esophagus. 
Patient  took  permanganate  of  potash  resulting  in 
extensive  corrosive  burns  of  mouth,  etc.;  consulta- 
tion notes  were  good. 

Case  4102.  Alcoholic  Poison.  Male,  age  37.  Pa- 
tient found  by  attending  physician  in  an  uncon- 
scious state,  unable  to  obtain  history  other  than 
that  of  patient’s  drinking  denatured  alcohol.  No 
physical  examination  made  upon  admission.  Con- 
dition restless,  twitching,  slightly  cyanotic,  perspir- 
ing profusely.  Progress  notes  read,  “Patient  ad- 


mitted hospital,  condition  poor,  cyanotic.  Mor- 
phine gr.  given  hypodermatically  4 p.  m.”  2 a.  m. 
expired.  Nurse’s  notes  state  morphine  given  Vz  gr. 
hypodermics  one  at  3:40  p.  m.  second  at  6:15  p.  m. 
All  the  hypodermics  administered  by  the  attending 
physician. 

Comment:  Recently,  some  interesting  work  has 
been  done  on  the  effect  of  acute  alcoholism  on  the 
liver;  Wallace  has  conducted  these  experiments  on 
patients  admitted  to  Bellevue.  He  employed  two 
tests  of  liver  function.  The  blood  and  urine  speci- 
mens were  obtained  at  arbitrary  intervals  over  a 
period  of  several  days.  Wallace’s  observations  give 
definite  evidence  of  liver  injury  and  this  is  pro- 
portional to  the  severity  of  the  poisoning. 

Case  3981.  Pulmonary  tuberculosis.  Female,  age 
22,  admitted  Sept.  22,  died  Oct.  7th.  Stormy 
course  after  delivery  of  6V2  lb.  baby.  Died  in  two 
weeks. 

Case  3944.  Carconoma  of  the  liver;  bladder  di- 
verticulum. Male,  age  71.  History  given  by  daugh- 
ter. August  of  this  year,  for  two  weeks,  ran  after- 
noon temperature  of  104.  Under  care  of  numerous 
doctors.  Tests  made  for  malaria  typhoid,  malta 
fever,  etc.,  all  negative.  Cystoscopic  examination 
reveals  a large  diverticulum  of  bladder,  nothing 
else  particularly  striking  upon  physical  examina- 
tion. X-ray  bears  out  diagnosis  of  diverticulum. 
Blood  picture;  Hgb.  70  per  cent,  22,200  WBC,  82 
per  cent  polys.  Had  a great  deal  of  pain  on  admis- 
sion. Died  in  less  than  three  weeks. 

Comment:  From  reading  this  history,  I see  no 
reason  for  the  diagnosis  of  hepatic  carcinoma  and 
we  want  our  histories  if  possible  to  tell  us  the  rea- 
son for  our  diagnosis.  In  regards  to  carcinoma  of 
the  liver,  one  reads  more  from  time  to  time  of 
primary  carcinoma  of  the  liver.  Graves  believes 
that  this  is  still  a rare  disease  although  being 
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steadily  reported  with  increasing  frequency.  He 
gives  as  diagnostic  points:  (1)  Pain  in  nearly  all 
cases;  (2)  digestive  disorders,  anorexia,  nausea, 
vomiting,  gaseous  distension  and  almost  always 
constipation;  (3)  jaundice,  slow  and  usually  pio- 
gressively  deepening — said  by  Torland  to  occui  m 
63  per  cent  of  cases;  (4)  ascites,  often  occurmg 
early  and  increasing  rapidly;  (5)  loss  of  weight 
and  strength  occuring  rapidly;  (6)  physical  signs, 
enlargement  of  liver,  abdominal  ascites,  fixity  ot 
the  liver.  These  symptoms  are  very  similar  to 
those  of  syphilis  and  it  makes  a difficult  diagno- 
sis. Mclndoe  and  Counseller  reported  an  interest- 
ing case  of  atrophic  cirrhosis  with  early  carcinoma- 
tous change  of  the  hepatoma.  Two  carcinomatous 
nodules  were  found  in  the  liver  with  no  evidence 
of  a common  thrombotic  origin.  They  were  in  areas 
of  independent  vascular  supply  and  lymphatic 
drainage. 

Case  3721.  Streptococcic  hemolytic  septicemia, 
secondary  to  carcinoma  of  uterus.  Female,  age 
39.  Delivered  8 days  before  admission,  premature 
baby.  Had  been  vomiting  everything  taken  by 
mouth  for  three  weeks  before  delivery.  Continued 
vomiting  since  delivery,  urination  painful  and  fre- 
quent. Foul  vaginal  discharge.  Very  emaciated 
and  dehydrated,  extremely  tender  abdomen,  espe- 
cially lower.  She  was  transfused  four  times.  Had 
26,200  W.  B.  C.,  86  per  cent  polys,  85  per  cent  hgb. 
and  4,060,000  R.  B.  C.  before  first  transfusion. 
Before  second  transfusion  two  weeks  later,  60  per 
cent  hgb.  and  2,240.000  R.  B.  C.  W.  B.  C.  5,800. 
Three  weeks  later,  hgb.  85  per  cent,  4,210,000  R. 
B.  C.  and  62  per  cent  polys.  Blood  culture  on  ad- 
mission, no  growth,  no  T.B.  on  smears.  Vaginal 
smears  show  staph.  X-ray  of  stomach  and  pelvis 
negative. 

Comment:  My  idea  is  to  do  anything  but  criti- 
cise the  diagnosis  but  from  reading  the  history  one 
gets  no  clue  as  to  why  the  diagnosis  is  made  and 
that  is  what  makes  histories  valuable  from  the 
standpoint  of  records. 

Case  4155.  Carcinoma  of  lung.  Our  historian 
gives  us  the  notation  that  “no  history  was  obtained 
on  this  patient  and  none  could  be  obtained  from 
the  physician.  Refused  to  give  physical  findings.” 
Comment:  Primary  carcinoma  of  the  lung  is  not 
a common  disease  and  not  often  thought  of.  Park- 
er gives  us  some  interesting  results  on  his  study  of 
this  subject.  The  metastatic  growths  of  lung  car- 
cinoma are  usually  numerous  and  widespread,  but 
vary  greatly  with  the  grade  of  malignancy  on  ac- 
count of  the  great  vascularity  of  the  lung  and  the 
frequent  invasions  of  blood  vessels  by  the  tumor; 
the  ease  of  disseminating  the  tumor  is  obvious, 
either  through  the  general  circulation  to  the  brain 
and  other  organs;  the  abundant  lymph  channels 
lead  to  an  injection  of  the  bronchial  nodes  in  a 
high  proportion  of  cases  and  to  early  extension 
throughout  the  lung  and  pleura.  For  example.  Dos- 
quet  found  that  in  a series  of  105  cases  of  carci- 
noma of  the  lung  31.4  per  cent  involved  the  cen- 
tral nervous  system.  Parker  divides  the  cases  clin- 
ically into  three  groups:  (1)  Where  clinical  signs 
and  symptoms  are  solely  those  of  pulmonary  dis- 
ease (2)  those  in  addition  to  signs  of  primary 
growth,  there  are  also  signs  indicating  the  involve- 
ment of  other  organs  by  metastasis;  (3)  those  in 
which  the  metastasis  occurs  early  and  produces 
the  dominant  signs  and  symptoms  with  few  or  no 
signs  indicating  the  primary  source  of  the  dis- 
ease. In  the  last  group,  the  central  picture  at  one 
or  the  other  stage  of  the  disease  may  be  solely  that 
of  disturbance  of  function  in  the  brain,  cord,  men- 
inges or  nerve  roots.  In  one  case  reported  by 
Parker,  the  appearance  of  the  cas^  was  that  of  a 
person  with  gross  cerebral  disease  and  the  physical 
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signs  of  pulmonary  involvement  were  almost  negli- 
gible. Parker  advises  an  x-ray  of  chest  routinely 
in  cases  of  suspected  tumor  of  the  brain.  Parker 
also  says  that  the  association  of  pulmonary  tuber- 
culosis and  carcinoma  of  the  lung  is  not  uncommon. 

Case  4201.  Obstruction  of  the  bowel,  secondary 
to  adhesions  and  abscess  in  appendiceal  region.  Fe- 
male, age  75,  splendid  history  and  physical  exam- 
ination complete  and  instructive.  An  autopsy  was 
secured  and  fully  written  up.  This  history  is  as 
well  worked  up  and  as  valuable  from  a records 
standpoint  as  any  that  has  been  my  pleasure  to 
examine.  It  is  to  be  read  and  discussed  tonight. 

Case  4229.  Probably  uremia;  was  seen  by  attend- 
ing physician  Oct.  26  in  convulsions  every  2 to  3 
minutes,  lasting  30  seconds.  Case  was  very  well 
worked  up  and  treatment  extremely  good.  Patient 
died  same  day.  An  autopsy  was  obtained. 

Case  4052.  Ruptured  stomach;  female  age  34, 
admitted  Oct.  1,  died  Oct.  31.  History  of  hyster- 
ectomy 18  months  ago.  No  evidence  of  any  se- 
quellae  until  four  days  before  admission.  At  that 
time,  upper  abdominal  pain  and  vomiting,  not  re- 
lieved by  stomach  lavage;  after  several  days  vom- 
itus  became  colored.  Physical  examination  shows 
considerable  rigidity  in  epigastrium;  tenderness  on 
pressure.  A widal  reaction  was  negative.  White 
count  6,550,  80  per  cent  polys.  There  are  no  prog- 
ress notes.  Temperature  on  admission  103  degrees; 
went  down  to  99;  pulse  140-150;  resp.  30-35.  The 
nurse’s  report  reads,  “Emesis  of  fecal  matter 
seemingly.”  No  exploratory  and  no  autopsy. 

Comment:  One  would  think  more  of  intestinal 

obstruction  from  reading  this  history  as  it  now 
stands,  rather  than  the  diagnosis  of  ruptured  stom- 
ach. 

(Continued  in  next  issue) 
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pediatrists  and  physicians  in  general 
practice. 

Many  years  of  extensive  use  have  by 
now  more  than  reasonably  well  dem- 
onstrated that  Mead’s  Dextri-Maltose 
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A New  Idea  of 
Special  Interest 
to  Obstetricians 
The 
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Should  Recover 

If  diagnosed  EARLY 

and  if  enough  Diphtheria  Antitoxin  is  used 

FREQUENTLY  the  physician  is  not  called  until 
dangerously  late.  Then,  especially,  a most  depend- 
able Diphtheria  Antitoxin  is  required  and  repeated 
injections  may  even  be  needed. 

Under  such  circumstances  select  Diphtheria  Anti- 
toxin, P D.  & Co.  It  is  highly  concentrated  and 
purified;  limpid  and  water-clear, with  a minimum 
content  of  protein  substances.  The  syringe  con- 
tains 40%  more  antitoxin  units  than  the  label 
calls  for.  This  provides  for  possible  lessening  of 
activity  with  lapse  of  time,  assuring  full  label 
dosage  up  to  the  date  stamped  on  the  package. 

Diphtheria  Antitoxin,  P.  D.  & Co.,  is  supplied  in 
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This  chart  shows 
the  buffer  curve  of 
breast  mi  lk  and 
cow’s  milk  — and 
the  similarity  of  the 
buffer  curve  of 
S.  M.  A.  and  breast 
milk. 
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Steadily  advances  in  use  and  repute  as 
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attacks. 
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attacks. 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  protides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 


Radium  Therapy  — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 
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hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 
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Surgery 

S1S-U  Mills  Bldg.  El  Paso 

HOURS:  It  TO  12:30 


K.  D.  LYNCH,  M.  D. 

Genito  urinary  Surgery 

U1U  Mills  Bldg.  El  Paso 


PHOENIX,  ARIZONA 


H.  M.  PURCELL,  M.  D. 


T.  T.  CLOHESSY.  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

221,-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON,  M.  D. 
Diseases  of  Children 
H eard  Building  Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
U07  Goodrich  Bldg.  Phoenix 

H.  T.  BAILEY.  M.  D. 

Practice  Limited  to 

Eye.  Ear.  Nose  and  Throat 

323  Ellis  Bldg.  Phoenix 


MIHAJLO  MATANOVICH,  B.S..M  D. 

Genito  urinary  Diseases 


Urology 

207  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN.  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


TUCSON,  ARIZONA 


CLARENCE  E.  IDE,  M.  D.,  F. A.  C.  S. 
Eye,  Ear.  Nose,  Throat 
Neurology  and  Endocrinology 
Tonsillectomy  by  Electrocoagulation 
i Diathermy) 

Physicians  Building  Tucson 


Waite’s  Laboratory 

Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 

Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 

PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 


402  Heard  Building 


Phoenix 


EL  PASO 


TEXAS 
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Every  Doctor  in  the  world  knows  of  the 
Storm  Supporters 

Type  N.  “STORM”  Supporter 


Superior  to  Corsets. 
Long,  special,  laced 
back.  Soft,  low  ex- 
tension on  hips. 
Hose  supporters  at- 
tached. Patients  are 
writing  to  us  about 
these  belts,  but  we 
prefer  having  orders 
from  physicians. 


Ask  for  Literature 

Adaptable  to  Ptosis,  Hernia,  Obesity,  Preg- 
nancy, Relaxed  Sacro  Iliac  Articulations,  Kid- 
ney conditions,  High  and  Low  Operations,  etc. 

Katherine  L.  Storm,  M.  D. 

Originator,  Owner,  Maker 
1701  Diamond  St.  Philadelphia,  Pa. 


Providence 

Hospital 

A General  Hospital 

□ □ □ 

Young-  ladies  wanted  for 
Training-  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


Southwestern  Surgical  Supply  Company 


No.  121  North  First  St. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-rav  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc. 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 

ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


V 


Mellin’s  Food— A Milk  Modifier 

Constipation  in  Infancy 

rJ'HE  fact  that  Mellin's  Food  makes  the  curd  of  milk  soft  and  flaky  when  used  as  the  modifier 
is  a matter  to  always  have  in  mind  when  it  becomes  necessary  to  relieve  constipation  in 
the  bottle-fed  baby;  for  tough,  tenacious  masses  of  casein  resulting  from  the  coagulation  of 
ingested  milk,  not  properly  modified,  is  a frequent  cause  of  constipation  in  infancy. 

npHE  fact  that  Mellin’s  Food  is  free  from  starch  and  relatively  low  in  dextrins,  are  other 
matters  for  early  consideration  in  attempting  to  overcome  constipation  caused  from  the 
use  of  modifiers  containing  starch  or  carbohydrate  compounds  having  a high  dextrins  content. 

rpHE  fact  that  Mellin’s  Food  modifications  have  a practically  unlimited  range  of  adjustment 
is  also  worthy  of  attention  when  constipation  is  caused  by  fat  intolerance,  or  an  excess 
of  all  food  elements,  or  a daily  intake  of  food  far  below  normal  requirements,  for  all  such 
errors  of  diet  are  easily  corrected  by  following  the  system  of  infant  feeding  that  employs 
Mellin’s  Food  as  the  milk  modifier. 

Infants  fed  on  milk  properly  modified  with  Mellin’s  Food  are  not  troubled  with  constipation 

A pamphlet  entitled  " Constipation  in  Infancy”  and  a liberal  supply 
of  samples  of  Mellin’s  Food  will  be  sent  to  physicians  upon  request. 

Mellin’s  Food  Company,  177  State  Street,  Boston,  Mass. 


In  pneumonia 

Start  treatment  early 


In  the 


Optochin  Base 

treatment  of  pneumonia  every  hour  lost  in  beginning  treatment  is  to 
the  disadvantage  of  the  patient.  Valuable  time  may  often  be  saved 
if  the  physician  will  carry  a small  vial  of  Optochin  Base  (powder 
or  tablets)  in  his  bag  and  thus  be  prepared  to  begin  treatment 
immediately  upon  diagnosis. 


Literature  on  request 

MERCK  & CO.  Inc. 


Rahway,  N.  J. 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. ’hvsicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


As  a hypnotic, 

IPRAL  SQUIBB 

{ calcium  etbylisopropylba rbiturate } 


“The  ideal  hypnotic  should  possess  a rapid 
action.  The  dosage  should  be  small  with  a 
wide  latitude  between  therapeutic  and  lethal 
doses.  It  should  be  free  from  immunizing 
effect,  should  not  color  the  urine — an  indica- 
tion of  destruction  of  red  blood  corpuscles — - 


and  it  should  be  free  from  depressing  action 
upon  the  heart.  Finally,  it  should  not  cause 
the  patient  to  have  a feeling  of  ‘dopiness’  or 
drowsiness  upon  awakening.  Moreover,  its 
action  should  be  selective,  only  the  highest 
cerebral  cells  being  affected  by  even  large 
doses.”* 


APPROXIMATES  THE  FOLLOWING  DESIRABLE  QUALITIES: 

“It  has  been  used  by  many  physicians  in  a 
great  variety  of  cases,  and  so  far  no  untoward 
effects  upon  the  heart,  lung-s  or  kidneys  have 

been  noted.” 


DOSAGE:  As  a sedative,  or  for  ordinary  in- 
somnia, one  or  two  Ipral  tablets  (2  to4  gr.)  are 
usually  sufficient.  .4  s a hypnotic,  two  Ipral  tab- 
lets ( 4 gr.)  are  usually  effective. 


*Jackson,  D.  E.  and  Lurie,  L.  A.:  Experimental  and 
clinical  observations  on  the  actions  and  therapeutic 
uses  of  ethylisopropylbarbituric  acid.  Jour,  of 
Laboratory  and  Clinical  Medicine,  11:116,1925. 


E-RjSquibb  & Sons,  New  York 

’MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 

Nearest  Squibbs  Biological  Depot  728  South  Hill  St.,  Los  Angeles,  California 
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ALBERT  SOILAND  CLINIC 

1407  South  Hope  Street  Los  Angeles,  California 

Hours  9:00  to  4:00  Telephone  WEstmore  1418 


An  institution  fully  equipped  for  the  study,  diagnosis 
and  treatment  of  neoplastic  diseases 


Albert  Soiland,  M.  D.  Wm.  E.  Costolow,  M.  D. 

Orville  N.  Meland,  M.  D.  Egbert  J.  Bailey,  M.  D. 

A.  H.  Warner,  Ph.  D.,  Physicist 


Quartz-Mercury  Arc  Lamps 

Priced  from  $300.00  to  $1800.00. 

Carbon  Arc  Lamps 

Priced  from  $47.50  to  $600.00. 

Deap  Therapy  Lamps 

Priced  from  $10.00  to  $350.00. 

Zoalites-Infra  Red 

Priced  from  $15.75  to  $185.00. 

Diathermy  Equipment 

Priced  from  $50.00  to  $600.00. 
Physio-Therapy  appliances  of  all  types  carried  in  stock. 
Liberal  discount  for  Cash  or  Easy  Installment  terms. 


KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  for  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheerer,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-Scanlon  Company. 
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The  House  of  a Thousand  Windows 

“For  the  Treatment  of  Tuberculosis” 

New,  fireproof  construction.  Electric  elevator  service.  Single  rooms  or 
en  suite.  Sleeping  porches.  Private  or  connecting  bath.  Showers.  Medi- 
cal Staff  in  constant  attendance.  All  approved,  modern  methods  used  in 
treatment.  Special  provisions  HELIOTHERAPY. 

Write  for  our  New  Booklet 
“A  STORY  OF  SUNSHINE  AND  HEALTH” 

THE  HOMAN  SANATORIUM 

EL  PASO,  TEXAS 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy  equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 
Write  us  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 


Fill  out  below  and 
mail: 

Please  send  me  Abstract 
Service  Bulletin  on  the 
use  of  Physical  Therapy  in 


THOUSANDS  of  physicians  are  still  pondering  over  this  question. 

They  are  aware  of  an  increasing  number  of  articles  on  physical  ther- 
apy  in  their  medical  journals,  but  have  not  found  time  to  make  a real 
survey  or  summary  of  the  literature. 


Am  especially  interested 
in  equipment  for: 


Name 


Address. 


“Physical  therapy,”  to  quote  the  Council  on  Physical  Therapy  of  the 
American  Medical  Association,  “must  be  recognized  as  a definite  part  of 
medicine  to  be  practiced  and  controlled  by  graduate  physicians.  It  should 
be  used  only  as  one  of  the  triad  of  medicine,  surgery  and  physical  therapy.” 

For  the  convenience  of  the  general  practitioner  and  specialist  alike,  we 
have  prepared  the  above  illustrated  booklets  of  abstracts  and  digests  from 
recent  literature  on  physical  therapy.  They  give  the  gist  of  articles  by  many 
authorities — a key  to  this  literature  as  it  pertains  to  your  practice.  We 
believe  this  abstract  service  to  be  an  ethical  means  of  furthering  your  in- 
terest  in  the  subject. 


Your  request  on  the  above  coupon  will  receive  prompt  attention. 

DALLAS,  TEXAS— VICTOR  X-RAY  CORPORATION  OF  TEXAS 
316-318  Medical  Arts  Bldg 
REGIONAL  SERVICE  DEPOTS 

Houston — 322  Medical  Arts  Bldg.  San  Antonio — Medical  Arts  Bldg. 

PHYSICAL  THERAPY  DEPARTMENT 


VICTOR  X-RAY  CORPORATION 


Manufacturers  of  the  Coolidge  Tube  fTj  Physical  Therapy  Apparatus,  Electro - 

and  complete  line  of  X~Ray  Apparatus  | y l b i cardiographs,  and  other  Specialties 

2012  Jackson  Boulevard  Branches  in  all  Principal  Cities  Chicago,  Illinois,  U.S.A. 


A GENERAL  ELECTRIC  uRi 


ORGANIZATION 
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to 


CULISTS  . . . 


See  with  greater 
comfort  and  clarity 
through  Tillyer 
Lenses 


V 

OUR  prescription  for  glasses,  can  be  more  accurately 
made  into  glasses,  with  Tillyer  Lenses.  What  this  means  to  you 
in  more  comfortable  vision  no  amount  of  pictures  and  words  can 
show.  We  urge  you  to  wear  Tillyer  Lenses,  to  try  them  in  your  own 
glasses.  Then  you  can  see  for  yourself  what  an  entirely  new  and  far 
more  comprehensive  theory  of  lens-making  has  accomplished.  Perhaps 
you  will  then  prescribe  TiSlyer  Lenses,  because  you  know  your  patients 
will  have  the  same  difference  in  clarity  and  comfort  that  you  notice. 


AMERICAN  OPTICAL  COMPANY 

TILLYER  LENSES 

Accurate  to  the  very  edge 


THE  MENNINGER  PSYCHIATRIC 

HOSPITAL 

Modern  Psychiatric  Treatment  for  Mental  Illness 

New  Building  Opened  January  5th 


THE  SOUTHARD  SCHOOL 

A Home  School  for  Nervous  and  Backward  Children 


THE  MENNINGER  CLINIC 

Psychiatry  and  Neurology 


Karl  A.  Menninger,  M.  D.  C.  F.  Menninger,  M.  D.  William  C.  Menninger,  M.  D. 

Topeka,  Kansas 


Southwestern  Medicine 

OFFICIAL  ORGAN  OF 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 
THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
OF  THE  SOUTHWEST 


Volume  XIII. 

MARCH,  1929 

No.  3 

ANNUAL  SUBSCRIPTION 

$2 

SINGLE 

COPIES 

25  CENTS 

“Acceptance  for  mailing 

Entered  at 
at  special 

the  Postoffice  at  Phoen  ix,  Arizona,  as  second  class  matter, 
rate  of  postage  pr  ovided  for  in  section  1103,  Act  of 
authorized  March  1,  1921.” 

October 

3,  1917, 

THE  RED  BLOOD  CELL  SEDIMENTA- 
TION TEST  IN  THE  TREATMENT 
OF  PULMONARY  TUBERCULOSIS 

J.  W.  TAPPAN,  Surgeon, 

G.  H.  FAGET,  Passed  Assistant  Surgeon 
United  States  Public  Health  Service, 

Ft.  Stanton,  New  Mexico 

In  the  treatment  of  pulmonary  tuberculo- 
sis it  is  important  to  be  able  to  determine 
the  degree  of  activity  of  the  disease.  There 
is  no  other  single  feature  of  which  accurate 
estimation  is  so  important.  The  routine 
physical  and  x-rav  examinations  reveal  the 
extent  of  the  pulmonarv  pathology,  but  do 
not  show  how  active  the  lesions  are.  Pa- 
tients who  complain  of  fatisrue,  who  have 
poor  appetites,  who  are  losing  weight  and 
who  have  rapid  mdses,  with  occasional  fever, 
are  certainlv  active.  There  are  many  cases, 
however,  free  from  all  these  symptoms,  with 
physical  and  x-rav  findings  stationary,  in 
which  we  wish  to  know  whether  they  have 
reached  the  stage  where  exercise  will  be 
beneficial  or  harmful.  In  these,  a real  test 
of  the  activitv  of  the  pulmonarv  lesion  is 
to  be  desired:  something  that  will  be  an  in- 
dex of  what  is  going  on  within  the  tissues. 

It  was  with  this  end  in  view  that  a series 
of  erythrocyte  sedimentation  tests  was 
made  at  the  U.  S.  Marine  Hospital,  Fort 
Stanton,  New  Mexico,  in  the  spring  and 
summer  of  1927.  The  literature  upon  the 
subject  seemed  encouraging  but  we  wished 
to  determine,  for  our  own  satisfaction, 
whether  the  test  was  one  which  would  be  of 
value  to  us  and  at  the  same  time  be  prac- 
tical to  use  as  a routine  part  of  our  treat- 
ment of  tuberculous  beneficiaries  of  the 
Service. 

Upon  comparing  results  with  the  physical 
and  x-ray  examinations  of  patients  upon 
whom  the  sedimentation  tests  had  been  car- 
ried out,  it  seemed  to  us  that  there  was  a 
basis  for  its  use  and  that  more  extensive 
studv  was  warranted.  It  was,  therefore,  de- 
cided to  carry  out  the  test  on  all  new  ad- 
missions and  repeat  it  at  regular  intervals 
during  their  stay  in  the  hospital.  At  first 


a six  months  interval  was  tried,  but  it  was 
soon  apparent  that  the  value  of  the  test 
warranted  a shorter  interval.  At  present  it 
is  being  done  every  three  months. 

We  concluded  to  study  the  test,  as  to  its 
practical  value,  particularly  in  relation  .to 
(1)  the  extent  of  the  disease,  (2)  its  activ- 
ity, (3)  the  prognosis  and  (4)  as  a guide  in 
the  treatment  of  certain  cases,  and  this  pa- 
per is  based  upon  the  study  of  378  tests, 
made  upon  234  patients,  with  these  pur- 
poses in  view.  While  it  is  too  early  to  de- 
termine the  status  of  the  procedure  perma- 
nently, it  appears  to  be  of  enough  value  to 
warrant  a preliminary  report. 

TECHNIC 

The  technic  followed  was  that  first  used 
by  Linzenmeier,  as  it  was  thought  to  be  the 
most  adeouate  for  our  requirements.  As 
only  one  figure  entered  into  the  calculation, 
it  seemed  to  us  the  best  test  for  purposes 
of  comparison. 

Tubes  6.5  centimeters  long,  by  5 milli- 
meters internal  diameter  are  used.  These 
tubes  have  two  marks  etched  on  their  sides : 
an  upper  indicating  one  cubic  centimeter  of 
content,  the  other  18  millimeters  below  the 
first.  The  results  are  read  in  the  number 
of  minutes  required  for  the  red  blood  cells 
to  drop  to  the  18  millimeter  level.  Into  a 
small  graduated  syringe,  0.2  of  a c.c.  of  5 
per  cent  sodium  citrate  solution  is  drawn 
and  the  blood  to  be  tested  is  then  drawn  up 
to  the  one  c.c.  mark.  This  mixture  is  emp- 
tied into  the  special  tube,  which  is  inverted 
several  times  to  obtain  a thorough  mixture. 
When  all  the  blood  specimens  to  be  tested 
have  thus  been  collected,  the  tubes  are  in- 
verted avain  and  the  time  at  which  the  tests 
are  started  noted.  It  did  not  seem  to  make 
any  difference  whether  the  tests  were  run 
immediatelv  or  a few  hours  after  the  blood 
had  been  drawn.  During  the  first  hour  it 
is  necessary  to  watch  the  tubes  carefully  to 
mark  off  the  earlv  reactions.  However,  a 
check  every  15  minutes  during  the  first 
hour,  every  30  minutes  during  the  second 
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hour,  and  thereafter  every  hour  until  the 
sixth  hour,  is  all  that  is  necessary.  All 
tubes  in  which  the  erythrocytes  have  not 
sedimented  to  the  18  millimeter  mark  at  the 
end  of  six  hours  are  considered  within  the 
normal  limits. 

RELATION  OF  THE  TEST  TO  THE  EXTENT 
OF  THE  DISEASE 

Before  we  had  advanced  very  far  in  the 
work  it  was  evident  that  it  would  be  neces- 
sary to  have  a group  of  normal  controls.  It 
was  thought  best  not  to  accept  what  had 
been  considered  normal  in  the  literature  as 
our  problems  were  a little  different.  In  the 
first  place  our  sanatorium  is  situated  at  an 
altitude  of  6231  feet  above  sea  level  and 
the  effect  of  altitude  upon  the  suspension 
stability  of  the  red  blood  cells  was  still  un- 
known. In  the  second  place  all  our  patients 
are  adult  males,  mostly  between  the  ages  of 
20  and  40.  Therefore,  a group  of  twenty 
normal  adult  males,  of  like  ages,  was  taken 
as  a control.  The  results  showed  the  sedi- 
mentation time  of  this  group  to  be  over  four 
hours  in  three  cases,  and  over  six  hours  for 
17  cases. 

In  order  to  have  an  unpreiudiced  opinion, 
it  was  decided  to  try  the  test  at  first  on 
new  cases  only,  and  to  comnare  the  results 
carefully  with  the  phvsical  and  x-rav  ex- 
aminations. In  order  to  be  as  fair  as  pos- 
sible, these  three  examinations  were  done 
indeoendentlv  by  different  departments  of 
the  hospital  and  the  results  afterwards  com- 
pared. For  greater  ease  of  comparison,  we 
divided  the  results  of  the  test  into  six 
groups,  as  follows: 


Table  1. 


Group 

Sedimentation  time. 

I 

Up  to  thirty  minutes 

II 

From  one  half  to  one  hour 

III 

From  one  to  two  hours 

IV 

From  two  to  four  hours 

V 

From  four  to  six  hours 

VI 

Six  hours  or  more 

More  or  less  arbitrarily  (but  only  after 

some  experience  had  been  e-ained),  it  was 
decided  t^at  groups  I and  II  should  corre- 
spond to  far  advanced  cases  or  very  active 
ones;  groups  III  and  IV  to  moderately  ad- 
vanced or  less  active  ones;  and  groups  V 
and  VI  to  minimal,  quiescent  or  arrested 
cases. 

Table  2 shows  the  results  of  dividing  all 
cases  upon  admission  into  errouos  indicated. 
The  diagnosis  is  based  primarily  upon  the 
result  of  the  physical  examination  classi- 
fied according  to  the  rules  of  the  National 
Tuberculosis  Association. 


Table  2. 


Group 

I 

II 

III  1 

IV 

v | 

VI 

Hours 

o-y2 

y2-i 

1 to  2 2 to  4 4 to  6 

1 1 1 

6 or 
more 

Far  advanced 

33 

14 

14 

4 

2 I 

0 

Moderately 

advanced 

6 

10 

23 

13 

1 

10 

7 

Minimal,  qui- 
escent or 
arrested 

0 

0 

4 

4 

6 I 

4 

Far  | Moderately|  Minimal, 
advanced  advanced  [ quiescent 
| or  arrested 


From  the  above  table,  it  is  apparent  that 
the  majority  of  the  advanced  cases  (about 
72  per  cent)  fall  within  the  first  two  groups. 
The  moderately  advanced  cases  have  a ten 
dency,  diminishing  gradually  on  either  side, 
to  fall  within  the  two  middle  groups  (about 
50  per  cent).  The  minimal  cases  correspond 
more  closely  to  the  last  two  groupings. 
These  findings  show  that  the  speed  of  the 
sedimentation  of  erythrocytes  follows  close- 
ly the  amount  of  pathologic  lung  involve- 
ment in  tuberculosis. 

Upon  closer  analysis  of  the  cases  which 
apparently  were  not  in  accord  with  the 
physical  examinations,  the  results  were  still 
more  startling.  For  instance,  in  the  far  ad- 
vanced column  there  are  two  cases  in  group 
V,  which  are  evidently  a misfit.  A review 
of  the  x-ray  findings  shows  that  they  both 
belong  to  the  fibroid  type.  One  of  them 
showed  fibrous  shadows  from  the  third  rib 
up  on  both  sides,  and  the  sputum  was  nega- 
tive. From  an  x-ray  standpoint,  therefore, 
this  would  be  a moderately  advanced  case, 
thus  agreeing  with  the  blood  sedimentation. 
The  other,  with  a consistently  negative  spu- 
tum, does  not  give  a typical  history  of  tu- 
berculosis. The  x-ray  shows  fibrous-like 
shadows  throughout  both  lung  fields,  but 
most  marked  from  the  bases  up.  The  case 
is  being  worked  out  in  the  laboratory  from 
a diagnostic  standpoint  and,  should  it  not 
prove  to  be  a case  of  pulmonary  tuberculo- 
sis, would  be  a point  in  favor  of  the  diag- 
nostic importance  of  the  test. 

Turning  to  the  moderately  advanced  col- 
umn of  the  six  cases  belonging  to  group  I, 
two  show  large  cavities  in  the  x-ray  which 
were  silent  under  physical  examination.  An- 
other showed  marked  tuberculous  involve- 
ment of  the  larynx  when  examined  later  in 
the  eye,  ear,  nose  and  throat  section.  In 
most  of  the  other  cases  the  x-ray  checked 
up  closely  with  the  physical  findings.  In 
those  where  there  was  a discrepancy,  it  was 
surprising  to  note  how  frequently  these  dif- 
ferences bring  them  more  closely  in  accord 
with  the  blood  sedimentation  grouping. 
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RELATION  OF  THE  TEST  TO  THE  ACTIVITY 
OF  THE  DISEASE 

It  is  the  opinion  of  those  who  have  writ- 
ten upon  the  subject  that  the  rapidity  of 
the  sedimentation  of  the  red  blood  cells  is 
a test  of  the  activity  of  the  pulmonary  le- 
sions. In  order  to  prove  that  this  was  true 
in  our  cases,  it  was  decided  to  try  out  a 
group  with  equal  pathologic  involvement, 
but  differing  pathological  activity.  When 
tuberculosis  has  passed  the  minimal  stage 
of  involvement  it  manifests  itself  in  three 
types  of  lesions,  viz:  the  proliferative,  the 
exudative  and  the  fibrous.  The  exudative 
type  is  the  more  active  and  has  the  most 
destructive  tendency.  It  progresses,  as  a 
rule,  to  caseation  and  cavitation.  On  the 
other  hand  the  fibrous  lesion  is  a type  of 
healing  and  therefore  has  a tendency  to  les- 
sen destruction  and  to  quiescence.  By  care- 
ful examination  of  the  x-ray  films  of  mod- 
erately advanced  cases,  interpreting  the 
shadows  in  terms  of  pathology,  it  is  possible 
to  see  many  cases  in  which  one  or  the  other 
of  the  three  types  of  lesions  predominates. 
In  this  way,  from  a number  of  cases  which 
were  classified  as  moderately  advanced  upon 
the  physical  examination,  a group  of  pre- 
dominantly exudative  cases  and  predomi- 
nantly fibrous  cases  were  picked  out.  In 
these  two  groups  we  knew  beforehand  that 
the  exudative  were  much  more  active  than 
the  fibrous.  A blood  sedimentation  test  was 
taken  on  each  member  of  these  two  groups 
to  find  out  how  closely  it  would  show  the 
active  cases.  The  following  table  gives  the 
results  of  the  experiment: 


Table  3. 


Group 

I 

II 

III 

IV 

1 v 

VI 

Exudative 

Cases 

1 

6 

8 

3 

1 

1 

0 

Fibrous 

Cases 

0 

0 

0 

3 

1 

9 

From  the  above  table  it  will  be  seen  that 
the  exudative  cases  are  mostly  in  the  first 
three  groups,  while  the  fibrous  types  are  in 
the  last  three.  By  this  experiment,  it  was 
decided  arbitrarily  to  call  the  line  between 
groups  III  and  IV,  the  dividing  line  of  activ- 
ity. The  first  three  groups  produce  the  zone 
of  marked  activity;  the  last  three  that  of 
lesser  activity,  with  tendency  to  quiescence. 
The  two  hour  mark  w7as  the  dividing  point 
in  this  scheme,  but  from  other  results,  with 
this  test,  we  find  that  the  activity  zone  ex- 
tends into  group  IV  also.  In  other  words, 
there  is  no  dividing  line  and  the  activity 
grades  off  into  quiescence.  However,  it  was 
convenient  to  have  such  a line  of  demarca- 
tion which  would  correspond  to  the  point  at 
which  the  patient  would  become  sufficient- 


ly well  to  be  semi-ambulatory.  It  is  also 
convenient  in  studying  the  results  in  the 
other  sections  of  this  paper. 

As  another  check  upon  the  detection  of 
activity  by  this  test,  all  cases  tested  were 
compiled  (see  Table  4)  according  to  their 
sputum  examination  of  the  corresponding 
month.  A positive  sputum  was  examined 
only  once.  A negative  sputum  was  checked 
up  on  five  successive  days  before  recording 
the  results. 

Table  4. 

Sputum  positive  Sputum  negative. 


Group  Number  of  tests  ! Number  of  tests. 


Far  ad- 
vanced 

Moder- 
! ately 
advanc-! 
1 ed  | 

Mini- 

mal 

Far  ad- 
vanced 

Moder- 

ately 

advanc- 

ed 

Mini- 

mal 

I 

51 

1 7 ! 

0 

0 

o 

o 

II 

41 

20  | 

0 

1 

o 

0 

III 

20 

35  | 

5 

1 

6 

2 

IV 

4 

18 

1 

2 

20 

2 

V 1 

1 

4 I 

0 

1 

12 

6 

VI 

0 

5 1 

0 

2 

25 

10 

Total 

117 

89  | 

6 

7 

63 

20 

Among  the  sputum  positive  cases,  85  per 
cent  are  in  groups  I,  II  and  III,  the  zone  of 
activity  previously  referred  to.  On  the  other 
hand,  almost  90  per  cent  of  the  sputum  neg- 
ative cases  are  within  the  last  three  groups, 
showing  little  or  no  activity  according  to 
the  sedimentation  test.  It  can  therefore  be 
concluded  that  a positive  sputum  and  a rap- 
id sedimentation  time  go  hand  in  hand  in 
indicating  the  activity  of  the  pulmonary  le- 
sions. This  table  also  shows  other  interest- 
ing data.  Eighty  per  cent  of  the  far  ad- 
vanced cases,  with  positive  sputum,  are  in 
the  first  two  groups  (marked  activity  and 
tissue  destruction)  whereas  five  out  of  seven 
of  this  class,  having  negative  sputum,  are 
below  the  line  of  relative  activity.  In  the 
moderately  advanced  column,  80  per  cent  of 
sputum  positive  cases  are  above  this  line, 
while  90  per  cent  of  negative  cases  fall  be- 
low it.  The  minimal  cases  also  show  corre- 
sponding groupings  as  to  activity  and  non- 
activity in  the  sputum  positive  and  sputum 
negative  cases  respectively. 

These  facts  were  more  clearly  brought 
out  in  individual  cases  which  had  become 
sputum  negative  after  having  had  a positive 
sputum  or  vice  versa.  Improvement  in  the 
pulmonary  condition,  which  reflects  itself  in 
the  sputum  becoming  negative,  should  also 
show  itself  in  the  blood  sedimentation  test 
if  the  latter  has  any  value  in  predicting  act- 
ivity. On  the  other  hand  some  cases,  upon 
retrogression,  will  show  a positive  sputum 
when  it  has  previously  been  negative.  We 
should  expect  this  state  of  affairs  also  to 
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affect  the  sedimentation  reaction  of  the  pa- 
tient. It  was  surprising  to  note  how  closely 
the  blood  sedimentation  checked  with  these 
sputum  examinations  which  meant  definite 
changes  in  pulmonary  activity. 

As  a check  of  the  effect  of  the  loss  of 
weight  upon  the  blood  sedimentation,  all  pa- 
tients who  were  over  10  per  cent  under 
weight  were  compared  with  those  wro  were 
of  normal  weight  or  overweight  at  the  time 
of  the  test . Patients  who  were  less  than  10 
per  cent  underweight  were  not  counted  on 
either  side.  Table  5 gives  the  results  of  this 
experiment. 

Table  5. 


Far  advanced  Moderately  Minimal 


Group 

10%  plus 
under- 
weight 

Normal 
or  over- 
weight 

10%  plus 
under- 
weight 

Normal 
or  over- 
weight 

10%'  plus 
under- 
weight 

Normal 
or  over- 
weight 

I 

27 

1 

1 

1 

0 

o 

II 

11 

2 

4 

o 

o 

o 

III 

4 

4 

8 

9 

1 

2 

IV 

1 

2 

4 

10 

1 2 

o 

V 

0 

0 

2 

8 

3 

! 4 

VI 

0 

0 

2 

6 

1 

1 6 

It  was  found  that  those  markedly  under- 
weight had  a relatively  lower  sedimentation 
time  indicating  a greater  activity  than  those 
who  were  of  normal  or  excessive  weight.  In 
the  far  advanced  class  it  was  found  that  the 
great  majority  are  far  underweight.  How- 
ever, 66  per  cent  of  those  of  normal  weight 
or  overweight,  of  the  far  advanced  cases,  be- 
long to  a class  of  less  activity,  i.  e.,  groups 
III  and  IV.  In  the  moderately  advanced 
class  the  dividing  line,  for  convenience,  was 
again  placed  at  two  hours  (within  the  so- 
called  activity  point),  and  here  62  per  cent 
of  those  underweight  are  in  the  active  zone, 
while  over  70  per  cent  of  those  of  normal 
weight  or  overweight  are  in  the  less  active 
groups.  In  the  minimal  class  those  under- 
weight approach  the  normal  weight  more 
closely ; but  even  here  those  of  normal 
weight  and  overweight  were  the  more  quies- 
cent, according  to  the  test.  The  above  is 
certainly  a strong  argument  in  favor  of  the 
erythrocyte  sedimentation  test  as  a valuable 
aid  in  the  diagnosis  of  the  degree  of  pul- 
monary activity. 

The  tissue  destruction  effect  and  its  ac- 
companying activity  in  large  cavities  is  also 
shown  by  the  blood  sedimentation  test.  To 
make  this  test  as  fair  as  possible  and  not 
merely  a repetition  of  some  of  the  other 
tabulation  already  given,  only  far  advanced 
cases  were  considered.  Cases  with  definitely 
large  cavities,  as  demonstrated  by  the  x-ray 
film  (as  large  as  a fifty  cent  piece  or  larg- 


er), were  compared  with  far  advanced  cases 
without,  or  with  only  one  very  small  cavity. 
The  diagnosis  was  made  by  the  physical 
examination  and  checked  by  the  x-ray  and, 
as  usual,  based  upon  the  classification  of 
the  National  Tuberculosis  Association. 


Table  6. 


Definite 

cavitation 

No  cavities  or  only 
small  cavities 

I 

29 

4 

II 

10 

4 

III 

7 

7 

IV 

1 

3 

V 

0 

0 

VI 

0 

0 

Percent  in 
Groups  I and 

II 

84% 

47.37% 

Percent  in 
Group  I 

58% 

23.68% 

From  the  above  table  it  appears  that  far 
advanced  cases  with  cavitation  have  rela- 
tively faster  sedimentation  reactions  than 
those  without  marked  cavity  formation.  This 
table  also  confirms  the  value  of  the  test  as 
a criterion  of  activity  or  tissue  destruction. 

However,  apart  from  the  consideration  of 
loss  of  weight,  positive  sputum,  and  cavity 
formation,  there  are  other  cases  in  which 
the  red  blood  cell  sedimentation  test  is  an 
index  of  activity  that  is  not  demonstrated 
by  clinical  evidence.  In  patients  apparently 
similar  from  the  physical  and  x-ray  examin- 
ation and  other  clinical  findings,  there  may 
be  a marked  difference  in  the  blood  sedi- 
mentation time.  Here  also  we  take  it  to 
be  a fact,  just  as  in  all  tables  previously 
given,  that  the  case  with  the  rapid  sedi- 
mentation is  the  one  with  the  most  pul- 
monary activity,  while  the  other  has  a more 
favorable  outlook.  These  cases  should  be 
treated  accordingly. 

RELATION  OF  THE  TEST  AS  TO  PROGNOSIS 

As  a check  upon  the  value  of  the  test 
from  a standpoint  of  prognosis,  it  was  de- 
cided it  would  be  necessary  to  examine  first 
the  list  of  discharges  from  this  institution. 
These  patients  had  been  observed  carefully 
while  under  treatment  and  were  classified 
upon  discharge  according  to  the  progress 
they  had  made.  It  was  convenient  to  com- 
pare the  erythrocyte  sedimentation  phenom- 
enon in  the  patients  who  had  been  discharg- 
ed as  apparently  arrested  and  improved,  with 
those  who  were  discharged  as  unimproved 
or  who  had  died.  Only  cases  which  had  been 
under  treatment  six  months  or  more  before 
discharge  or  death  were  included  (a  suffi- 
cient length  of  time  to  note  any  definite 
change  in  the  patient’s  condition).  It  must 
be  noted  that  most  of  these  cases  were  dis- 
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charged  long  before  these  statistics  were 
compiled  and  that  blood  sedimentation  re- 
sults were  not  taken  into  consideration  at 
the  time  of  discharge. 

Table  7. 


Group 

1 I 

II 

i hi 

IV  | 

V | 

VI 

Discharged 
improved  or 
apparently 
arrested 

1 o 

0 

0 

3 

6 

5 

Discharged 
unimproved 
or  died 

1 11 

7 

. 

1 2 

1 

1 1 

0 

0 

Note  how  closely  the  prognosis  can  be 
made  by  sedimentation  time.  Here  again 
the  zone  of  activity,  as  divided  by  the  two 
hour  line,  contains  most  of  the  cases  which 
did  not  do  well  and  none  of  those  that  did. 
Cases  which  are  very  active  according  to  the 
red  cell  sedimentation  have  a poor  progno- 
sis. (Patients  are  not  discharged  as  arrest- 
ed from  this  hospital  and  the  best  they  can 
obtain  is  an  apparently  arrested  discharge. 
There  are  four  apparently  arrested  cases  in- 
cluded in  the  above  table  and  each  of  these 
belonged  to  the  minimal  group  VI.) 

In  the  study  of  prognosis,  it  is  the  indi- 
vidual cases  that  count.  A few  illustrative 
cases  are  therefore  given  to  show  how  im- 
portant this  test  has  become  in  this  hospi- 
ta1.  First,  a case  is  taken  which  will  show 
how  consistently  the  blood  sedimentation  re- 
action checks  up  the  activity  of  a far  ad- 
vanced progressive  case  over  a long  period 
of  time.  This  case  is  only  an  example  of  a 
number  of  others  giving  the  same  result: 

F.  L.,  age  23,  male,  white,  height  66%  inches, 
weight  116  pounds,  normal  weight  has  been  135 
pounds.  Admitted  November  16,  1927.  The  physi- 
cal examination  gave:  right;  infiltration  through- 
out. Left;  infiltration  and  fibrosis  upper.  The  x- 
ray  showed:  right;  moderate  mottling  with  slight 
fibrosis  fifth  rib  up.  Multiple  cavities  between 
second  and  first  rib.  Left;  moderate  mottling  fifth 
rib  up  and  scattered  to  base.  Annular  shadow  size 
of  a lemon  beneath  the  clavicle  and  annular  shadow 
size  of  dollar  at  base  (both  definitely  cavities). 
The  erythrocyte  sedimentation  test  taken  on  Nov- 
ember 30,  1927,  was  25  minutes.  The  temperature 
was  generally  normal  with  occasional  rises  of  two 
or  three  tenths  (C),  pulse  was  110,  expectoration 
profuse  and  contained  tubercle  bacilli.  The  case 
was  stationary  or  slowly  progressive,  with  weight 
fluctuation  from  112  to  118  pounds  and  occasional- 
ly a few  tenths  of  a degree  of  fever,  with  pulse 
around  100  to  110  as  highest;  sputum  remained 
positive.  On  July  20,  1928,  the  sedimentation  time 
was  20  minutes,  and  on  October  16,  1928,  again  20 
minutes.  This  is  a case  of  poor  prognosis  going 
slowly  but  steadily  down  grade  in  which  the  worst 
can  be  expected  sooner  or  later. 

On  the  other  hand  not  all  far  advanced 
patients,  starting  out  under  similar  condi- 
tions, have  such  a bad  prognosis,  as  is  il- 
lustrated by  the  following  case: 


R.  T.,  age  33,  height  67%  inches,  weight  124 
pounds,  with  normal  given  as  132  pounds,  was  ad- 
mitted December  20,  1927,  and  diagnosed  as  far 
advanced.  The  physical  examination:  right;  infil- 
tration upper  part  of  upper  and  upper  part  of  low- 
er. Left;  infiltration  throughout  with  cavitation 
upper  part  of  upper.  The  x-ray  shows:  right; 
dense  shadows,  as  of  caseation,  apex  to  second  rib. 
Moderate  amount  of  mottled  and  proliferative 
shadows  second  rib  to  base.  Two  small  annular 
shadows  between  first  and  second  rib  (cavities). 
Left;  dense  shadow  as  of  thickened  pleura  above 
third  rib.  Cavitation  between  third  and  first  rib. 
Mottled  and  proliferative  shadows  scattered  to 
base.  Adhesions  of  diaphragm.  The  temperature 
was  generally  37.2  to  37.3  (C),  with  pulse  between 
95  and  130.  There  was  slight  clinical  improvement 
in  the  general  condition  during  the  ten  months  in 
which  the  four  sedimentation  tests  were  taken. 
The  physical  examination  remained  about  the  same. 
On  December  22,  1927,  the  blood  sedimentation 
time  was  30  minutes,  weight  119  pounds,  pulse  130. 
On  July  17,  1928,  after  a prolonged  rest  in  bed, 
the  blood  sedimentation  time  was  1%  hours,  weight 
124  pounds,  pulse  100.  On  October  19,  1928,  the 
blood  sedimentation  time  1%  hours,  weight  127 
pounds,  pulse  95.  The  blood  sedimentation  test 
points  to  better  prognosis  in  this  case. 

A case  showing  marked  improvement  fol- 
lows : 

J.  H.,  male,  white,  age  27,  admitted  October  31, 
1927,  was  classified  as  moderately  advanced  on 
physical  examination.  Normal  weight  150  pounds, 
present  weight  140  pounds.  Physical  examination: 
right;  infiltration  and  fibrosis  upper  part  of  up- 
per. Left;  infiltration  upper  and  upper  part  of  low- 
er. X-ray  examination:  right;  network  of  fibrous- 
like  shadows  apex  to  fourth  rib.  Left;  some  mot- 
tling from  fourth  rib  up  with  fibrous  shadows 
above  second  rib.  A large  annular  shadow  at  apex. 
The  temperature  was  normal  with  pulse  up  to  100 
daily.  Moderate  amount  of  positve  sputum.  Blood 
sedimentation  time  November  3,  1927,  was  45  min- 
utes, which  was  consistent  with  the  above  findings. 
Patient  improved  markedly  under  sanatorium  rou- 
tine from  the  very  first.  Sputum  gradually  dimin- 
ishing became  negative  by  the  end  of  December, 
1927,  and  has  remained  negative.  Weight  grad- 
ually increased  to  146  pounds  and  pulse  remained 
below  80,  with  continuously  normal  temperature.  In 
March,  1928,  the  blood  sedimentation  time  had 
risen  to  six  hours  which  is  within  normal  limits. 
This  has  been  the  most  phenomenal  rise  of  any 
of  our  cases.  As  this  was  unexpected  in  such  a 
case,  another  x-ray  was  taken  in  May.  In  compar- 
ison with  the  x-ray  on  admission  it  showed  the  an- 
nular shadow  to  be  about  half  the  original  size 
and  with  very  thick  walls  with  a dense  homogenous 
area  below  it.  The  patient  continued  to  improve 
without  any  setback  and  in  September  he  was  not 
raising  any  sputum  to  speak  of  and  an  x-ray 
showed  that  the  annular  shadow  had  apparently 
shrunken  out  of  sight  with  only  radiopaque  tissues 
in  its  place.  The  blood  sedimentation  time  was  6 
hours  plus  and  the  weight  160  pounds.  This  is  a 
marked  improvement  in  lung  condition  which  was 
faithfully  depicted  in  the  increased  sedimentation 
time. 

To  check  another  type: 

J.  S.,  (this  is  one  of  the  two  cases  in  Table  2 far 
advanced  group  V),  age  24  years,  white,  male, 
weight  127%  pounds,  with  normal  at  132  pounds, 
height  64%  inches;  was  diagnosed  as  a far  ad- 
vanced case  by  physical  examination  alone.  Right; 
infiltration  throughout.  Blood  sedimentation  time, 
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September  11,  1928,  was  four  hours,  meaning  very 
little  activity  or  not  extensive  pathology  and  a 
good  prognosis.  In  checking  up  this  case  we  find 
negative  sputum,  x-ray  examination:  right;  few 
productive  and  fibrous  shadows  third  rib  up.  Left; 
fibrous  shadows  third  rib  up.  The  blood  sedimenta- 
tion results  are  confirmed  by  the  laboratory  re- 
ports. 

Another  of  our  original  cases,  of  which 
we  were  skeptical: 

F.  C.,  was  admitted  on  July  31,  1927,  and  was 
undoubtedly  ^a  recent  minimal  case  of  tuberculosis, 
the  physical  examination  detecting  only  a few  fine 
rales  in  region  of  third  dorsal  spine  on  the  left. 
The  x-ray  film  showed  no  definite  pathology.  The 
blood  sedimentation  time  on  August  25,  1927,  was 
one  and  one-half  hours,  which  was  too  fast  for  this 
type.  The  sputum  was  at  first  negative  and  the 
diagnosis  would  have  been  doubtful  had  not  the 
patient  expectorated  a little  blood.  Upon  repeat- 
ed sputum  examinations  tubercle  bacilli  were  found. 
In  spite  of  absolute  rest  he  did  not  do  well;  he  had 
fever,  frequently  up  to  37.6  (C),  and  pulse  occa- 
sionally 120,  during  the  months  of  August,  Sep- 
tember and  October.  In  November  there  were 
several  profuse  hemorrhages  which  necessitated 
artificial  pneumothorax  to  check  them.  This  was 
a very  acute  and  very  active  case  from  the  start 
just  as  the  blood  sedimentation  indicated. 

It  was  also  thought  it  would  be  of  benefit 
to  check  those  of  our  deaths  who  had  had 
this  test.  There  were  thirteen  patients  (see 
Table  8)  who  died  who  had  had  sedimenta- 
tion tests  from  one  to  five  months  (averag- 
ing 53  days)  before  death.  Five  of  these 

cases  are  not  included  in  Table  7 as  their 

stay  in  the  hospital  was  less  than  six 

months.  The  sedimentation  time  in  these 

cases  varied  from  ten  minutes  to  one  hour 
with  an  average  of  26  minutes,  ten  of  the 
thirteen  belonging  to  group  I,  and  three  to 
group  II.  Of  the  last  three  one  died  of  peri- 
tonitis from  a ruptured  appendix;  one  from 
pulmonary  hemorrhage;  one  from  a spon- 
taneous pneumothorax.  Without  contribu- 
tive  complications,  we  find  all  these  cases  in 
group  I.  This  is  the  danger  zone.  There- 
fore, cases  in  group  I have  a bad  prognosis 
and  should  certainly  all  be  strictly  bed  pa- 
tients until  nature  is  given  a chance  to  re- 
cuperate her  reparative  forces,  and  the  blood 
sedimentation  time  has  risen  beyond  the 
line  of  activity,  where  we  know  that  the  tis- 
sue destruction  is  not  very  active.  It  is  in 
group  I that  we  can  expect  our  deaths  to 
occur. 


Table  8. 


1 

Group  I 

[ Group  II 

Minutes  | 5 | 10 

15 

1 20  | 

25  | 30  1 40  | 50  | 60 

Deaths  | 0 | 2 | 

3 I 

1 | 

1 | 3 | 2 | 0 | 1 

However,  not  all  cases  belonging  in  group 
I will  end  unfavorably.  Under  proper  treat- 
ment some  of  these  will  gradually  improve 
and  their  sedimentation  time  will  rise  to  be- 
yond the  line  of  marked  activity. 


This  is  clearly  illustrated  in  the  following 
case: 

J.  B.,  age  33,  weight  144  pounds,  normal  155 
pounds,  height  69  !£  inches,  admitted  December  16, 
1927.  He  was  classified  as  a far  advanced  case, 
both  the  physical  and  x-ray  examinations  showing 
extensive  pathology  with  a cavity  in  the  left  lung. 
Temperature  normal  and  pulse  110  at  the  height, 
during  the  24  hours.  The  sputum  was  positive. 
Blood  sedimentation  time  on  December  22,  1927, 
was  25  minutes.  On  July  20,  1928,  the  sedimenta- 
tion time  had  risen  to  1 14  hours,  the  weight  was 
155  pounds,  the  pulse  100  ,with  sputum  still  posi- 
tive. On  October  16,  1928,  the  blood  sedimentation 
time  had  risen  to  3 hours;  the  weight  was  166 
pounds,  sputum  positive  and  pulse  95.  This  was 
a steady  improvement,  checked  up  by  the  sediment- 
ation test.  The  prognosis  in  this  case,  although 
not  very  favorable  on  admission,  is  now  rather 
good.  The  sedimentation  time  has  risen  beyond  the 
line  of  marked  activity  and  the  case  is  progressing 
towards  quiescence. 

THE  TEST  AS  A GUIDE  TO  TREATMENT 

In  the  treatment  of  pulmonary  tuberculo- 
sis it  becomes  necessary  to  decide  when  a 
patient  has  reached  a stage  of  improvement, 
when  exercise  will  be  beneficial  in  his  fur- 
ther treatment.  In  doubtful  cases  the  only 
way  to  decide  is  to  try  them  out.  Any  test 
which  will  help  to  tell  us  when  the  activity 
has  definitely  ceased  is  certainly  welcome. 
After  the  sedimentation  test  had  gradually 
risen  in  our  estimation  as  an  index  of  activ- 
ity, we  began  to  use  it  as  an  aid  in  treat- 
ment. At  first  it  was  necessary  to  check  up 
upon  the  patients  who  were  already  on  exer- 
cise. Some  of  these  were  not  doing  so  well 
and  it  was  determined  to  take  them  off  as 
soon  as  they  had  been  tested.  They  were 
having  fever,  fast  pulse  or  losing  weight. 
The  following  table  gives  the  results  of  this 
experiment,  together  with  patients  taken 
off  exercise  for  reasons  given  above. 


Table  9. 


Group 

I 

II  1 

III  1 

IV 

v 

VI 

Total  cases  on  exer- 

cise  when  tested 
Exercise  discontinu- 

0 

1 

5 

10 

11 

21 

ed,  not  doing  well 

0 

0 

3 

2 

0 

0 

Remaining  on  exercise 

0 

1 

2 

S 

11 

21 

Therefore,  to  start  with,  we  had  the  blood 
sedimentation  time  of  patients  already  on 
exercise  showing  that  in  74.4  per  cent  it 
was  above  the  4 hour  line,  or  in  the  quies- 
cent group,  and  that  50  per  cent  were  in 
the  normal  group  VI.  However,  there  were 
three  of  these  patients  who  had  a sediment- 
ation time  which  indicated  activity.  Two  of 
these  will  be  taken  off  exercise  as  a precau- 
tionary measure  until  their  sedimentation 
time  rises  above  the  two  hour  line.  The  oth- 
er, who  had  a sedimentation  time  of  one 
hour,  is  apparently  doing  well.  He  has  a 
pleural  effusion,  and  has  been  on  heliother- 
apy. As  it  is  our  experience  that  other  cas- 
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es  on  heliotherapy  have  had  a faster  sedi- 
mentation time  than  was  consistent  with 
their  involvement,  he  was  taken  off  sun 
treatment  and  continued  on  exercise  and  an- 
other test  will  be  run  in  three  months  to  de- 
termine if  heliotherapy  was  a factor  in  this 
case  or  not.  We  are  convinced  that  the  most 
useful  aplication  of  the  test  as  a guide  to 
treatment  will  be  in  individual  cases.  In  tu- 
berculosis, treatment  should  be  individualiz- 
ed and  it  is  in  this  field  that  we  should  get 
our  best  results. 

The  following  cases  are  illustrative: 

W.  Me.,  age  44  years,  white,  male,  admitted  to 
this  hospital  September  3,  1927,  normal  weight 
145  pounds,  present  weight  141  pounds.  Diagnosis 
pulmonary  tuberculosis,  moderateiy  advanced,  phys- 
ical examination  showing:  right;  fibrosis  upper 

and  tip  of  lower,  thick  pleura.  Left;  fibrosis  upper 
part  of  upper.  The  x-ray  showed:  right,  interlobar 
pleurisy  and  some  fibrosis  upper.  Left;  moderate 
mottling  from  second  to  fifth  rib  with  a clear  area, 
size  of  a walnut,  which  was  suspicious  of  cavita- 
tion. The  sputum  was  positive.  The  general  con- 
dition was  excellent,  temperature  normal,  and  pulse 
staying  below  90.  The  sedimentation  time  on  Sep- 
tember 8,  1927,  was  25  minutes. j As  little  consid- 
eration was  being  given  to  the  results  of  the  test 
at  that  time,  and  as  the  patient  was  apparently 
progressing  favorably,  remaining  free  of  fever, 
with  a low  pulse  and  no  complaints  and  weight 
increasing,  he  was  placed  on  the  exercise  list  in 
November,  1927,  and  later  given  light  work.  On 
February  28,  1928,  the  sedimentation  time  was 
again  taken,  both  to  check  up  upon  the  patient’s 
condition  and  also  as  a check  on  the  first  test, 
which  was  regarded  as  abnormally  low.  Much  to 
our  surprise,  especially  as  the  weight  was  145 
pounds,  and  there  were  no  complaints  and  pulse 
and  temperature  were  still  normal,  it  was  again 
25  minutes.  The  physical  examination  had  not 
shown  any  apparent  reactivation.  The  sputum  had 
been  positive  since  admission.  It  was  not  until 
April  that  the  physical  examination  showed  a few 
more  rales  and  it  was  decided  to  take  him  off  ex- 
ercise. An  x-ray  was  taken  in  the  beginning  of 
May  to  check  up  the  physical  findings  and  showed: 
right;  mottling  apex  to  fourth  rib  with  small  cav- 
ity in  apex.  Left;  mottling  second  to  fifth  rib 
with  multiple  cavities  in  this  area.  This  is  a case 
in  which,  in  spite  of  the  physical  findings  and  gen- 
eral well  being  of  the  patient,  the  sedimentation 
time  from  the  very  first  indicated  a bad  prognosis 
and  much  activity  (tissue  destruction).  Two  test 
warnings  were  disregarded  to  the  detriment  of  the 
patient.  When  the  patient  was  taken  off  exercise 
he  disapproved  and  took  his  dsicharge.  It  has  since 
been  learned  that  he  is  now  a bed  patient  in  an- 
other Marine  Hospital. 

W.  F.,  age  37,  normal  weight  155  pounds,  height 
70  inches,  admitted  September  3,  1927,  and  classi- 
fied as  moderately  advanced.  His  weight  on  ad- 
mission was  158  pounds.  Examination  showed: 
right;  infiltration  and  fibrosis  upper  and  upper 
part  of  lower.  Left:  fibrosis  upper.  The  x-ray 
read:  right;  moderate  amount  of  fine  mottlings 
sixth  rib  up  with  some  fibrous  shadows  first  to 
fifth  rib.  The  blood  sedimentation  time  was  5% 
hours  and  the  sputum  negative,  temperature  nor- 
mal and  highest  pulse  in  24  hours  was  90.  This 
was  a favorable  beginning.  There  seemed  to  be 
regular  improvement  under  sanatorium  treatment. 
In  March  the  uplse  was  80  at  the  highest,  and  the 


weight  167  pounds,  the  sputum  negative  and  the 
physical  examination  about  the  same.  He  was 
placed  on  exercise  . On  February  28,  1928,  a blood 
sedimentation  test  showed  four  hours.  This  was 
a warning  that  the  patient  was  not  doing  well, 
but  it  was  disregarded  as  all  other  signs  and 
symptoms  seemed  to  indicate  improvement.  His 
sputum  became  positive  in  the  latter  part  of  April. 
However,  the  patient  felt  well  and  there  was  no 
temperature  and  the  pulse  was  still  80  and  his 
weight  was  165  pounds.  His  exercise  was  gradual- 
ly increased  and  he  was  given  light  work.  In  June 
an  x-ray  was  interpreted  as  showing  slight  clear- 
ing up  of  the  pathology  on  both  sides  and  the 
physical  examination  did  not  reveal  any  reactiva- 
tion. In  September  another  routine  sedimentation 
test  showed  one  hour.  At  that  time  he  had  devel- 
oped a “cold”  with  increased  expectoration  and  0.2 
(C)  rise  in  temperature  in  the  afternoons.  The 
blood  sedimentation  time,  however,  showed  the 
“cold”  was  'a  reactivation  of  his  tuberculosis.  He 
was  taken  off  exercise  and  has  shown  improve- 
ment since.  The  lesson  taught  in  this  case  was 
that  rest  should  have  been  enforced  in  February 
when  the  sedimentation  time  had  shown  a tendency 
to  come  down.  An  x-ray  picture,  taken  in  Sep- 
tember as  a check,  shows  increased  pathology. 

S.  L.,  age  24,  admitted  September  20,  1927,  was 
classified  as  a minimal  case.  The  examination 
showed:  right;  fibrosis  upper  part  of  upper.  Left; 
fibrosis  upper  part  of  upper.  The  x-ray  confirmed 
the  physical  findings.  The  weight  was  120  pounds, 
his  highest  weight  having  been  138  pounds.]  His 
sputum  was  negative  and  he  was  afebrile  with  a 
pulse  of  90  as  highest  during  the  24  hours.  Blood 
sedimentation  time  was  414  hours.  After  careful 
consideration  he  was  placed  on  exercise  in  January, 
1928.  He  did  fairly  well  and  showed  no  symptoms 
of  activity,  pulse  and  temperature  normal,  and 
weight  increased  to  123  pounds  in  February.  At 
that  time  another  blood  sedimentation  test  was 
made  and  showed  the  time  to  be  2 hours.  This 
lowering  of  blood  sedimentation  time  was  the  first 
indication  of  activity  in  this  case.  Temperature 
normal,  pulse  90,  weight  same,  physical  examina- 
tion same.  He  was  taken  off  exercise  but  was 
treated  as  a semi-ambulatory  patient.  In  March 
the  weight  had  dropped  to  118  pounds  and  the 
sputum  had  become  positive.  An  x-ray  examina- 
tion, in  September,  1928,  showed  an  increase  in 
pathology  in  both  lungs.  September  25,  1928,  the 
blood  sedimentation  time  was  1%  hours  and  the 
sputum  was  still  positive.  The  weight  was  still 
118  pounds.  He  was  put  at  rest  and  is  now  a sta- 
tionary case  and  the  sputum  has  become  negative 
again.  From  now  on  he  should  progress  favorably 
and  we  expect  his  blood  sedimentation  time  to 
rise  again.  In  this  case  by  heeding  the  warning 
of  the  sedimentation  test  a severe  breakdown  was 
possibly  avoided. 

CONCLUSIONS 

1.  The  red  blood  cell  sedimentation  test 
is  a measure  of  tissue  destruction. 

2.  Sedimentation  velocity  in  pulmonary 
tuberculosis  is  proportional  to  the  anatomi- 
cal involvement;  being  most  marked  in  far 
advanced  and  least  so  in  minimal  cases. 

3.  As  an  index  of  activity  it  is  more 
rapid  in  cases  with  positive  sputum,  loss  of 
weight,  high  pulse  and  temperature  and  in 
activity  cases  than  vice  versa.  Using  the 
Linzenmeier  technic  a dividing  line  can  be 
drawn  between  groups  III  and  IV  which  will 
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separate  very  active  from  less  active  and 
quiescent  cases. 

4.  In  fibroid  types  of  pulmonary  tuber- 
culosis the  sedimentation  time  approaches 
the  normal.  In  the  exudative  types  it  is  of- 
ten very  fast. 

5.  A persistently  rapid  sedimentation  re- 
action in  pulmonary  tuberculosis  indicates 
poor  prognosis.  Especially  so  if  it  is  con- 
stantly below  30  minutes. 

6.  All  patients  subjected  to  this  test,  who 
have  died  of  pulmonary  tuberculosis  in  this 
hospital,  had  a red  blood  sedimentation  time 
of  one  hour  or  less.  Over  75  per  cent  of 
these  cases  had  a sedimentation  time  which 
was  within  the  first  30  minutes  (group  I). 
The  latter  is  therefore  within  the  danger 
zone.  Patients  who  are  in  this  group  should 
be  strictly  bed  patients  until  their  sediment- 
ation time  has  risen  beyond  the  markedly 
active  line  (two  hours)  as  described  in  this 
paper. 

7.  A falling  sedimentation  rate  is  a dan- 
ger signal  and  it  often  reveals  renewed  act- 
ivity long  before  such  symptoms  as  fatigue, 
loss  of  weight,  acceleration  of  pulse,  rise  of 
temperature,  increased  expectoration,  or 
changes  in  physical  and  x-ray  examinations, 
do  so. 

8.  In  prescribing  exercise  the  blood  sedi- 
mentation rate  is  an  important  factor  to 
consider.  Repeated  tests  will  give  due  warn- 
ing in  those  who  are  not  doing  well  on  exer- 
cise. Cases  doing  well  on  exercise  should 
give  figures  approaching  normal. 
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HISTORICAL  SURVEY  OF  INFLUENZA 
CHESTER  AWE,  M.  D., 

El  Paso,  Texas 

(Read  before  the  El  Paso  County  Medical  Soci- 
ety, as  part  of  a symposium  on  influenza,  at  regu- 
lar meeting  of  Jan.  14,  1929.) 

According  to  medical  historians,  the  first 
recognizable  influenza  epidemic  occurred  in 
western  Europe  in  1173  A.  D.  There  is  lit- 
tle doubt,  however,  that  this  disease  ranks 
with  smallpox,  plague,  and  cholera  as  an 
important  cause  of  pestilence  in  earlier  his- 


torical periods.  The  second  known  epidemic 
appeared  in  1323  and  was  followed  by  mild- 
er waves  in  1328  and  1358.  In  a description 
of  this  latter  epidemic,  an  Italian,  Buenin- 
segni,  refers  to  una  influenza  di  freddo  (an 
influence  of  cold),  thereby  giving  to  the 
disease  its  present  name  . 

In  the  fifteenth  century  four  epidemics 
are  described.  Due  to  the  increase  in  trade 
and  communication  between  nations,  the 
areas  involved  became  more  widespread  and 
in  the  sixteenth  century,  three  great  pan- 
demics swept  across  Europe,  western  Asia 
and  northren  Africa.  The  pandemic  of  1580 
is  considered  one  of  the  severest  in  history. 
Four  great  pandemics  and  several  smaller 
waves  occurred  in  the  following  century. 

Due  to  the  scarcity  of  medical  literature 
and  the  failure  to  recognize  the  similarity 
between  the  recurring  visitations  of  the 
disease,  many  names  were  given  it.  In  Eng- 
land it  was  at  first  known  as  “mure,”  later 
as  the  “new  acquayntance,”  “the  new  dis- 
ease,” and  “the  new  ague.”  In  France  it  was 
for  years  confused  with  whooping  cough. 
In  1743,  Sir  John  Pringle,  Surgeon  General 
of  the  English  Army,  in  a medical  ti'eatise, 
introduced  the  Italian  term  “Influenza”  and 
this  soon  became  the  popular  name  for  the 
condition  in  England.  About  the  same  time 
French  physicians  gave  it  the  name  La 
Grippe  from  the  verb  “agripper”  (to  seize). 
Noah  Webster  states  that  influenza  first 
appeared  in  America  in  1647. 

From  the  beginning  of  the  nineteenth  cen- 
tury there  has  been  little  freedom  from  the 
disease,  and  medical  literature  is  filled  with 
innumerable  descriptions  of  it.  In  America, 
influenza  has  assumed  epidemic  proportions 
in  almost  every  decade.  Three  great  pan- 
demics occurred  in  the  last  century.  The 
third  wave,  that  of  1889-1890  began  in  cen- 
tral Asia  in  May,  1889,  and  within  three 
months  had  involved  Europe  and  America. 
During  this  wave  Pfeiffer  pointed  out  the 
relationship  of  the  germ  which  now  bears 
his  name  (the  Pfeiffer  bacillus)  ,to  influ- 
enza. 

Medical  history  teaches  us  that  we  may 
expect  the  disease  to  assume  epidemic  pro- 
portions almost  every  decade  and  to  become 
more  widespread  about  every  twenty  five 
years.  The  mortality  has  always  varied  with 
the  severity  of  complications,  bronchitis  and 
pneumonia  being  of  chief  importance.  The 
1918  pandemic  began  in  Siberia  and  spread 
rapidly  westward.  Because  of  the  virulence 
of  the  disease  in  Spain,  it  was  popularly 
known  as  “Spanish  flu,”  but  subsequent 
study  of  the  pandemic  showed  that  this,  as 
previous  waves,  began  in  the  far  East. 
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BACTERIOLOGY  AND  PATHOLOGY  OF 
INFLUENZA 
GEO.  TURNER,  M.  D., 

El  Paso,  Texas 

(Read  before  the  El  Paso  County  Medical  Soci- 
ety, on  Jan.  14,  1929,  as  part  of  a symposium  on 
influenza.) 

The  cause  of  influenza  is  unknown.  Pfeif- 
fer, in  studying  the  bronchial  secretions  and 
lung  exudates  from  cases  of  influenza,  dis- 
covered a small  gram  negative  bacillus 
which  he  believed  to  be  the  cause  of  influ- 
enza and  which  took  the  name  of  “bacillus 
of  influenza.”  This  is  no  longer  believed  to 
be  true  by  bacteriologists  studying  the  dis- 
ease through  recent  epidemics,  and  conse- 
quently a better  name  for  the  organism  is 
the  bacillus  of  Pfeiffer.  The  role  of  this  or- 
ganism in  the  conditions  that  follow  influ- 
enza is  important  but  so  far  as  the  cause  of 
the  disease  is  concerned,  it  must  take  its 
place  among  the  secondary  infections  that 
constitute  the  sequellae.  Other  organisms 
that  are  most  frequently  found  to  cause  sec- 
ondary infections  are  the  pneumococcus, 
streptococcus  hemolvticus,  staphylococcus 
aureus,  and  Friedlander’s  bacillus.  These  or- 
ganisms are  practically  always  present  in 
the  normal  mouth  and  upper  respiratory 
passages.  Consequently,  it  is  an  easy  mat- 
ter for  one  or  more  of  them  to  cause  sec- 
ondary infection  in  the  lungs  when  once  the 
patient’s  resistance  is  sufficiently  lowered. 

There  have  been  various  theories  about 
the  cause  of  influenza  by  a filterable  virus, 
but  so  far  no  proof  to  this  effect  has  been 
convincing.  The  method  of  transmission  of 
the  disease  is  as  much  of  a mystery  as  the 
cause.  During  the  1918  epidemic,  healthy, 
unexposed,  young  individuals  volunteered 
for  experimentation  as  to  the  possible  mode 
of  transmission.  I know  of  ten  of  these  in- 
dividuals whose  throats  were  sprayed  with 
living  virulent  cultures  of  bacillus  of  Pfeif- 
fer. None  of  these  men  developed  influ- 
enza. Their  throats  were  then  sprayed  with 
blood  stained  fluid  taken  from  the  lungs  of 
an  influenza  pneumonia  case  shortly  after 
death.  Again,  none  of  the  men  developed 
influenza.  They  were  then  dismissed  from 
experimentation  and  about  three  weeks  af- 
ter they  were  dismissed  one  of  the  men  de- 
veloped influenza  and  recovered  without  de- 
veloping pneumonia  after  running  a rather 
typical  course.  It  seems  incredible  that  the 
disease  would  be  transmitted  by  other  than 
human  contact,  altho  there  are  several  rec- 
ords of  epidemics  occurring  on  ships  that 
did  not  land  but  passed  near  the  coast  of 
countries  having  an  epidemic  of  influenza. 

Regarding  the  immunity,  it  seems  that 
having  an  attack  does  not  protect  against 


further  infections  but  there  is  apparently  a 
lessened  susceptibiliay  which  lasts  for  about 
three  years.  Since  the  cause  is  unknown, 
there  is  naturally  no  protective  vaccine.  The 
sort  of  bacterial  infection  associated  with 
pneumonia  following  influenza  seems  to  be 
influenced  by  the  prevalence  of  organisms 
present  in  the  different  localities.  During  the 
1918  epidemic,  the  organism  most  constantly 
found  in  the  lung  tissue,  blood  stream,  etc., 
along  the  Atlantic  seaboard  was  the  pneu- 
mococcus. Thru  the  middle  west,  the  or- 
ganism most  constantly  found  was  strep, 
hem.  Along  the  Pacific  coast  the  bacillus 
of  Pfeiffer  was  found  with  a greater  regu- 
larity than  in  any  other  part  of  the  United 
States.  I will  read  here  a report  of  a bac- 
teriologic  study  of  a group  of  selected  influ- 
enza cases  at  Camp  Dix,  N.  J.,  in  October, 
1918. 

“Twenty-eight  specimens  of  sputum  were  exam- 
ined from  selected  cases.  A request  was  made  to 
the  surgeons  in  charge  of  wards  where  the  typi- 
cal influenza  cases  were  being  admitted  to  col- 
lect specimens  from  the  clinically  characteristic 
cases.  The  sputa  were  sent  to  the  laboratory  in 
clean,  sterile  petri  dishes.  About  fifty  per  cent 
of  the  number  of  specimens  received  were  thick, 
light  green  in  color,  and  slightly  tenacious,  but 
not  distinctly  mucoid.  The  remaining  fifty  per  cent 
were  of  varying  consistency  and  color,  ranging 
from  a thick,  tenacious,  grayish-white,  mucopuru- 
lent, through  a very  tenacious  distinctly  mucoid, 
containing  white,  solid,  cheesy-like  masses  to  a 
dark  rusty-brown  color  and  mucopurulent  in  char- 
acter. 

Three  things  were  done  to  the  sputa  in  the  lab- 
oratory. Two  smears  were  made  from  each  speci- 
men by  placing  a selected  portion  on  a glass  slide, 
then  crushing  and  smearing  with  another  slide. 
Plantings  were  made  on  blood  agar  plates  and  one- 
half  to  one  c.  c.  of  a selected  and  washed  portion 
was  injected  into  the  peritoneal  cavity  of  a mouse, 
from  each  case.  One  of  the  smears  was  stained 
by  Gram’s  method  and  the  other  with  aqueous  car- 
bol  fuchsin  in  the  presence  of  heat  for  five  min- 
utes. Where  the  B.  influenza  was  found  it  was 
more  definitely  demonstrated  by  the  fuchsin  than 
the  Gram  stain  because  it  takes  the  ordinary  Gram 
counterstain  very  faintly.  It  was  found,  however, 
that  it  is  altogether  possible  to  counter-stain  long 
enough  to  bring  out  the  B.  influenza  and  yet  not 
overstain  any  Gram  positive  organisms.  In  doing 
this  due  consideration  must  be  taken  of  the 
strength  of  the  counterstain.  When  this  was  dis- 
covered the  fuchsin  stain  -was  discontinued  in  or- 
der to  differentiate  Gram  positive  and  Gram  nega- 
tive organisms.  Bacillus  influenzae  was  found  in 
greater  or  less  numbers  in  each  case.  Capsules  in 
small  numbers  were  demonstrated  in  30  per  cent 
of  the  cases.  Steptococci  in  short  chains  were  found 
in  approximately  25  per  cent.  Staphylococci,  hay 
bacilli  and  micrococcus  catarrhalis  were  found  in 
varying  numbers  in  several  of  the  cases. 

The  blood  agar  plates  were  prepared  by  mixing 
2 c.c.  of  blood  drawn  under  sterile  conditions  from 
a healthy  individual  with  8 c.c.  of  neutral  plain 
agar  melted  and  cooled  below  60 °C.  and  poured 
into  sterile  petri  dishes.  Some  of  the  plates  were 
made  from  blood  drawn  from  patients  suffering 
from  the  epidemic  disease;  others  were  plates  from 
sterile  blood  cultures  of  like  patients.  At  the  end 
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of  twenty-four  hours  on  only  two  of  the  twenty- 
eight  plates  were  positive  cultures  of  B.  influenza. 
Three  of  the  plates  were  over-grown  with  hay  bac- 
illi, strains  of  the  proteus  group,  micrococcus  cat- 
arrhalis,  etc.,  and  lost.  The  plates  were  incubated 
twenty-four  hours  longer  and  another  set  of 
smears  prepared.  Each  plate  was  examined  close- 
ly with  a hand  lens  and  smears  made  from  minute, 
ciear,  dew-drop  appearing  colonies  on  the  sur- 
face of  the  media,  often  very  close  to  large  colonies 
of  other  organisms.  B.  influenza  was  demonstrat- 
ed in  18  per  cent  of  the  plates;  hemolytic  strepto- 
cocci were  found  in  32  per  cent.  Gram  positive 
diplococci  in  79  per  cent;  a bacillus  larger  than 
B.  influenza  decolorized  by  Gram’s  method  but  tak- 
ing the  counter-stain  much  more  readily  was 
found  in  28  per  cent.  Six  of  the  28  plates  were 
over-grown  with  hay  bacilli,  proteus  vulgaris, 
staphylococci,  various  molds  and  micrococcus  cat- 
arrhalis  at  the  end  of  48  hours. 

Mouse  autopsies  were  performed  at  the  end  of 
twelve  to  sixteen  hours  from  the  time  of  injection. 
Most  of  the  mice  were  dead  at  the  end  of  that 
time,  others  were  tapped,  smears  made  and  in  the 
presence  of  a large  number  of  organisms  the 
mouse  was  killed.  Two  smears  were  made  from 
the  peritoneal  exudate  and  heart’s  blood  of  each 
mouse.  A Gram  stain  was  done  on  one  and  a 
Hiss  capsule  stain  on  the  other.  B.  influenza  was 
definitely  demonstrated  in  9 of  the  28  cases  in 
the  peritoneal  exudate.  It  was  never  found  in  the 
heart’s  blood.  A Gram  positive  diplococcus  was 
found  in  each  peritoneal  exudate  in  varying  num- 
bers. It  was  found  in  22  of  the  28  cases  in  the 
heart’s  blood.  Capsules  were  demonstrated  in  five 
of  the  28  peritoneal  exudate  smears.  Agglutination, 
precipitin  and  bile  solubility  tests  were  run  on  each 
exudate.  All  were  bile  soluble  but  two.  All  typings 
were  negative  except  one  and  it  was  a sub-group 
of  type  II.  Due,  perhaps,  to  the  thickness  and 
heavy  staining  of  mucus  in  smears  and  the  preva- 
lence of  other  bacili,  Gram  negative  but  larger 
than  B|  influenza  an  examiner  will  question  the 
presence  of  B.  influenza  in  a direct  smear  from  spu- 
tum but  when  the  same  sputum  is  run  through  a 
mouse  B.  influenza  is  unquestionably  demonstrated 
ni  a ratio  of  3 to  7. 

B.  influenza  demonstrated  definitely  in  25  per 
cent  of  the  cases  adjudged  by  the  ward  surgeons 
to  be  typical  B.  influenza  can  be  definitely  dem- 
onstrated at  mouse  autopsy  after  its  presence  had 
been  questioned  by  examination  of  direct  smear.. 
It  is  demonstrated  less  frequently  from  a blood 
agar  culture  than  from  a direct  smear.” 

During-  the  month  of  February,  1919,  at 
Fort  Bliss,  a series  of  autopsies  on  broncho 
pneumonia  cases  revealed  almost  invariably 
the  presence  of  hemolytic  streptococci.  The 
inference  was  made  from  this  that  if  cul- 
tures were  made  from  the  nose  and  throat 
of  contacts,  and  those  found  to  be  carriers 
of  hemolytic  streptococci  isolated,  the  inci- 
dence of  broncho-pneumonia  would  likely  be 
lessened.  Blood  agar  plate  cultures  were 
made  as  rapidly  as  possible  on  the  nose  and 
throat  of  each  man  stationed  at  Fort  Bliss 
at  that  time.  There  were  about  seven  thou- 
sand cultures.  The  individuals  from  whom 
positive  cultures  were  obtained,  were  isolat- 
ed and  treated  by  the  eye,  ear,  nose  and 
throat  service.  Check  cultures  were  made 
to  make  sure  the  carriers  no  longer  existed. 


A chart  showing  the  incidence  of  pneu- 
monia before  and  after  this  work  was  done 
was  prepared  and  showed  a very  marked 
decrease  in  the  incidence  of  pneumonia  after 
the  first  two  weeks  of  the  work. 

The  pathologic  change  occurring  from 
influenza  infection  itself  is  very  little.  Al- 
tho  it  is  characterized  by  extreme  prostra- 
tion, high  temperature  and  leukopenia,  it 
leaves  no  damage  to  any  of  the  body  struc- 
tures. In  this  respect,  it  is  like  the  exanthe- 
matic  diseases,  such  as  measles  and  scarlet 
fever.  Again,  like  these  conditions,  it  is  not 
the  disease  itself  that  produces  death  but 
the  sequellae.  The  extreme  toxicity  of  the 
disease  seems  greatly  to  lessen  the  hypo- 
thetical feature  in  human  physiology  which 
we  call  resistance,  and  it  is  the  secondary 
infections  that  follow  closely  upon  influ- 
enza that  bring  about  the  pathologic  chang- 
es. Secondary  infection  may  follow  in  prac- 
tically any  part  of  the  body.  The  most  fre- 
quent of  such  infections  occur  in  the  lungs 
with  resulting  pneumonia.  The  accessory  si- 
nuses, meninges,  heart  muscle,  and  intesti- 
nal tract  are  also  rather  frequent  areas  of 
secondary  infection. 

The  pneumonia  that  follows  influenza  is 
characterized  by  the  sort  of  secondary  in- 
fection that  produces  it.  The  pneumococcus 
and  the  streptococcus  hemolyticus  produce 
a very  similar  type  of  lung  picture.  In  eith- 
er case  the  cut  surface  of  the  lung  is  very 
moist  and  exudes  a considerable  amount  of 
blood  stamed  fluid.  The  affected  lung  lobes 
are  usually  solid  throughout  from  a conflu- 
ence of  lobular  consolidation.  The  separate 
lobules  are  distinguished  on  the  cut  surface 
as  round  elevated  areas.  Microscopic  study 
shows  the  respiratory  epithelium  to  be  de- 
stroyed and  the  air  sacs  filled  with  fluid, 
red  blood  cells,  and  leucocytes.  The  lining 
membranes  of  the  bronchi  and  even  the  tra- 
chea are  for  the  most  part  destroved.  The 
exudate  found  in  the  lungs  from  Friedland- 
er’s  bacillus  is  viscid  and  glutenous.  These 
lungs  are  of  course  not  so  fluid  as  those 
from  pneumococcus  or  streptococcus.  The 
viscid  substance  can  be  expressed  from  the 
cut  surface  of  the  lung.  This  type  of  infec- 
tion is  not  so  frequent  as  either  of  the  oth- 
ers or  of  the  Pfeiffer  bacillus.  The  path- 
ology caused  by  the  Pfeiffer  bacillus  is  it- 
self characteristic.  The  organisms  are  pres- 
ent in  the  trachea  and  bronchi  and  it  is  in 
the  interstitial  tissue  around  the  small  bron- 
chi that  greatest  damage  occurs.  This  in- 
terstitial infiltration  is  partly  scar  tissue 
and  wandering  plasma  cells.  ' The  infiltra- 
tion is  so  general  that  clinically  the  case 
may  show  a completely  consolidated  lung. 
At  autopsy  the  lung  is  so  stiffened  from 
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the  interstitial  infiltration,  that  sectioning 
reminds  one  of  cutting  through  a stiffened 
sponge.  The  air  sacs  remain  open  and  the 
lung  is  quite  dry.  This  is  the  type  of  path- 
ology that  has  been  present  at  every  autopsy 
I have  had  occasion  to  do  during  the  pres- 
ent epidemic  but  was  not  seen  at  all  during 
the  extremely  fatal  epidemic  of  1918. 

Other  findings  associated  with  influenza 
pneumonia  are  in  a measure  influenced  by 
the  type  of  infection.  In  the  very  moist 
type,  the  lungs  are  apt  to  be  filled  with 
fluid  to  such  an  extent  that  the  lung  rup- 
tures with  extravasation  of  air  through  the 
mediastinal  space,  to  be  accumulated  beneath 
the  skin  of  the  neck,  head,  chest  and  even 
the  abdomen.  This  is  never  present  in  the 
dry  form.  Other  associated  findings  are 
extension  of  infection  itself  through  the 
blood  stream,  and  toxic  degenerations.  In 
the  1918  epidemic  it  was  not  uncommon  to 
find  hyaline  degenerations  of  muscle  tissue, 
particularly  the  recti  muscles.  When  this 
occurred,  there  was  a separation  of  the  mus- 
cle fibres  with  hemorrhage  into  the  space. 
Infection  of  the  clot  occurred  which  finally 
reduced  the  muscle  sheath  into  an  abscess 
pocket.  Various  degrees  of  this  condition 
were  frequently  found.  Toxic  nephritis, 
acute  dilatation  of  the  heart,  toxic  changes 
in  the  liver,  toxic  spleen,  etc.,  are  changes 
practically  always  found.  Accessory  sinus 
and  ear  infections  are  frequent,  meningitis 
occasionally. 

Recently,  I had  occasion  to  autoosy  a 
case,  the  lungs  of  which  showed  a.  bilateral 
dry  type  of  pneumonia  above  described  as 
caused  by  the  Pfeiffer  bacillus.  There  was 
a small  amount  of  light  green,  rather  tena- 
cious pus  in  the  right  pleural  space.  There 
was  also  a plastic  exudate  together  with  a 
small  amount  of  this  same  pus  covering  the 
lower  bowel.  There  was  also  a meningitis 
with  a moderate  amount  of  pus  accumula- 
tion generally  over  the  brain  and  a rather 
large  amount  around  the  base.  The  bacillus 
of  Pfeiffer  was  demonstrated  in  the  pus  ob- 
tained from  the  brain,  the  right  pleural 
space  and  the  peritoneum.  This  was  a case 
of  pneumonia  caused  by  the  Pfeiffer  bacil- 
lus with  blood  stream  extension  to  the  men- 
inges and  peritoneum.  The  empyema  may 
have  been  formed  through  extension. 


CLINICAL  DISCUSSION  AND  TRE4T- 
MENT  OF  INFLUENZA 

G.  WERLEY,  M.  D., 

El  Paso,  Texas 

(Read  before  the  El  Paso  Countv  Medical  Soci- 
ety, at  El  Paso,  Tex.,  on  Jan.  14,  1929,  as  part  of 
a symposium  on  influenza.) 

The  present  epidemic  of  influenza  is  wide- 
spread, but  of  a comparatively  mild  type. 


We  all  remember,  only  too  well,  the  terrible 
epidemic  of  1918  with  its  midnight  funerals 
and  the  dead  piled  up  in  undertakers’  estab- 
lishments like  cord  wood,  on  account  of  the 
inability  to  obtain  coffins.  I am  sure,  we 
all  felt  our  helplessness  to  cope  with  that 
epidemic. 

The  diagnosis  of  the  influenza  is  general- 
ly quite  easy.  During  an  epidemic,  very  few 
cases  are  missed,  but  many  other  slight  ail- 
ments are  apt  to  be  called  influenza.  In  1918 
there  were  three  symptoms  noted  in  prac- 
tically every  patient;  (1)  the  white  coating 
of  the  tongue  with  redness  of  the  pharynx ; 
(2)  an  irritating  painful  cough  due  to  tra- 
cheitis; (3)  pain  especially  in  the  small  of 
the  back.  Cyanosis  was  also  a prominent  fea- 
ture in  many  cases. 

Uncomplicated  influenza  is  a comparative- 
ly benign  disease.  The  most  common  com- 
plication are:  sinusitis,  pneumonia,  and  in- 
testinal disturbances.  The  pneumonia  is  apt 
to  be  overlooked  if  we  depend  upon  the  usual 
signs  of  lobar  pneumonia.  Bronchial  breath- 
ing, bronchophony  and  increased  vocal  fre- 
mitus are  seldom  found.  Very  light  percus- 
sion or  direct  finger  percussion  will  gener- 
ally elicit  slight  dullness  over  the  affected 
area.  The  breath  sounds  are  feeble  and 
lacking  in  the  normal  vesicular  sounds.  On 
ordinary  breathing  no  rales  may  be  pres- 
ent, but  after  coughing  there  will  be  show- 
ers of  rales  in  the  pneumonic  area.  The 
chief  pathological  lesion  is  an  inflammatory 
edema. 

Death  is  produced  in  two  principal  ways : 
(1)  by  the  excessive  edema  of  the  lungs 
and  filling  of  the  bronchial  tubes  with  fluid ; 
the  patient  practically  drowns  in  his  own 
fluid.  (2)  Circulatory  paralysis:  this  is 
not  brought  about  by  heart  failure,  but  is 
due  to  intoxication  of  the  sympathetic  ner- 
vous system,  and  vasomotor  paralysis,  re- 
sulting in  stasis  of  the  blood  in  the  skin  and 
lungs,  liver  and  other  organs.  On  this  ac- 
count the  heart  is  unable  to  make  the  blood 
go  round.  The  cyanosis  is  not  due  to  the 
inability  of  the  blood  to  carry  oxygen,  but 
is  due  to  the  capillary  stasis. 

There  are  certain  principles  of  treatment 
upon  which  we  are  all  agreed.  The  first  is 
rest.  This  should  be  early  and  absolute.  In 
severe  cases  the  patient  should  not  be  dis- 
turbed even  for  bathing.  Abundant  water 
is  generally  indicated.  The  addition  of  an 
alkali  may  be  beneficial,  though  lemonade, 
orangeade  and  other  fruit  juices  may  be 
used  in  alkalinizing  the  blood.  It  does  not 
seem  reasonable  in  certain  patients  who  are 
already  edematous  and  who  are  drowning 
in  their  own  fluid  to  add  more  water.  Cer- 
tainly normal  salt  solution  is  contra  indi- 
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cated.  These  patients  need  an  abundance  of 
fresh  air  but  the  room  should  be  kept  warm 
because  broncho-pneumonia  generally  does 
badly  on  cold,  either  cold  air  or  cold  bath- 
ings. In  this  respect,  influenza  is  strikingly 
like  measles. 

As  to  feeding:  that  food  is  best  which 
will  give  the  most  energy,  at  the  same  time 
taxing  the  digestive  and  eliminating  organs 
as  little  as  possible.  Hence  sugar,  syrups, 
canned  fruits,  preserves,  cream,  butter  and 
easily  digested  cereals  are  indicated.  In  my 
own  practice,  I much  prefer  enemas  to  pur- 
gation. The  most  useful  drugs  are  digitalis, 
atropin,  strychnin,  adrenalin  and  calcium. 
They  must  be  used  according  to  indications. 
Adrenalin,  I believe  to  be  very  useful,  be- 
cause it  is  the  natural  stimulant  to  the  sym- 
pathetic nervous  system.  It  is  especially  in- 
dicated where  there  is  asthmatic  breath- 
ing, but  its  use  should  not  be  confined  to 
such  cases.  On  account  of  its  effect  being 
of  short  duration,  it  should  be  given  every 
hour  and  sometimes  oftener.  Five  or  six 
minim  doses  are  generally  sufficient  by 
hypodermic.  With  children  it  may  be  ad- 
ministered by  dropping  in  the  nose  or  under 
the  tongue. 

There  are  very  good  theoretical  reasons 
for  using  calcium  in  certain  cases.  The  dose 
should  be  fifteen  grains  of  lactate  or  chlo- 
ride in  hot  water  on  an  empty  stomach  every 
three  or  four  hours.  The  cases  that  will  be 
helped  are  those  with  edema.  Calcium  is  a 
diuretic;  it  also  decreases  the  permeability 
of  cell  membranes.  That  is  why  it  is  useful 
in  certain  types  of  hemorrhages  and  why 
it  should  be  useful  where  fluid  is  being 
poured  out  into  the  bronchi.  It  may  be  used 
intravenously.  The  intravenous  use  of  glu- 
cose is  undoubtedly  beneficial  at  times.  It 
is  said  that  digitalis  intravenously  in  com- 
bination with  glucose  is  much  more  effec- 
tive than  when  given  alone. 

However,  when  all  is  said  and  done,  every 
physician  who  is  self  critical  and  sees  things 
as  they  actually  are,  cannot  help  feeling 
keenly  disappointed  with  our  lack  of  re- 
sources in  complications  of  this  terrible  dis- 
ease. 


NASAL  ACCESSORY  SINUSES  IN 
INFLUENZA 

STEPHEN  A.  SCHUSTER,  M.  D., 
and 

FRANKLIN  P.  SCHUSTER,  M.  I). 

El  Paso,  Texas 

(Read  before  the  El  Paso  County  Medical  Soci- 
ety,  El  Paso,  Texas,  on  Jan.  14,  1929,  as  part  of  a 
symposium  on  influenza.) 

“Influenza”  is  a disease  of  undetermined 
definite  etiology  which  is  sporadic,  epidemic 
and  periodically  pandemic,  causing  prostra- 


tion, fever,  and  almost  always,  inflamma- 
tion of  the  respiratory  mucous  membranes. 
In  other  words,  “influenza”  may  be  defined 
primarily  as  a disease  of  the  respiratory  epi- 
thelium. Inflammation  and  suppuration  of 
the  nasal  sinuses  may  arise,  of  course,  with 
many  acute  infections  but  there  is  no  single 
etiological  factor  that  so  predisposes  to  acute 
sinusitis  as  does  “influenza.”  There  is  no 
doubt  that  an  actual  increase  in  the  num- 
ber of  purulent  sinus  cases  is  due  to  the 
greater  frequency  and  prevalence  of  the  in- 
fluenzal epidemics.  The  amount  of  sinus 
complications  varies  materially  with  the  dif- 
ferent epidemics. 

In  1890  Weichselbaum  found  suppuration 
present  in  a large  number  of  post-mortem 
examinat:'ons  of  influenzal  cases.  During 
the  epidemic  in  1918,  the  prevalence  of  sinus 
involvement  was  not  only  great  but  it  varied 
also  in  the  different  localities,  being  much 
worse  in  the  east  than  in  the  west.  In  that 
year  it  seemed  that  the  course  of  the  epi- 
demic in  general  was  from  east  to  west,  and 
contrary  to  our  present  epidemic  which 
seems  to  be  progressing  from  west  to  east. 

The  symptomatology  of  influenzal  sinusi- 
tis does  not  materially  differ  from  sinusitis 
caused  by  other  infective  agents,  except  in 
the  general  picture  of  the  disease.  There  are 
a few  nasal  findings  that  may  be  considered 
in  a way,  pathognomic  of  influenza  and 
these  are  to  be  found  mainly  in  the  patho- 
logical findings.  The  entire  symptomatic 
picture  may  be  best  divided  into  local  and 
general  symptoms  and  symptoms  caused  by 
the  complications.  Again  the  findings  de- 
pend on  the  patency  of  the  ostia  and  the 
general  physical  condition  of  the  air  cham- 
bers. The  picture  again  differs,  depending 
on  the  existence  of  a previous  chronic  si- 
nusitis or  whether  there  is  a pre-existing 
vasomotor  or  anaphylactic  condition  of  the 
mucous  membrane.  The  latter  condition  is 
quite  prevalent  here,  in  the  form  of  hay  fe- 
ver. The  influenzal  infection,  planted  on  a 
mucous  membrane  of  this  character,  again 
gives  you  special  nasal  findings. 

Of  the  local  symptoms,  perhaps  headache 
is  the  outstanding  one.  These  pains  may  be 
of  two  characters,  one  neuralgia-like,  and 
the  other  known  as  sinus  wall  pains.  In  the 
acute  stage  these  pains  are  localized  to  the 
region  of  the  special  sinus  involved,  in  con- 
tra-distinction to  the  chronic  type  of  si- 
nusitis in  which  for  the  most  part,  we  will 
have  the  pain  diffuse  in  character. 

The  second  outstandnig  symptom  is  secre- 
tion. The  discharge  may  be  muco-purulent 
or  purulent  and  at  times  fetid.  The  amount 
of  secretion  fluctuates  enormously  accord- 
ing to  the  stage  and  intensity  of  the  inflam- 
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mation,  and  also  depending  on  the  sinus  in- 
volved. 

Other  local  symptoms  are  less  important. 
They  ar  eanosmia,  nasal  obstruction  and  cer- 
tain gastric  disturbances  which  are  due  to 
the  abnormal  irritability  of  the  pharynx 
caused  by  the  post-nasal  discharge. 

The  general  symptoms  of  the  disease  I 
will  just  mention  as  they  will  be  brought  up 
in  some  of  the  other  papers.  They  are,  fe- 
ver, prostration,  gastro-intestinal  disturb- 
ances and  symptoms  of  the  complications 
of  bronchial  pneumonia,  etc. 

If  one  looks  into  the  nose  in  the  acute 
stage  of  influenzal  rhinitis  and  sinusitis, 
one  finds  the  membranes  very  much  swol- 
len, dry,  and  very  much  congested.  There 
is  a cyanotic  and  congested  appearance  of 
the  mucous  membrane  which  some  authors 
consider  more  pronounced  in  influenzal  types 
cf  infection  than  in  any  other.  It  is  for  this 
reason  that  epistaxis  is  such  a common 
symptom  of  influenza,  much  more  so  than 
in  the  case  of  typhoid  fever. 

The  exception  to  the  rule  is  that  if  we 
have  an  influenzal  infection  superimposed 
on  a hay  fever  mucous  membrane,  the  early 
symptoms  are  very  prone  to  be  those  of 
hay  fever;  namely,  a pallid  waterlogged  mu- 
cous membrane,  together  with  nasal  ob- 
struction, sneezing,  etc.  As  in  the  vasomo- 
tor rhinitis  of  measles,  we  find  a conjunc- 
tivitis in  about  forty  per  cent  of  influenzal 
rhinitis  cases.  If  the  rhinitis  has  been  estab- 
lished, the  secretion  becomes  more  muco- 
purulent, and  in  the  later  stages  the  secre- 
tion is  apt  to  be  very  scanty,  viscid  and  with 
much  scab  formation. 

In  the  early  stage,  the  inspection  of  the 
sinuses  with  transillumination  and  direct  ex- 
amination of  the  cavity  with  a scope  and  by 
x-ray,  discloses  the  cavity  to  be  completely 
filled  with  a very  edematous  and  congested 
mucous  membrane  which  almost  obliterates 
the  cavity. 

Seeing  the  case  at  this  stage  and  having 
the  clinical  symptoms  as  described,  together 
with  an  x-ray  showing  four-plus  cloudy  for 
the  antrum,  a puncture  and  probing  will  re- 
veal a boggy  inflamed  mucous  membrane 
which  one  cannot  irrigate  as  the  swollen 
mucosa  obstructs  the  ostia.  In  a few  days 
the  mucous  membrane  lining  of  the  cavity 
begins  to  secrete,  the  congestion  is  somewhat 
diminished,  and,  if  the  ostia  are  not  ob- 
structed, we  find  a profuse  flow  of  muco- 
purulent secretion.  This  stage  remains  un- 
til the  general  symptoms  of  the  disease 
diminish  and  the  condition  finallv  resolves 
itself. 

We  are  inclined  to  think  that  no  true  case 
of  influenza  exists  without  a sinus  involve- 


ment of  some  degree.  In  fact,  we  feel  that 
headache,  which  is  such  a prominent  symp- 
tom, is  not  so  much  from  the  general  infec- 
tion as  from  a congestion  in  the  sinuses. 

As  to  the  pathology,  it  is  characterized  by 
such  changes  as  are  usually  associated  with 
inflammation  of  mucous  membranes.  These 
vary  with  the  severity  of  the  infection  and 
are  modified  according  to  the  patency  or 
occlusion  of  the  orifices  of  the  cavity.  In 
the  acute  stage  the  mucosa  becomes  congest- 
ed, infiltrated  with  round  cells,  and  swollen, 
while  a serous  exudation  is  poured  out,  con- 
stituting an  acute  catarrh  of  the  membrane. 
The  round  cell  infiltration,  already  referred 
to,  may  be  followed  by  formation  of  new  fi- 
brous tissue  causing  a thickening  of  the 
membrane.  The  mucous  glands  are,  to  a 
large  extent,  destroyed  while  cysts  varying 
in  size  are  formed  by  dilatation  of  the  gland 
ducts,  or  even  of  the  acini  themselves.  The 
mucous  membrane  frequently  presents  an 
enormous  gelatinous  appearance,  and  not  in- 
frequently this  condition  is  associated  with 
the  presence  of  numerous  soft  polypoid-like 
processes,  which  vary  considerably  in  size 
and  number  and  may  even  fill  up  the  in- 
terior of  the  cavity,  as  is  usually  the  case 
in  influenza. 

As  for  the  treatment,  we  are  in  accord 
with  the  observations  of  many  reliable  au- 
thors, that,  without  doubt,  the  majority  of 
acute  accessory  sinus  inflammations  tend 
to  undergo  spontaneous  healing.  Of  course, 
this  varies  in  the  different  epidemics  and  it 
has  been  our  observation  in  this  recent  one 
that  sinuses  tend  to  heal  without  surgical 
interference. 

As  in  all  sinus  conditions  the  two  essen- 
tials in  the  healing  are  ample  drainage  and 
ventilation.  This,  of  course,  is  to  be  accom- 
plished in  the  simplest  ways.  In  the  acute 
stage  surgical  interference  even  of  the  mild- 
est form,  is  distinctly  contra-indicated.  In 
the  sub-acute  stage  where  there  is  ample 
room  for  drainage,  the  only  treatment  nec- 
essary is  to  maintain  the  patency  of  the  pas- 
sages. If,  after  two  weeks  following  disap- 
pearance of  the  acute  general  symptoms, 
there  is  still  some  discharge,  we  resort  to 
surgical  interference,  establsihing  such  drain- 
age and  ventilation  as  is  required.  This 
may  be  only  a sinus  puncture  and  lavage, 
or  may  assume  the  nature  of  a radical  sinus 
procedure. 

We  would  like  to  sound  a note  of  warning 
where  puncture  and  irrigation  of  the  antra, 
are  indicated,  that  very  little  force  be  used 
in  the  irrigating,  as  violation  of  this  rule  is 
particularly  prone  to  infect  the  ethmoid  and 
the  frontal  sinuses. 

In  conclusion,  the  salient  points  are  these: 
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(1)  Influenza  is  a disease  of  the  respiratory 
epithelium  particularly  that  of  the  upper 
respiratory  tract.  (2)  The  frequency  of  in- 
fluenzal sinusitis  varies  with  the  different 
epidemics.  (3)  The  symptomatology  does 
not  differ  a great  deal  from  the  sinusitis 
seen  in  the  other  respiratory  infections  ex- 
cept perhaps  the  peculiar  cyanosis  of  the 
mucous  membrane  seen  in  the  early  stage 
of  influenzal  rhinitis  and  sinusitis  with  its 
concomitant  epistaxis.  (4)  The  treatment 
of  influenzal  sinusitis  in  the  early  stages 
must  be  conservative  in  the  establishment 
of  drainage  and  ventilation  as  the  majority 
resolve  themselves.  In  the  sub-acute  and 
chronic  stages  the  usual  surgical  procedures 
must  be  resorted  to  if  the  condition  does  not 
clear  in  a few  weeks  after  the  subsidence 
of  the  general  symptoms. 

Prophylactic  treatment  we  feel  is  of  no 
avail  and  we  particularly  advise  against 
such  practices  as  lavages  of  the  nose  and 
instillation  of  antiseptics  . 

Finally,,  although  we  are  dealing  with  a 
local  infection  starting  in  the  upper  respir- 
atory tract,  the  treatment  must  be  symp- 
tomatic until  such  time  as  a bacteriological 
cause  of  these  dreaded  pandemics  can  be  de- 
termined. 


SIMULTANEOUS  PERFORATION  OF 
MULTIPLE  TUBERCULOUS  UL- 
CERS OF  INTESTINES 
CASE  REPORT  WITH  COMMENTS 
E.  W.  PHILLIPS,  M.  D. 

E.  PAYNE  PALMER,  M.  D. 

Phoenix,  Ariz. 

(Discussion  before  the  December  meeting  of  the 
Staff  of  St.  Joseph’s  Hospital,  Phoenix,  Arizona) 
The  patient  was  a white  woman  35  years  old, 
married  15  years  and  never  pregnant.  So  far  as 
is  known  her  family  is  free  from  tuberculosis,  and 
she  has  never  been  closely  exposed  to  a person 
having  that  disease.  She  had  never  been  robust, 
though  she  recalled  no  illness  of  consequence. 

Her  disease  first  manifested  itself  as  a dry 
pleurisy,  on  the  right  side,  in  February,  1928.  Her 
constitutional  symptoms  with  this  were  marked 
and  persistent,  and  tuberculosis  was  suspected. 
She  improved  after  a period  of  rest  at  home,  and 
gradually  resumed  her  usual  mode  of  life.  During 
the  early  summer  she  began  to  have  diarrhea, 
with  cramps,  occasional  vomiting,  and  irregular 
fever.  She  went  to  a hospital,  where  a roentgeno- 
logic study  showed  tuberculosis  of  the  lungs  and 
also  of  the  proximal  colon. 

She  was  sent  to  a farm  in  Ohio,  where  she  test- 
ed and  took  sunbaths,  working  up  to  a total  ex- 
posure of  90  minutes.  The  severity  of  her  symp- 
toms abated,  and  she  regained  part  of  the  15 
pounds  she  had  lost.  About  the  first  of  Septem- 
ber her  heliotherapy  was  interrupted  by  bad  weath- 
er. Within  two  weeks  her  cramps  and  diarrhea 
recurred,  her  fever  was  higher,  and  she  began 
for  the  first  time  to  cough  and  expectorate.  A 
month  later  she  came  to  Arizona,  and  entered  St. 
Luke’s  on  October  22,  1928. 

On  admission  she  was  about  20  pounds  below 


her  usual  weight;  her  evening  temperature  regu- 
larly exceeded  102°  F.  and  her  evening  pulse  rate, 
120.  She  coughed  little  and  no  tubercle  bacilli 
were  found  in  her  scant  sputum.  The  urine  was 
normal.  Her  chief  complaints  were  related  to  the 
digestive  tract;  she  had  little  desire  for  food,  and 
felt  distress  after  eating;  she  vomited  at  times; 
she  had  a loose  movement  of  the  bowels,  with  se- 
vere abdominal  cramps,  after  each  feeding,  and 
her  stools  were  extremely  foul-smelling.  She  was 
a thin  nervous  woman,  blonde  in  type,  with  red- 
dish hair.  Vasomotor  instability  was  marked,  red- 
dish blotches  appearing  about  the  neck  when  she 
was  disturbed  in  any  way.  Emotional  instability 
was  also  noticeable,  but  no  clinical  evidence  of 
hyperthyroidism  was  present.  Examination  of  the 
chest  revealed  on  the  right  side  the  usual  signs 
of  increased  lung  density,  with  moderately  coarse 
moist  rales  from  the  apex  down  to  the  level  of  the 
sixth  dorsal  vertebra,  and  a pleuritic  crackle  over 
the  base.  A few  fine  moist  rales  were  heard  over 
the  left  apex.  The  x-ray  agreed  with  the  physi- 
cal findings.  The  interpretation  follows: 

“The  right  diaphragm  is  high  and  deformed  by 
adhesions  at  its  mid-portion.  A fairly  dense  fi- 
brous reticulation  is  present  throughout  the  en- 
tire lung.  Fine  discrete  and  confluent  mottling  is 
noted  over  the  upper  and  middle  lobes.  The  apical 
pleura  is  dense.  On  the  left  the  hilus  markings 
are  exaggerated.  There  is  peribronchial  density 
about  the  upper  lobe  bronchi.  The  apex  is  clear.” 

The  patient’s  abdomen  was  slightly  tympanitic, 
and  moderate  pressure  brought  out  tenderness  over 
the  ascending  and  sigmoid  portions  of  the  colon. 
There  was  no  palpable  mass,  nor  any  rigidity  of 
the  wall.  Physical  examination  revealed  nothing 
else  of  interest. 

The  patient  was  put  on  flat  rest,  with  a bland 
diet,  and  various  drugs,  such  as  bismuth,  pare- 
goric, the  digestive  ferments,  and  dilute  hydro- 
chloric acid,  were  exhibited  from  time  to  time  in 
an  unavailing  effort  to  relieve  her  digestive  symp- 
toms. After  two  weeks  it  became  apparent  that 
her  persistent  fever  of  102  was  not  derived  from 
her  pulmonary  lesion,  and  heliotherapy  was  start- 
ed, the  exposure  being  gradually  increased  to  30 
minutes.  This  was  well  tolerated,  but  it  conferred 
no  relief.  During  the  last  week  in  November  her 
evening  temperature  rose  to  103°  F.  and  her  ner- 
vous and  digestive  symptoms  were  particlarly 
distressing.  Examination  of  chest  and  abdomen 
revealed  no  perceptible  change.  On  the  morning  of 
December  1st  she  complained  of  sudden  intense 
pain  in  the  left  side  of  the  abdomen.  This  pain 
persisted,  and  soon  was  felt  over  the  entire  belly. 
There  was  boardlike  rigidity  of  the  left  rectus,  the 
wall  on  the  right  side  being  somewhat  less  tense. 
Light  palpation  elicited  tenderness  over  the  entire 
abdomen.  The  patient’s  face  promptly  took  on  a 
characteristic  pinched  look  with  a waxy  pallor, 
and  she  showed  the  usual  signs  of  shock.  After 
consultation  with  Dr.  Payne  Palmer,  she  was 
transferred  to  the  hospital. 

CONSULTATION  REPORT  (Dr.  E.  Payne  Palmer) 

Mrs.  B.  S.  age  35,  patient  at  St.  Luke’s  Home, 
seen  in  consultation  with  Dr.  E.  W.  Phillips.  Two 
hours  before  consultation  patient  had  sudden  onset 
of  severe  pain  in  the  abdomen. 

Lying  quietly  in  bed,  patient  had  anxious  ex- 
pression, pinched  features,  face  flushed.  Patient 
was  poorly  nourished  and  evidently  seriously  ill. 
Examination  of  the  abdomen  showed  it  to  be  some- 
what distended  with  marked  rigidity  and  tender- 
ness over  the  entire  abdomen.  When  she  was  ex- 
amined by  Dr.  Phillips,  the  most  marked  tenderness 
was  in  the  right  iliac  region  and  when  examined 
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by  me,  the  tenderness  was  most  marked  in  the 
left  iliac  region. 

The  general  physical  condition  of  the  patient 
was  known  by  Dr.  Phillips.  She  was  known  to 
have  pulmonary  tuberculosis,  intestinal  tuberculo- 
sis and  tuberculous  peritonitis.  Dr.  Phillips  sus- 
pected a rupture  of  a tuberculous  ulcer  in  the  in- 
testines and  suggested  that  we  make  a fluoro- 
scopic examination  of  the  abdominal  cavity.  This 
was  done  with  the  patient  in  the  upright  position 
but  when  there  was  no  change  in  the  position  of  the 
liver,  no  demonstrable  free  air  in  the  pei’itoneal 
space,  we  felt  sure  that  perforation  did  not  exist 
when  the  sickle-shaped  air  bubble  was  not  present. 

While  the  patient  had  an  “acute  abdomen”  no 
definite  diagnosis  was  made.  The  patient  was  sent 
to  St.  Joseph’s  Hospital  for  further  study.  She 
was  too  critically  ill  for  exploratory  operation 
without  definite  diagnosis.  When  seen  again  at  the 
hospital,  her  condition  was  materially  worse.  She 
was  in  a state  of  shock,  pulse  was  rapid  and 
feeble.  There  was  practically  no  change  in  the 
abdominal  condition.  There  was  no  nausea  or  vom- 
itinv  at  any  time.  Blood  pressure  was  58/40. 

Blood  examination  showed  hemoglobin  55  per 
cent:  ervthrocvtes  2,500,000;  leukocytes  10,600; 

mononuclears  6 per  cent,  polynuclears  94  per  cent. 

She  was  given  % grain  morphine  to  relieve  the 
nain.  Proctoclvsis  of  tan  water  and,  intravenouslv, 
1000  c.c.  of  normal  saline  solution  containing  10 
ner  cent  glu^o^e.  The  morphia  was  repeated  once 
durincr  the  night.  She  sank  rapidly  and  died  early 
the  following  morning  with  a diagnosis  of  “acute 
abdomen.” 

AUTOPSY  (abdomen  only).  Abdomen  opened  in 
midline.  Peritoneum  markedly  injected  throughout; 
peritoneal  cavitv  contained  seropus,  with  a large 
°monnt  of  pus  in  ouldesac.  Numerous  recent  fi- 
hrons  adhesions  clued  gut  together,  as  well  as 
mim«rouo  dense  fibrous  adhesions  of  longer  stand- 
inc.  can sm 't  mauv  rather  acute  kinks  in  intestines, 
^ton-o^  Piloted  with  pvlorus  somewhat  narrow- 
er than  normal;  no  gross  changes  in  duodenum. 
Numerous  dense  adhesions  around  gall-bladder  as 
well  as  mo-leretQ  cirrhosis  of  the  liver,  causing  liv- 
er to  he  verv  small.  Jejunum  apparentlv  normal 
nrith  execution  of  numerous  kinks  caused  bv  ad- 
^“'innc  mentioned  above.  Lower  half  of  ileum 
^-Viewed  nnwerons  av^as  of  ulceration  from  within, 
nleor<;  vor'nnc  in  si7e  from  half  dollar  to  a 
r’imn-  largest  ulcer  was  highest  up  in  ileum,  de- 
'-noncinn-  ip  si™  as  cecum  was  approached.  About 
fPe  n-nPaio  0-p  the  ileum  was  an  ulcerated  area 
KrnPen  through,  the  opening  in  the  bowel  being 
M-p  ei-yp  of  „ lea-1  pencil,  with  attempt  to 
wall  off  at  this  area-  this  attempt  had  been  un- 
-'I'.ees-'-fnl  fp~o]  matter,  local  exudate  and  pus  be- 
iuo-  n reoepf  Bowel  was  examined  from  one  end  to 
+>,o  efi-ior  -fourteen  ulcers  heing  found,  three  of 
Pea  -eerforoted.  .giio-Pt  tr-a^tion  or  tension 
on  nl-or-f— i ereoq  eenced  hreolr  in  remaining  wall 
ef  in+ectinac-  A moniiv  was  enlarged  ‘’ll  showed 
mpUeva  + p i^eri+eneal  irflqairnfltoTr  reaction.  Pelvis 
mop  injiavintlv  normal  excent  for  re-ent  inflam- 
f-i-nn-p--  fnV»pc  ani  ovarie^  comewbat 
aalarefip-  vtorjr  —top  ojvioU  ,'T-UVionf  evi'ton'-e  ef  old 
inflammation.  Culdesac  region  showed  large 
tubes  and  ovaries.  Kidnevs  °tc,s=]v  nega+ive.  Snleen 
amount  of  nus  and  local  recent  inflammation  around 
grosslv  negative. 

Anatemi-ai  'Diap-necia:  Por-forafed  tuberaulous  lll- 
e-f  ile  ’m-  "eneral  peritonitis. 

COMMENT 
Dr.  E.  W.  Phillips 

Opinion  concerning  tuberculosis  of  the 
intestine  has  undergone  considerable  change 


within  the  memory  of  most  of  us.  The  le- 
sion in  its  terminal  stage  was  of  course  well 
known  to  the  older  writers,  who  classed  it 
as  incurable.  As  abdominal  surgery  pro- 
gressed the  conditioin  in  earlier  stages  was 
often  encountered  and  sometimes  attacked 
intentionally,  usually  with  bad  results. 
About  1913,  Archibald,  working  with  the 
clinicians  of  Saranac  Lake,  began  to  study 
suspected  cases  by  means  of  the  x-ray,  in 
tve  hope  of  finding  and  excising  the  foci 
before  extensive  damage  occurred.  They 
had  some  measure  of  success,  but  after  a 
few  years  abandoned  the  procedure.  The 
knowledge  gained  in  the  study,  however, 
was  valuable.  In  1920  and  later,  LawTason 
Brown  and  his  collaborators  published  re- 
ports which  proved  that  tuberculosis  of  the 
gut  frequently  complicates  pulmonary  dis- 
ease ; that  it  may  exist  without  symptoms, 
and  that  even  fairly  extensive  lesions  with 
frank  symptoms  may  heal  with  good  func- 
tional result.  It  was  shown  that  the  inci- 
dence of  intestinal  tuberculosis  varies  di- 
rectly with  the  extent  and  the  duration  of 
active  disease  in  the  lungs,  from  thhee  per 
cent  in  the  early  or  minimal  group  to  about 
fifty  per  cent  in  the  far  advanced.  Shortly 
after  these  publications,  reports  of  the  re- 
sults of  light  therapy  began  to  appear,  and 
medical  opinion  of  the  disease  entered  on 
its  present  phase. 

The  late  symptoms  of  the  disease  are  plain 
enough,  and  are  those  related  in  the  case 
recorded  above.  The  earlier  symptoms  are 
inconstant,  but  when  spastic  constipation 
(sometimes  with  bref  intermissions  of 
looseness  of  the  bowels),  fever  above  what 
the  lung  condition  justifies,  and  nervous  in- 
stability occur  togeth°r  and  are  associated 
with  unexplained  failure  to  gain  weight, 
they  should  arouse  suspicion  and  lead  to  an 
examination  of  the  bowel. 

The  diagnosis  is  made  by  the  x-ray, 
which  shows  intestinal  hurry  and  character- 
istic ragged  filling  defect.  The  presence  of 
blood  and  tubercle  bacilli  in  the  stool  is  of 
less  diagnostic  importance. 

Infection  in  adults  is  usually  the  result 
of  swallowing  sputum,  either  from  embar- 
rassment or  during  the  night  when  the  pa- 
tient is  half  asleep;  every  tuberculous  per- 
son should  be  taught  to  have  a box  or  oth- 
er receptacle  constantly  with  him,  into 
which  he  must  spit  whatever  he  raises. 

The  medical  treatment  of  bowel  tuber- 
cu'osis  is,  first  of  all,  the  accepted  hygienic 
treatment  of  tuberculosis  anywhere;  for  it 
cannot  be  too  often  repeated  that  tubercu- 
losis is  a constitutional  disease.  The  diet 
should  of  course  be  bland.  For  the  relief  of 
distressing  symptoms,  small  doses  of  opium, 
which  do  not  as  a rule  need  to  be  increased, 
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are  indicated.  The  digestive  ferments  and 
mineral  acids  are  sometimes  useful.  Bis- 
muth may  be  required  at  times ; when  em- 
ployed at  all  it  should  be  given  in  large 
doses,  and  stopped  as  soon  as  its  effect  is 
obtained.  The  most  useful  therapy  in  tuber- 
culosis of  the  gut  is  light  baths  of  some 
sort.  Th  mercury  vapor  light  has  been  ex- 
tensively exploited  in  this  connection,  and 
it  is  undoubtedly  of  some  use.  Its  mobility 
and  the  simplicity  of  its  application  are  in 
its  favor,  but  it  does  not  produce  a deep  nat- 
ural tanning.  The  carbon  lights  which  have 
a continuous  spectrum  more  nearly  resem- 
bling that  of  the  sun  appear  to  be  coming 
more  into  favor.  Direct  sunlight,  applied  to 
the  entire  body  excepting  the  head,  is  prob- 
ably the  most  effective  form  of  light  ther- 
apy. It  is  of  interest  to  note  that  workers 
both  in  this  country  and  abroad  are  coming 
around  to  this  opinion.  We  who  work  in  the 
southwest  have  an  unique  opportunity  to 
use  this  natural  light,  but  we  have  failed 
to  make  the  controlled  study  of  its  effect 
which  will  convince  those  who  have  not 
seen  the  results  we  get. 

From  the  medical  viewpoint,  the  indica- 
tions for  surgery  in  bowel  tuberculosis  are 
relatively  few.  Surgical  intervention  should 
be  made,  of  course,  when  the  accidents  of 
perforation  or  obstruction  occur.  If  by  suit- 
able study  these  accidents  can  be  anticipat- 
ed— a difficult  thing  to  do — operation  is  in- 
dicated. And  operation  is  to  be  considered, 
with  due  reference  to  other  lesions,  when 
an  old  and  chronic  bowel  tuberculosis,  per- 
haps with  deformity  from  adhesions,  has 
resisted  suitable  medical  treatment  for  a 
long  time.  We  should  be  governed  by  con- 
servatism, however,  at  all  times  when  at- 
tacking tuberculous  tissues. 


COMMENT:  SURGICAL  PHASES 
(Dr.  E.  P.  Palmer) 

“Acute  abdomen”  implies  a grave  abdomi- 
nal castastrophe  of  acute  onset,  the  cause  of 
which  is  unknown.  In  every  “acute  abdo- 
men” a thorough  examination  of  the  ab- 
domen and  chest  should  be  made  in  order 
to  avoid  mistakes,  as  extra-abdominal  condi- 
tions will  frequently  simulate  acute  abdom- 
inal diseases.  The  onset  of  acute  severe  ab- 
dominal pain  imposes  on  the  physician  the 
duty  of  deciding  early  whether  the  treat- 
ment shall  be  medical  or  immediate  opera- 
tion. Differential  diagnosis  in  “acute  ab- 
domen” is  a problem  which  at  times  can 
only  be  solved  by  exploratory  operation. 

Acute  pancreatitis  is  the  most  terrible  of 
all  calamities  that  occur  in  connection  with 
the  abdominal  viscera.  There  is  a sudden 
onset  of  agonizing  pain,  the  most  terrible 


that  the  human  can  suffer.  The  location  of 
the  pain  is  usually  most  intense  in  the  epi- 
gastrium. The  pain  is  felt  over  the  entire  ab- 
domen and  back.  Accompanying  the  pain 
is  profound  collapse ; the  patient  is  pros- 
trate, faint  and  pallid.  The  face  and  limbs 
are  coM  and  death  seems  imminent.  The 
pulse  is  rapid,  there  is  a loss  of  volume  and 
the  blood  pressure  falls.  There  is  a board 
like  rigidity  of  the  whole  abdomen.  The  pa- 
tient will  hardly  permit  the  abdomen  to  be 
touched.  In  some  cases,  the  condition  is  pre- 
ceded by  jaundice  but  in  the  majority  of 
cases  there  is  no  history  of  previous  illness. 

The  perforation  of  gastric,  or  duodenal 
ulcers,  or  other  ulcers  of  the  gastrointesti- 
nal tract,  in  the  great  majority  of  instances 
are  in  patients  who  have  suffered  from  dys- 
pepsia, or  other  abdominal  symptoms  for 
years.  The  pain  is  very  severe  but  does 
not  reach  the  intensity  that  is  experienced 
in  acute  pancreatitis  and  the  shock  is  not 
so  great. 

Vaughan  and  Broms  (S.G.&O.  November, 
1924),  refer  to  the  early  recognition  of  acute 
perforation  by  x-ray  through  observation  of 
spontaneous  pneumoperitoneum.  In  thir- 
teen of  their  fifteen  cases  it  was  easily  and 
distinctly  demonstrated.  The  free  gas  has 
been  seen  as  early  as  two  hours  after  acute 
perforation  and  but  a small  quantity  is  nec- 
essary for  its  demonstration. 

In  hepatic  colic,  the  patient  is  restless, 
moaning  and  crying  out  for  relief.  Usually 
there  is  history  of  forme’r  attacks  and  fre- 
quently these  attacks  have  been  followed  by 
jaundice.  There  is  a rigidity  of  the  abdomen 
but  it  is  most  marked  in  the  upper  right 
and  there  is  usually  tenderness  on  deep 
pressure. 

Acute  intestinal  obstruction  may  have  a 
severe  and  sudden  onset  with  increasing  ab- 
dominal distention  and  marked  abdominal 
rigidity.  There  is  vomiting  usually  of  a pro- 
jectile nature,  colicky  or  cramp-like  pains, 
visible,  palpable  or  audible,  peristalsis,  in- 
ability to  expel  gas  and  feces,  and  absence 
of  fever.  There  is  a marked  diminution  in 
the  chlorides  and  an  increase  in  the  non-pro- 
tein nitrogen  and  urea-nitrogen  of  the  blood. 
There  is  depletion  of  the  chlorides  before 
protein  destruction  begins,  with  a rise  in  the 
non-protein  and  urea  elements  of  the  blood. 

Acute  mesenteric  embolism  is  ushered  in 
with  absolute  abruptness  at  a time  when 
one  is  apparently  in  good  health.  There  is 
a sudden  intense  abdominal  pain,  at  first 
colicky  ;n  character,  later  becoming  almost 
unremitting,  which  is  followed  by  nausea, 
vomiting  and  perhaps  collapse.  The  abdomen 
becomes  distended,  rigid  and  tender,  tem- 
perature is  subnormal ; the  pulse  is  rapid 
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and  the  quality  is  bad.  Blood  stained  bowel 
movements  are  found  frequently. 

Acute  appendicitis  frequently  goes  to  pus 
formation,  gangrene  and  perforation  before 
subjective  symptoms  are  manifest.  It  would 
seem  impossible  for  an  acutely  inflamed 
arpendix  containing  pus  to  exist  and  not 
produce  symptoms  but  we  know,  and  have 
proven  that  such  is  frequently  the  case. 
Eight  times  I have  found  the  appendix 
acutely  inflamed  while  performing  abdom- 
inal and  pelvic  operations  for  conditions 
other  than  appendicitis.  I have  operated  on 
twelve  cases  of  perforation  of  the  appendix 
in  which  up  to  the  time  of  perforation,  there 
were  no  symptoms  of  disease.  Numerous 
other  surgeons  have  had  the  same  experi- 
ence. One  of  the  cases  was  a bed  patient 
at  St.  Luke’s  Home  for  the  treatment  of  a 
pulmonary  tuberculosis  in  the  year  1915.  His 
record  sheet  showed  his  pulse  and  tempera- 
ture to  be  practically  the  same  as  it  had 
been  during  the  past  month.  He  ate  his 
usual  Sundav  dinner  at  1 p.  m.  At  2 p.  m., 
his  temperature  was  99.6  and  pulse  85.  At 
2.30  p.  m.  he  was  seized  with  a very  severe 
abdominal  pain,  which  he  was  unable  to  lo- 
cate. This  was  followed  by  vomiting  and  a 
general  board-like  rigidity  of  the  abdominal 
muscles.  Dr.  Watkins  saw  him  and  called 
me.  When  I saw  him  at  3 p.  m.,  the  ab- 
dominal rigidity  was  the  same,  temperature 
100  and  pulse  95.  He  gave  no  history  of  a 
previous  abdominal  disturbance,  so  we  could 
not  make  a diagnosis,  other  than  that  he 
had  an  “acute  abdomen’’  with  a probable 
rupture  of  some  abdominal  viscus.  Opera- 
tion at  this  hospital  revealed  a ruptured  ap- 
pendix abscess.  The  appendix  was  removed, 
the  abdomen  drained,  the  patient  placed  in 
Fow'er  position,  the  Murphy  drip  used  and 
a iap:d  recovery  followed.  Here  was  a case 
■n  a hospital  under  the  observation  of  a 
careful  medical  man  and  a trained  nurse, 
with  no  indication  of  a change  in  his  condi- 
tion until  the  appendix  ruptured. 

Acute  pelvic  inflammation  in  which  there 
is  a rupture  of  the  tube  or  a leakage  of  pus 
through  the  fimbriated  extremity  will  fre- 
quently produce  acute  severe  abdominal 
symptom,".  Vaginal  examination  will  reveal 
a rurulent  discharge  and  tender  and  inflam- 
ed pelv'c  organs. 

In  ruptured  ectopic  pregnancy,  the  pain 
may  be  of  such  severity  as  to  cause  the  pa- 
tient to  fall.  There  is  usually  history  of 
missed  menstrual  periods  and  some  vaginal 
hemorrhage  at  the  time  of  the  onset  of 
pain.  There  is  pallor,  small  rapid  pulse  and 
air  hunger,  muscle  rigidity  and  marked  ten- 
derness. In  some  of  the  cases,  vaginal  ex- 
amination will  show  enlargement  of  the 


tube.  There  is  always  some  enlargement 
and  softening  of  the  uterus.  In  one  case 
which  I operated  upon  in  this  hospital  for 
Dr.  John  Wix  Thomas  we  made  a diagnosis 
of  an  “acute  abdomen”  because  of  the  sud- 
den onset  of  acute  pain  in  the  epigastrium ; 
the  incision  was  made  in  the  upper  right 
rectus  with  the  belief  that  the  trouble  was 
in  the  upper  abdomen.  When  the  periton- 
eum was  opened  a large  amount  of  blood 
was  found  which,  on  exploration,  proved  to 
come  from  a ruptured  left  tubal  pregnancy. 
The  upper  abdomen  was  free  from  patho- 
logical disturbance.  The  upper  incision  was 
closed  and  a lower  incision  made.  The  rup- 
tured tube  was  removed  and  patient  made 
a rapid  convalescence. 

Meckel’s  diverticulum  may  cause  symp- 
toms of  “acute  abdomen,”  the  true  nature 
of  which  is  difficult  to  recognize.  Case  No. 
13,080,  male,  age  44,  entered  this  hospital 
February  19,  1928.  Had  an  acute  abdomen 
resulting  from  a diverticulitis  which  was 
fohowed  by  adhesions  and  obstruction  with 
gangrene  of  the  diverticulum  and  intestine. 
In  this  case,  the  diagnosis  was  made  prior 
to  operation  because  of  continued  vomiting, 
visible  peristaltic  movement  and  inability 
to  nass  gas  or  fecal  matter. 

Pneumonia,  especially  in  children,  fre- 
quently deceives  the  physician  into  believ- 
ing that  an  acute  abdominal  condition  ex- 
ists and  at  times  an  x-ray  examination  must 
be  made  to  determine  the  diagnosis.  Acute 
pleurisy,  especially  of  the  diaphragmatic 
type,  may  produce  severe  abdominal  pain. 

Coronary  thrombosis  occasionally  causes 
intensely  severe  epigastric  pain,  nausea, 
vomiUng  and  shock,  typical  of  an  “acute 
abdomen.” 

We  have  a case  of  “acute  abdomen”  in 
the  hospital  now.  The  patient  is  a young 
married  woman  17  years  of  age.  When  first 
seen  by  Dr.  Ploussard,  she  was  suffering 
excruciating  pain  in  the  upper  abdomen  of 
sudden  onset.  There  was  a board-like  rigid- 
ity and  marked  tenderness  over  the  entire 
abdomen.  Temperature  103,  pulse  106  and 
with  a leukocyte  count  of  20,200,  polynu- 
clears  89;  mononuclears  11.  Urine  showed 
a trace  of  albumen.  She  denied  any  knowl- 
edge of  pe’vic  disturbance,  was  just  through 
with  he'r  menstrual  period.  Vaginal  exam- 
ination revealed  slight  discharge  but  no  ab- 
normality of  the  pelvic  organs.  She  has 
since  developed  a cough  without  any  chest 
symptoms.  At  the  present  time  is  much  im- 
proved without  any  special  diagnosis  having 
been  made. 

Don’ts  in  “Acute  Abdomen” 

Don’t  fail  to  make  a complete  physical  ex- 
amination eliminating  extra-abdominal  con- 
ditions before  deciding  on  operation. 
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Don’t  give  physics  when  you  have  an 
“acute  abdomen.” 

Don’t  give  morphine  to  relieve  pain  in 
“acute  abdomen”  until  the  diagnosis  is 
made. 

After  diagnosis  is  made,  don’t  delay  op- 
eration, as  hopes  for  curing  any  of  the 
above  mentioned  surgical  conditions  dimin- 
ish with  each  hour  that  surgical  treatment 
is  witheld. 

DISCUSSION 

DR.  BROCKWAY:  One  condition  has  been  omit- 
ted by  Dr.  Palmer,  and  I feel  it  my  duty  to  men- 
tion, although  it  involves  a personal  experience. 
Some  months  ago  with  what  was  apparently  an 
acute  abdomen.  The  abdomen  was  opened  for  sup- 
posed acute  appendicitis.  Not  finding  this,  pa- 
tient was  turned  over  and  Pott’s  disease  of  the 
spine  found.  Patient  was  relieved  following  the 
operation,  because  of  the  rest  in  bed,  but  when 
able  to  be  up  and  around,  the  symptoms  returned. 
For  the  past  eighteen  months,  * whenever  I have 
a child  as  a patient  and  with  abdominal  symptoms, 
I always  make  it  a rule  to  examine  the  spine. 

EPIDEMIC  CEREBRO-MENINGITIS 

R.  B.  RANEY,  M.  I)., 

Phoenix,  Ariz. 

(Discussion  before  the  monthlv  staff  meeting  of 
Joseph’s  Hospital,  Phoenix,  Ariz.,  in  January, 

In  no  other  malady  is  the  early  diagnosis 
so  important  as  in  this  condition.'  While  the 
onset  of  a typical  case  is  characteristic  and 
leadily  recognized,  still  there  are  numerous 
pitfalls  for  error  in  the  diagnosis,  until  the 
disease  has  progressed  into  the  advanced 
stage.  I would  here  like  to  emphasize  that 
a mortality  of  twenty-five  per  cent  still  ex- 
ists, due  to  a failure  of  the  clinician  to  re- 
cognize the  condition  in  its  earliest  form. 
To  diminish  this  mortality  an  early  diagno- 
sis is  essential  with  the  establishment  of 
the  anti-meningococcic  regime. 

Etiologically  the  disease  is  due  to  the  men- 
ingococcus. Historicaly,  it  occurs  both  in 
epidemic  and  sporadic  forms,  the  epidemics 
occurring  at  ten  to  twenty  year  intervals, 
and  it  is  during  these  epidemics  that  the 
most  fulminating  type  of  the  malady  is  ob- 
served. The  sporadic  cases,  as  a rule  are 
relatively  mild. 

The  symptoms  may  be  described  briefly 
as  follows:  The  onset  is  abrupt,  usually  the 
hour  being  known.  Vague  and  indefinite 
prodromal  signs,  a day  or  two  before  the  on- 
set, are  occasionally  observed,  but  should  be 
considered  more  as  a coincidence  than  a 
symptom.  Headache  is  almost  invariably  a 
constant  feature,  most  intense  in  character, 
associated  with  vomiting  of  a projectile 
type,  elevation  of  temperature  and  prostra- 
tion. Transient  delirium  is  frequently  no- 
ticed and  at  times  assumes  maniacal  char- 
acteristics, being  displaced  in  a few  hours  by 


apathy  showing  marked  irritability  on  being 
disturbed.  If  the  temperature  is  extremely 
high  at  the  onset  of  a moderate  case,  it  may 
drop  in  a few  hours  and  the  patient  remain 
perfectly  rational  throughout  the  remainder 
of  the  illness.  A few  hours  after  the  initial 
onset,  cervical  opisthotonus  and  flexion  of 
the  extremities,  later  in  the  more  grave 
cases  be’ng  replaced  by  extension  and  com- 
plete relaxation.  However  this  has  no  re- 
lation to  an  early  diagnosis.  Kernig’s  and 
Brudzinski’s  signs  are  .frequently  present 
but  are  not  diagnostic,  and  as  a rule,  do  not 
occur  during  the  first  few  hours  of  the  dis- 
ease. The  eyes  show  characteristic  chang- 
es ; during  the  first  few  hours  the  pupils 
are  contracted,  later  giving  place  to  dilation. 
Respiration  is  disturbed  early  in  the  disease, 
being  slow  or  normal  as  a general  rule  and 
most  often  very  irregular.  Biots  and 
Cheyne-Stokes  type  of  respiration  are  en- 
countered. The  pulse  is  rapid  and  irregular. 
Later  in  the  disease  it  may  become  slow 
from  increased  intra-cranial  pressure  and  in- 
flammatory changes,  which  is  a grave  prog- 
nostic sign.  The  blood  count  rises  early, 
ranging  from  twenty-five  thousand  to  fifty 
thousand,  the  polymorphonuclear  cells  pre- 
dominating up  to  80  to  90  percent.  As  a 
note  of  interest  early  blood  cultures  occa- 
sionally show  presence  of  the  characteristic 
organisms.  Vomiting,  as  mentioned  before, 
is  a most  constant  feature  occurring  at  re- 
peated intervals  and  of  a projectile  nature. 
Occasionally  early  joint  pains,  persistent  in 
character  and  associated  with  swelling  and 
hvneremia  of  the  parts  similar  to  an  acute 
inflammatory  rheumatism,  are  present.  The 
spinal  fluid  from  the  onset  of  the  disease 
is  under  pressure.  The  cell  count  is  well 
above  one  hundred  cells  per  cu.  mm.,  usually 
ranging  from  500  to  several  thousand.  The 
meningococci  are  almost  invariably  found, 
decolorizing  by  Gram’s  stain,  occurring  in 
pairs  and  tetrads  both  intra-cellular  and 
extra-cellular. 

The  diagnosis  is  made  from  the  abrupt 
onset,  high  temperature,  vomiting,  head- 
ache, irregular  pulse,  irregular  respirations, 
cervical  tenderness,  hyperesthesia ; spinal 
puncture  clears  up  all  doubt  by  the  increas- 
ed cell  count  and  presence  of  the  organisms. 

Pneumonia  may  simulate  meningitis,  even 
to  spinal  rigidity  and,  further,  pneumonia 
frequently  occurs  in  conjunction  with  the 
disease.  However,  chest  findings  and  spinal 
puncture  readily  clear  up  the  diagnosis.  In 
the  following  cases  such  complications  may 
be  exemplified. 

Case  1.  Patient,  age  40,  operated  for  deviated 
septum,  became  suddenly  ill,  with  a chill,  elevation 
of  temperature  to  104  degrees,  vomiting,  general 
hyperesthesia,  transient  delirium,  and  coughing. 
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Physical  examination  disclosed  cervical  tenderness, 
general  irritability,  consolidation  involving  the  low- 
er right  lobe  of  the  lung.  Spinal  puncture  was 
performed  in  the  first  four  hours  of  the  disease, 
disclosing  a slightly  turbid  fluid.  Thirty  c.c.  of 
anti-meningococcic  serum  was  administered  before 
the  needle  was  removed.  Later  examination  of 
the  fluid  showed  equal  numbers  of  meningococci 
and  pneumococci  present.  On  a subsequent  exam- 
ination on  the  following  day  the  meningococci  had 
entirely  disappeared.  The  symptoms  continued  to 
develop  rapidly,  the  patient’s  general  condition  rap- 
idly went  on  the  decline  and  death  terminated  the 
illness  on  the  fourth  day. 

Case  2.  Female,  age  16,  sudden  illness,  head- 
ache, vomiting,  elevation  of  temperature,  general 
hyperesthesia,  and  physical  signs  of  massive  con- 
solidation of  the  right  lung.  Due  to  presence  of 
marked  headache,  diminished  and  irregular  respira- 
tion, cervical  tenderness,  and  repeated  vomiting,  a 
spinal  puncture  was  performed.  Thirty  c.c.  of  the 
serum  was  given,  even  though  there  was  no  gross 
change  in  the  fluid.  Later  microscopic  examina- 
tion showing  meningococci  and  an  increased  cell 
count.  On  four  more  successive  examinations  and 
administration  of  serum  there  was  a moderate  de- 
crease of  symptoms.  On  the  seventh  day  a pneu- 
monic crisis  occurred,  the  temperature  falling  from 
104  degrees  to  97  degrees,  and  thereafter  fluctuat- 
ing between  97  and  100  degrees  through  a pro- 
tracted convalescence  and  an  uneventful  recovery. 

The  differential  diagnosis  between  these 
two  conditions  is  very  difficult  sometimes, 
and  since  they  are  frequently  complicated 
with  each  other  a spinal  puncture  should  al- 
ways be  resorted  to.  By  it  not  only  can  a 
positive  diagnosis  be  made  but  it  serves  to 
differentiate  other  diseases  of  the  nervous 
system.  Especially  is  this  true  in  cases  of 
meningitis  due  to  the  pneumococcus,  influ- 
enza bacillus,  pyogenic  organisms,  or  in  tu- 
berculosis termination  of  which  is  invari- 
ably fatal. 

In  tuberculous  meningitis  the  onset  is  in- 
sidious, stupor  takes  the  place  of  delirium, 
hyperesthesia  is  not  so  pronounced,  it  is 
usually  secondary  to  tuberculous  infection 
elsewhere  in  the  body;  the  blood  count  is 
relatively  low;  the  spinal  fluid  count  seldom 
goes  above  100  cells  per  cm.,  the  small 
lymphocyte  predominating  from  50  to  80 
per  cent.  Influenzal  and  pneumococcic,  as 
well  as  pyogenic  meningitis,  are  usually  sec- 
ondary to  preexisting  infections,  and  the 
spinal  fluid  examination  readily  clears  up 
the  diagnosis.  Acute  inflammatory  rheuma- 
tism is  occasionally  a pitfall,  and  especially 
does  it  resemble  the  atypical  chronic  menin- 
gococcic  infection  frequently  found  in  spo- 
radic cases,  presenting  minor  cerebral  mani- 
festations, wiht  joint  swelling  and  pain. 
Rheumatism,  however,  is  frequently  associ- 
ated with  septic  endocarditis,  or  throat  man- 
ifestations, the  joints  swelling  and  pain  be- 
ing more  marked.  Spinal  puncture  should 
be  done  in  all  such  cases,  for  it  is  practical- 
ly free  from  danger,  is  not  difficult,  and 
clears  up  all  question  of  doubt.  Typhoid  fe- 


ver may,  at  times,  be  confusing,  but  the 
presence  of  a high  fever,  slow  pulse,  leuco- 
penia,  regular  respirations,  should  clear  up 
the  situations ; however,  if  doubt  remains, 
spinal  puncture  should  be  the  first  labora- 
tory procedure  resorted  to.  Acute  anterior 
poliomyelitis  is,  at  times,  most  confusing. 
If  the  first  spinal  puncture  does  not  clear  up 
the  diagnosis  it  should  be  repeated. 

The  complications  usually  seen  are  pneu- 
monia, otitis  media,  conjunctivitis,  choroi- 
ditis. The  sequellae,  since  the  advent  of  the 
anti-meningococcic  serum  have  been  mark- 
edly diminished  and  will  not  be  mentioned 
in  detail.  They  are  strabismus,  facial  par- 
alysis, hemiplegia,  monoplegia  and  diplegia, 
and  basilar  meningitis  with  chronic  hydro- 
cephalus. 


AN  ACUTE  INFECTION  WITH  PUL- 
MONARY EDEMA 

(Discussion  of  Case  14201,  Case  Records 
of  Massachusetts  General  Hospital,  New 
Eng.  Jour,  of  Med.,  July  5,  1928,  p.  39.) 

CASE  RECORD 

An  American  schoolgirl  twelve  years  old  was 
brought  to  the  Emergency  Ward  October  22  in  ex- 
treme prostration.  The  history  was  given  by  her 
parents,  who  were  strikingly  unable  to  answer  any 
questions  leading  tc/  a diagnosis. 

Since  October  17  she  had  not  felt  well,  and  on 
October  19  she  stopped  school.  Her  only  complaints 
during  the  illness  were  lassitude,  slight  morning 
cough,  loss  of  appetite  and  mild  pain  between  the 
shoulders.  She  was  thought  to  have  been  fever- 
ish for  two  or  three  days.  October  21  it  was  no- 
ticed that  her  breathing  was  labored  and  rattling 
and  chat  she  was  becoming  cyanotic.  That  night 
the  physician  said  her  temperature  was  about  102°. 

There  was  no  history  of  operation,  sinus,  throat 
or  dental  symptoms,  foreign  body  aspiration,  mark- 
ed headache,  vomiting,  mental  disturbance,  chills, 
sweats,  hemoptysis,  bleeding,  severe  pain  or  sore 
joints. 

Physical  examination  was  cursory  because  of  her 
condition.  It  showed  a cyanotic  girl  in  semistupor, 
with  prolonged  expiratory  rattle  and  irregular  in- 
spiratory gasps  with  clicking  of  the  teeth.  The 
throat  was  negative  except  for  frothy  exudate 
through  which  she  breathed.  There  was  no  mem- 
brane. There  was  no  tenderness  over  the  sinuses. 
The  chest  was  resonant  throughout.  The  breath 
sounds  were  obscured  by  loud  coarse  moist  rales 
of  extreme  pulmonary  edema.  Tactile  fremitus  and 
whispered  and  spoken  voice  were  not  elicited.  The 
heart  was  negative  except  for  a rate  of  160  to 
180.  The  pulse  at  first  was  of  fair  quality,  better 
than  her  appearance  indicated.  The  abdomen  and 
extremities  were  negative  except  for  cyanosis. 

The  temperature  and  respiratory  rate  are  not 
recorded. 

She  was  put  upon  the  dangerous  list  immediate- 
ly, and  was  given  atropin,  nitroglycerin,  adrenalin, 
caffein  and  digitalis.  Venesection  was  attempted. 
In  less  than  three  hours  she  died. 

Discussion  of  Group  III,  of  Yavapai  Coun- 
ty Medical  Society  and  Medical  Officers  of 
Fort  Whipple,  at  meeting  of  Dec.  18.  1928. 

DR.  JOHN  D.  BROOKS,  Whipple,  Ariz. 

The  history  speaks  for  itself.  There  is  one  thing, 
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though,  that  strikes  me  as  strange;  the  parents 
of  this  child  were  unable  to  give  any  symptoma- 
tology to  assist  in  a diagnosis.  Our  group,  how- 
ever, did  not  discuss  that  feature. 

This  child  was  sick  only  five  days  from  the  be- 
ginning of  the  illness,  two  of  which  days  she  went 
to  school.  On  the  third  day,  the  19th  of  October, 
she  was  too  ill  to  go  to  school  and  stayed  at  home. 
Her  only  complaints  were  lassitude,  slight  morning 
cough,  loss  of  appetite  and  pain  between  the  shoul- 
ders. The  parents  thought  she  had  fever  but  did 
not  determine  it.  On  the  21st,  before  she  was 
brought  to  the  hospital,  she  became  very  much 
worse  and  breathing  became  labored  and  rattling. 
Her  parents  sent  for  the  doctor  who  said  her  tem- 
perature was  about  102.  How  he  guessed  it  we  do 
not  know.  There  are  no  other  symptoms  obtain- 
able. When  brought  to  the  hospital  she  was  in 
semi-stupor,  with  prolonged  expiratory  rattle  and 
irregular  inspiratory  gasps  with  clicking  of  the 
teeth;  in  other  words,  difficult  breathing.  There 
was  no  membrane  , though  she  was  breathing 
through  a frothy  mixture,  which  they  say  was  due 
to  pulmonary  edema.  There  was  no  blood  exam- 
ination. 

This  child  certainly  had  something  in  the  chest 
that  caused  the  trouble.  There  is  no  pulse  or  tem- 
perature rate  to  go  by,  but  she  certainly  had  some 
intrathoracic  condition  which  we  believe  is  the 
cause  of  death.  She  died  within  three  hours.  The 
stimulation  which  they  gave  her  evidently  had  no 
effect.  They  attempted  venesection.  Why  this  was 
not  successful,  or  accomplished,  we  do  not  know. 
Probably  she  was  dying  when  it  was  attempted 
and  they  did  not  go  very  far  with  it. 

This  case  could  be  a pnueumonia;  it  could  be 
influenza;  it  could  be  infantile  paralysis,  begin- 
ning with  a severe  type  which  died  before  paraly- 
sis appeared;  it  could  be  foreign  body  even  though 
we  have  no  symptoms  of  foreign  bodv  in  the 
throat. 


I)R.  I.  D.  LOEWY,  Whipple,  Ariz. 

Assuming,  as  we  must,  that  the  history  is  correct 
and  this  child  was  well  five  days  before  death,  it 
would  appear  that  the  only  thing  which  could 
cause  death  is  some  fulminating  acute  infection. 
The  acute  infections  common  to  children,  which 
may  take  on  fulminating  type,  are  three;  epidemic 
cerebro-spinal  meningitis,  infantile  paralysis  and 
influenza  with  bronchopneumonia.  There  may  be 
other  causes,  such  as  septicemia,  especially  hemo- 
lytic streptococcus  septicemia,  but  the  three  most 
common  causes  are  as  stated. 

To  consider  for  a moment  epidemic  cerebro- 
spinal  meningitis;  it  may  incubate  in  a very  short 
period  of  two  days;  would  always  have,  if  the 
parents  watched  at  all,  certain  signs  and  symp- 
toms such  as  headache,  rigidity  of  the  neck,  con- 
vulsions, pain  and  other  signs.  There  are  abso- 
lutely no  signs  in  this  case  of  any  premonitory 
symptoms  or  any  prodromes  which  would  lead  us 
to  believe  the  infection  to  be  in  the  cerebro-spinal 
tract,  and  we  can  not  believe  that  cerebro-spinal 
meningitis  of  the  most  fulminating  type  would  not 
leave  some  symptoms  for  the  family,  hospital  or 
doctors  to  find. 

The  retraction,  rigidity  and  eye  symptoms  of  in- 
creased pressure  would  point  to  infantile  paraly- 
sis. The  same)  thing  is  true  in  the  fulminating 
type,  which  is  also  known  as  acute  anterior  polio- 
myelitis, in  which  we  have  the  ascending  type  of 
spinal  paralysis,  Landry’s  paralysis,  which  rapidly 
winds  up  with  respiratory  failure.  The  froth  in 
the  throat  which  she  breathed  may  mean  that  she 
was  unable  to  clear  her  throat  and  get  rid  of  it, 


due  to  paralysis.  The  coma  and  her  general  condi- 
tion is  such  that  only  deductions  can  be  made. 

In  coining  to  septicemia,  which  may  be  fulminat- 
ing, especially  the  hemolytic  streptococcus  type 
and  which  gains  entrance  through  the  throat  and 
tonsils  and  enters  the  blood  stream  without  leav- 
ing any  evidence  in  the  throat,  it  is  not  common, 
but  we  have  seen  cases  of  simple  sore  throat  in 
three  to  five  days  die  of  septicemia  produced  by 
the  hemolytic  streptococcus.  However,  if  we  were 
to  believe  that  is  the  diagnosis  in  this  case,  it 
would  be  a pure  matter  of  guess  work. 

Coming  to  influenza,  or  bronchopneumonia  with- 
out influenza,  (we  are  not  able  to  place  influenza 
accurately)  we  do  not  know  the  date  of  occur- 
rence and  do  not  know  which  year  this  child  was 
taken  sick,  nor  whether  there  was  an  epidemic 
around  Boston.  The  only  symptoms  noted  point 
towards  the  chest,  slight  morning  cough,  pain  be- 
tween shoulder  blades,  lassitude;  physical  exam- 
ination of  the  lungs  reveals  that  they  were  reso- 
nant throughout  but  full  of  coarse  rales  of  pul- 
monary edema  , which  is  more  or  less  terminal.  In 
going  over  the  causes  of  death  in  children  of  this 
age,  (we  can  only  go  by  what  we  have  in  the 
case  history),  the  three  most  common  causes  have 
been  named;  epidemic  cerebro-spinal  meningitis, 
infantile  paralysis  and  influenza  with  broncho- 
pneumonia. We  give  bronchopneumonia  as  the 
most  likely. 


I)R.  E.  A.  GATTERDAM,  Whipple,  Ariz. 

In  the  case  of  a child  coming  in  in  this  condi- 
tion there  are  only  a few  things  to  consider.  Cyano- 
sis in  a child  is  usually  caused  by  one  of  three 
things;  first,  cardiac,  possibly  a congenital  lesion; 
second,  poisoning,  as  from  shoe-dye,  aniline  dye  or 
nitrobenzol  (a  great  deal  of  this  was  seen  in  the 
army);  third,  edema  of  lungs. 

Cardiac  conditions  causing  cyanosis  are  more  or 
less  familiar  as  a terminal  proposition,  with  a 
backing  up  of  blood  in  the  lungs  and  resultant 
edema  and  cyanosis.  There  is  nothing  in  the  his- 
tory or  physical  examination  to  give  us  any  idea 
of  heart  condition;  in  fact  the  condition  is  too 
acute. 

We  have  a case  of  marked  edema  of  the  lungs 
apparently  filled  with  froth.  One  of  the  most  com- 
mon causes  of  this,  wtih  temperature  and  death, 
is  influenza.  The  pathology  of  influenza  has  been 
worked  out  fairly  satisfactorily  by  Blake.  Winter- 
nitz,  working  on  chlorine  gas  poisoning  of  the  lung, 
showed  the  pathology  to  be  the  same  as  in  influ- 
enza. Blake  injected  monkeys,  through  the  trachea, 
with  hemolytic  streptococcus,  infuenza  bacillus  and 
pneumococcus.  He  found  the  pneumococcus  devel- 
oped a localized  massive  pneumonia,  lobar  type, 
with  early  involvement  of  the  pleura  and  therefore 
early  pain.  The  pneumonia  went  on  to  consolida- 
tion, resolution  took  place,  and  following  this  the 
lung  returned  to  normal.  In  other  words  ihere 
was  no  destruction  of  tissue  or  epithelium,  no  scar 
tissue  formation,  and  no  involvement  of  nasal  si- 
nuses. The  streptococcus  in  itself  did  not  cause 
pneumonia, — there  must  be  a primary  injury  for 
it  to  take  hold.  In  these  cases  where  they  did  get 
pneumonia,  it  was  considered  that  the  injection  in- 
to the  trachea  was  the  primary  injury.  In  these 
cases  there  was  involvement  of  the  mucous  mem- 
brane of  the  bronchi,  involvement  of  the  lung 
with  uliceration  and  scar  tissue  'ormation;  the 
pleura  became  involved  late.  In  other  words,  de- 
veloped wet  lung  in  many  cases.  The  lung  showed 
no  definite  massive  areas  of  consolidation  but  just 
spongy  masses  filled  with  serum  or  fluid.  The  in- 
fluenza bacillus  caused  infection  of  the  mucous 
membrane  of  the  nares  and  lung.  It  caused  an 
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injury  to  the  membrane  but  did  not  go  on  to  scar 
tissue  formation.  In  influenza  the  primary  lesion 
was  caused  by  the  influenza  bacillus,  with  a sec- 
ondary streptococcus  invasion.  The  pathology  of 
gassing  and  influenza  was  identical.  Initial  in- 
jury was  caused  by  chlorine  gas,  bacteria  of  the 
mouth  and  throat  invaded  the  lung  and  later  de- 
veloped pneumonia  (if  cases  lived  long  enough), 
or  bronchitis  or  lung  abscess,  the  same  as  in  in- 
fluenza. In  most  of  the  cases  of  influenza  that  died 
during  the  epidemic  (we  had  about  14,000  cases  at 
Camp  Custer)  the  lung  findings  were  not  marked; 
there  was  no  dulness,  no  tubular  breathing;  the 
patients  were  very  cyanotic  and  lungs  full  of  mois- 
ture. 

In  the  case  of  this  child  with  prodromal  symp- 
toms of  a day  or  so,  not  feeling  well,  it  is  pos- 
sible it  occurred  during  the  epidemic  of  influenza. 
If  it  occurred  in  1918  in  the  fall,  or  during  the  last 
months  here,  practically  every  one  of  us  would 
have  diagnosed  it  as  influenza  and  probably  bron- 
chopneumonia. A number  of  cases  also  seen  during 
epidemic  were  those  who  had  a little  cough  and  a 
little  temperature,  up  and  around,  and  then  sud- 
denly brought  to  the  hospital  in  extremis.  Our 
group  feels  that  this  case  fits  into  that  picture 
better  than  anything  else  as  far  as  history  and 
physical  findings  are  concerned. 

Our  diagnosis  is  influenza  with  massive  edema 
or  wet  lung  and  possibly  bronchopneumonia. 


Discussion  at  Massachusetts  General  Hos- 
pital. 

RICHARD  C.  CABOT,  M.  D. 

NOTES  ON  THE  HISTORY 

You  see  they  are  very  suspicious  of  these  par- 
ents. 

As  I go  back  over  a good  many  years  of  trying 
to  guess  at  diagnoses  here  one  of  the  things  that 
I am  clearest  about  is  that  we  are  very  apt  to 
go  wrong  if  we  do  not  get  a good  history.  We 
go  wrong  on  lack  of  good  history  more  often  than 
we  do  on  lacks  in  the  physical  examination.  If  I 
had  to  choose  between  the  two  I would  take  the 
history  every  time . So  we  start  out  with  poor 
courage  for  our  diagnosis. 

Her  only  complaints  during  the  illness  were 
lassitude,  slight  morning  cough,  loss  of  appetite 
and  mild  pain  between  the  shoulders.”  In  other 
words  the  evidences  of  an  infection,  perhaps  re- 
spiratory. 

October  21  it  was  noticed  that  her  breathing 
was  labored  and  rattling  and  that  she  was  becom- 
ing cyanotic.”  That  makes  us  think  of  pneumonia. 

. ?re  tr>'ing  to  exclude  septicemia,  meningi- 

tis, foreign  body  in  the  lung,  miliary  tuberculosis 
and  acute  septicemia  from  the  streptococcus.  But 
with  that  history  I do  not  see  how  we  can  exclude 
any  of  them. 


NO'rE.S  ON  THE  PHYSICAL  EXAMINATION 
Physical  examination  was  cursorv  because  of 
her  condition.”  I like  to  see  a record  like  that.  I 
have  seen  people  I believe  hurried  into  a better 
world  by  a thorough  physical  examination,  people 
who  were  so  sick  that  they  ought  to  have  been  let 
alone.  1 think  we  are  more  careful  about  that, 
there  was  a time  when  the  house  officers  thought 
they  had  to  make  a complete  physical  examina- 
tmn  no  matter  what  the  condition  was,  so  that  they 
next  day°W  ^ Vlsiting  Physician  something  the 

This  is  the  description  of  a moribund  patient, 
mregulanty  of  breathing  and  spasmodic  movements 
ot  the  jays.  Moribund  from  what?  We  cannot  say. 
1 might  digress  here  a moment  to  speak  of  an  ex- 
perience of  mine.  Years  ago  I was  teaching  physi- 


cal diagnosis  in  the  wards.  I took  the  group  to  the 
bedside  of  a man  with  a history  something  like 
this.  I pointed  out  one  symptom  which  I warned 
them  always  meant  death.  That  was  the  so-called 
“sternomastoid  breathing”  when  the  chin  goes  up 
with  each  inspiration.  We  stood  around  him  a 
while  and  they  admired  my  experience  and  skill. 
Two  days  later  I met  the  same  group  again  and 
the  patient  was  sitting  up.  He  got  entirely  well. 
I think  most  people  would  have  made  the  same 
mistake  that  I did,  though  perhaps  they  would  not 
have  rubbed  it  in  so  much  as  I did  and  so  would 
not  have  looked  quite  so  foolish  in  the  end.  And 
I will  say  now  that  nine  hundred  and  ninety-nine 
out  of  a thousand  who  have  sternomastoid  breath- 
ing will  shortly  die;  but  he  did  not. 

“The  throat  was  negative  except  for  frothy  exu- 
date through  which  she  breathed.”  That  means 
again  simply  chat  she  is  so  weak  that  she  cannot 
clear  her  throat.  It  does  not  point  to  any  particu- 
lar disease,  merely  extreme  waekness. 

You  see  they  are  examining  those  sinuses  very 
carefully  because  they  are  thinking  of  meningitis 
starting  in  a sinus  infection. 

We  have  nothing  to  indicate  infection  but  that 
temperature  the  night  before  which  wre  know  was 
102°. 

DIFFERENTIAL  DAGNOSES 
We  must  assume  that  we  got  somewhere  near 
the  truth  on  the  history,  that  is,  that  she  has  not 
been  sick  in  bed  for  a long  time.  We  cannot  at- 
tempt any  diagnosis  without  some  assumptions.  I 
should  say,  secondly,  we  had  better  believe  that  it 
is  an  infection.  Third,  the  one  sign  that  we  are 
clear  about  is  cyanosis.  So  presumably  it  is  a re- 
spiratory infection  or  an  infection  along  with  re- 
spiratory difficulty. 

WTe  must  think  of  pneumonia  first.  You  wonder 
perhaps  how  you  could  have  a pneumonia  wTith  such 
a chest  as  that.  You  could  not  if  it  had  been  thor- 
oughly examined,  including  an  x-ray,  which  of 
course  it  was  not  right  to  do  considering  the  con- 
dition. But  as  it  is  I do  not  see  how  we  can  rule 
out  pneumonia.  Second,  miliary  tuberculosis.  Mili- 
ary tuberculosis  almost  never  gives  any  more  cya- 
nosis than  this.  Even  if  we  had  had  a thorough 
examination  it  very  probably  would  not  have  shown 
any  more  than  this  showed. 

Could  this  be  a heart  disease  with  cyanosis  sec- 
ondary to  that  ? Not  if  the  history  is  true.  No 
one  ever  dies  of  heart  disease  in  five  days  at  her 
age,  so  far  as  I know.  Of  course  an  old  person 
could  die  in  a few  days  or  a few  months  from 
cardiac  infarct  or  rupture  of  the  heart.  But  you 
do  not  have  those  things  at  this  age. 

We  have  no  blood  or  urine  examinations  at  all. 
Could  it  have  been  any  disease  of  the  blood?  An 
acute  leukemia  ? Even  in  the  acute  leukemias  we 
usually  have  something  more  in  the  way  of  physi- 
cal signs  than  this,  hemorrhage,  anemia,  a pal- 
pable spleen,  or  glands.  Leukemia  is  not  probable, 
though  not  impossible,  because  we  have  no  blood 
examination. 

Acute  uremia  ? I should  say  no,  on  account  of 
the  shortness  of  the  history  and  the  age.  Acute 
uremia  occurs  sometimes  in  an  old  person.  But 
not  with  this  history  and  in  a young  person. 

Could  this  be  a thymus  death?  A death  associat- 
ed with  an  enlarged  thymus,  status  lymphaticus  ? 

I do  not  know  enough  to  say  no.  That  is  among 
the  possibilities,  as  far  as  I know.  I do  not 
know  very  much  about  that  disease.  But  the  cases 
I have  seen  have  had  some  slight  attacks  before 
the  final  fatal  one. 

Of  course  we  can  only  speculate  about  the  pos- 
sibilities of  poisoning,  accidental  or  criminal.  We 
are  suspicious  about  these  parents;  but  I do  not 
see  any  use  in  letting  our  minds  wander  in  that 
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direction.  Methemoglobinemia  I have  seen  give  a 
picture  a little  like  this,  but  with  a more  distinct 
brownish  tinge  in  the  cyanosis. 

Can  this  be  meningitis  ? I should  say  it  is  im- 
probable because  of  the  absence  of  stiff  neck  and 
Kernig.  They  are  both  easy  things  to  see  and 
certainly  would  have  been  reported  if  they  Pad  been 
there.  I do  not  believe  it  is  meningitis  unless  that 
type  of  meningitis  which  forms  part  of  a miliary 
tuberculosis. 

Miliary  tuberculosis  and  pneumonia  I think  are 
the  most  probable  diagnoses.  Thymus  death  I 
should  say  comes  next.  But  the  best  bet  of  all  is 
something  we  have  not  thought  of  at  all.  In  the 
old  days  when  I used  to  discuss  cases  with  Dr. 
Maurice  Richardson  and  others,  we  used  to  say 
what  we  thought  the  diagnosis  was  and  then  Dr. 
Richardson  would  say,  “Well,  I will  take  the  field 
against  all  of  you.”  He  would  bet  it  was  some- 
thing other  than  anything  we  had  named,  and  he 
was  very  apt  to  come  out  right.  I think  I would 
“take  the  field”  if  I were  allowed  to  here. 

A Student:  How  about  influenza? 

Dr.  Cabot:  Influenza  pneumonia?  1 did  not  try 
to  distinguish  between  the  different  types  of  pneu- 
monia. I meant  to  include  influenza  pneumonia 
along  with  the  rest. 

A Student:  What  about  poisoning  with  acute  ne- 
phritis as  a result  ? 

Dr.  Cabot:  That  gets  us  into  the  region  of  spec- 
ulation. I do  not  see  how  it  can  be  excluded.  But 
most  cases  that  I have  seen  have  had  edema,  con- 
vulsions, and  some  history  of  abnormalities  in  the 
urine  noticed  by  the  parents.  I think  I feel  safer 
in  saying  this  probably  is  not  chat  chan  in  most 
of  the  things  I have  been  saying. 

A Student:  How  about  paralysis  of  the  bulbar 
type  ? 

Dr.  Cabot:  I have  never  known  it  to  cause  such 
cyanosis  in  the  absence  of  any  known  paralysis. 
But  we  are  not  told  that  the  breathing  seemed  ob- 
structed in  that  way.  I may  be  wrong,  but  it 
would  not  have  occurred  to  me  to  think  of  that. 

A Student:  How  about  acute  passive  congestion? 

Dr.  Cabot:  Of  the  lungs?  That  usually  means 
pneumonia. 

A Student:  I mean  due  to  a weak  heart. 

Dr.  Cabot:  I do  not  know  of  anybody’s  ever  get- 
ting a weak  heart  in  five  days  at  this  age.  I do 
not  believe  the  trouble  is  in  the  heart. 

A Student:  Could  it  have  been  a diphtheria  and 
an  infection  in  the  low’er  bronchi? 

Dr.  Cabot:  That  is  a good  point.  I forgot  that, — 
laryngeal  diphtheria,  not  visible  on  inspection  of 
the  fauces,  but  causing  suffocation.  I have  seen 
very  little  diphtheria  in  my  clinical  life  and  I am 
uncertain  about  it.  But  I do  not  see  how  it  can  be 
excluded. 

A Student:  Could  not  the  resonant  chest  be  ac- 
counted for  by  acute  emphysema? 

Dr.  Cabot:  That  is  right  enough  as  long  as  you 
do  not  expect  anything  to  be  found  to  show  for  it 
post  mortem.  That  certainly  happens  in  pneu- 
monia. 

A Student:  Could  she  have  enlarged  bronchial 
glands? 

Dr.  Cabot:  I had  not  thought  of  chat — sudden 
blocking  of  the  trachea  or  bronchi  from  enlarged 
bronchial  glands.  But  the  cases  I have  known 
have  given  more  definite  local  symptoms. 

A Student:  How  about  acute  hydrocephalus? 

Dr.  Cabot:  That  is  of  course  a part  of  menin- 
gitis. I think  we  should  have  to  have  more  brain 
symptoms  and  more  meningeal  symptoms  than 
are  written  down  here. 


A Student:  Does  not  acute  pulmonary  edema  oc- 
cur without  any  known  etiology? 

Dr.  Cabot:  Yes,  in  chronic  nephritis  and  arterio- 
sclerotic casesin  old  people.  But  I have  never 
known  a case  without  a chronic  oackground  of 
that  sort. 

CLINICAL  DIAGNOSIS  (From  Hospital  Recorj  ) 

Pulmonary  edema,  cause  unknown. 

Pneumonia  ? 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS 

Pneumonia  ? or 

Miliary  tuberculosis?  or 

Possibly  status  lymphaticus? 

ANATOMIC  DIAGNOSES 

1.  Primary  disease. 

Acute  anterior  poliomyelitis. 

2.  Secondary  or  terminal  lesions. 

Bronchopneumonia,  hemolytic  streptococcus. 

Toxic  necrosis  of  Malpighian  corpuscles. 

Dr.  Tracy  B.  Mallory:  The  most  noticeable  fea- 
ture about  this  case  post-mortem  was  a tremen- 
dous, edema  of  the  lungs, — acute  congestion  and 
edema.  That  was  so  marked  that  in  gross  it  was 
very  difficult  to  make  out  much  more.  There  was, 
however,  a marked  bronchitis  with  hemorrhages  in 
the  mucosa  of  even  the  smallest  bronchioles. 
Smears  from  the  bronchi  and  also  from  the  lung 
tissue  itself  showed  pneumococci  and  hemolytic 
streptococci  in  considerable  numbers.  This  picture 
so  far  is  fairly  characteristic  of  an  influenzal  type 
of  bronchopneumonia.  We  were  not  able,  however, 
to  find  any  influenza  bacilli  in  our  smears  or  cul- 
tures. 

Gross  examination  of  the  other  organs  failed  to 
help  us  further.  The  thymus  was  large,  weighing 
25  grams,  which  is  close  to  the  upper  limit  of  nor- 
mal or  perhaps  slightly  above.  The  girl  had  other 
evidence  of  endocrine  abnormalities  in  that,  though 
only  twelve  years  old,  the  secondary  sexual  char- 
acteristics were  developed  to  a point  suggesting 
fifteen  or  sixteen. 

The  brain  and  spinal  cord  were  removed  but  pre- 
sented nothing  remarkable  in  gross. 

Microscopic  examination  showed  a very  acute 
bronchitis  and  bronchopneumonia  and  also  well 
marked  toxic  necrosis  of  the  Malpighian  corpus- 
cles of  the  spleen.  This  is  by  no  means  an  impos- 
sible finding  in  hemolytic  streptococcus  septicemia, 
but  is  nevertheless  relatively  uncommon.  It  is  more- 
over an  almost  invariable  finding  in  anterior  polio- 
myelitis. Sections  of  the  spinal  cord  definitely 
proved  the  presence  of  the  latter,  well  marked  ne- 
crosis of  nerve  cells  and  the  typical  perivascular 
infiltration  of  lymphocytes  being  present. 

Dr.  Cabot:  The  finding  of  acute  anterior  oolio- 
myelitis  is  of  course  a complete  surprise.  Looking 
back  over  the  record  as  we  have  it  I see  nothing 
on  which  we  could  have  built  up  any  such  diagno- 
sis or  even  a suspicion  of  it.  It  is  of  especial  in- 
terest to  me  that  even  after  five  days  of  an  ill- 
ness which  in  all  probability  must  have  included 
poliomyelitis  from  the  very  start  no  evidences  of 
oaralysis  were  detected. 

Was  there  a great  deal  of  blood  in  the  lungs 
and  the  bronchi  ? 

Dr.  Mallorv:  All  through  them.  We  were  not 

able  to  find  influenza  bacilli. 

Dr.  Cabot:  That  is  what  you  expect,  isn’t  it,  in 
influenza  pneumonia? 

Dr.  Mallory:  Yes,  very  often. 

Dr.  Cabot:  The  heart  showed  nothing? 

Dr.  Mallory:  Everything  else  was  entirely  nega- 
tive. 


MARCH,  1929 
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A CASE  OF  COMA. 

Discussions  of  Case  14191,  Case  Records 
of  the  Massachusetts  General  Hospital,  New 
Eng.  Jour,  of  Med.,  June  28,  1928,  p.  1008.) 

CASE  RECORD 

An  unmarried  Irish-American  woman  sixty-seven 
years  old  entered  the  hospital  March  17  in  coma. 
The  history  is  limited  to  a few  facts  obtained  from 
a brother  who  did  not  live  with  her  land  from  a 
nurse  who  brought  her  in. 

For  a year  or  more  she  had  had  attacks  of  dys- 
pnea on  exertion  and  her  activity  had  been  limited 
more  or  less.  A week  before  admission  she  became 
rather  suddenly  ill  with  What  seemed  to  be  a respir- 
atory infection.  She  had  been  in  bed.  The  day  of 
admission  she  became  very  much  worse.  Halfway 
to  the  hospital  she  went  into  coma.  There  was  no 
definite  knowledge  of  medication  except  that  her 
doctor  gave  her  two  pills  containing  digitalis  early 
the  evening  of  admission,  and  that  before  starting 
for  the  hospital  she  was  given  a quarter  grain  of 
morphia. 

Clinical  examination  showed  a woman  obviously 
moribund  lying  propped  up,  comatose,  breathing 
with  great  difficulty.  Only  a very  cursory  exam- 
ination was  done.  Face  and  hands  intensely  cyano- 
tic. Hands  clammy.  Profuse  perspiration.  Lungs 
examined  only  superficially  over  the  front.  In  the 
upper  right  chest  to  the  level  of  the  fourth  rib 
dullness,  bronchovesicular  breathing  and  many 
moist  rales.  Apex  impulse  of  the  heart  not  seen 
or  felt.  Left  border  of  dullness  LI  centimeters  to 
the  left  of  midsternum ; fairly  marked  enlargement 
to  the  left.  Rate  rapid.  Action  regular.  Sounds  of 
fair  quality,  not  muffled.  At  the  apex  a to-and-fro 
murmur,  apparently  a rub.  Sounds  at  the  base  ob- 
scured by  respiration.  Pulses  weak  and  thready. 
Artery  walls  not  palpable.  Blood  pressure  100/60 
to  180/100.  Abdomen  large,  soft,  tympanitic.  Ques- 
tionable liver  edge  palpable.  (Nothing  felt  but  a 
vague  resistance.)  Extremities  cold.  No  edema. 
Pupils  and  knee-jerks  normal. 

No  laboratory  work  was  done. 

Temperature  104.9°,  rectal.  Pulse  140  Respira- 
tions 40. 

The  patient  was  given  caffein  and  adrenalin  and 
propped  up  with  her  head  high.  Her  color  became 
better  and  her  hands  and  feet  warm.  At  ten  o’clock 
in  theevening  she  was  given  three  grains  of  digi- 
tolin  intramuscularly.  This  was  repeated  at  11  p.m. 
and  at  midnight.  Her  pulse  slowed  slightly  and  be- 
came stronger,  and  she  seemed  to  recognize  her 
brother.  Caffein  was  repeated  at  11  p.m.  and  1 a.m. 
The  blood  pressure  fell  slightly  and  the  pulse  came 
down  to  120  at  one  o’clock.  A little  over  an  hour 
later  her  respiration  suddenly  stopped.  Her  heart 
continued  to  beat  for  a few  moments. 


Discussion  of  Group  I,  of  Yavapai  County 
Medical  Society  and  Medical  Officers  of  Fort 
Whipple,  at  meeting  of  Dec.  18,  1928. 

DR.  C.  C.  BENEDICT,  Whipple,  Ariz. 

You  will  note  from  this  history  that  the  patient 
was  taken  ill  in  March,  which  we  think  may  pos- 
sibly be  of  some  significance,  inasmuch  as  this 
occurred  in  an  eastern  state.  From  the  history 
just  read  you  will  see  that  this  woman  of  67  years 
was  admitted  to  the  hospital  and  died  in  about 
twelve  hours.  Because  of  the  marked  cyanosis, 
dyspnea  and  coma,  it  was  probable  she  suffered 
from  some  overwhelming  toxemia;  there  was  very 
little  time  for  examination.  It  is  quite  evident  to 
us  that  there  was  an  acute  severe  cardiopulmonary 
involvement.  The  history  gives  a story  of  dysp- 


nea on  slight  exertion,  probably  extending  over 
quite  a length  of  time,  that  is,  before  this  acute 
fatal  illness  came  on.  As  to  the  causes  of  that  dys- 
pnea on  exertion,  we  believe  it  did  have  something 
to  do  with  the  fatal  termination  of  the  acute  illness. 
It  is  possible  that  she  may  have  had  cardiac  disease 
for  quite  a period  which  resulted  in  her  dyspnea  on 
exertion,  but  the  examination  failed  to  reveal  any 
physical  signs  of  a present  valvular  lesion.  That  “to 
and  fro”  rub,  which  they  called  a murmur,  might 
have  meant  a pericarditis,  but  that  did  not  kill  her; 
that  would  not  be  the  cause  of  her  dyspnea  on  slight 
exertion,  which  was  enough  to  affect  her  daily  la- 
bor, and  she  had  to  favor  herself  because  of  these  at- 
tacks. She  might  have  had  miti-al  stenosis  which 
would  account  for  the  attacks,  but  the  physical  ex- 
amination fails  to  bring-  out  any  presystolic  murmur  ; 
Oil-  there  may  have  been  a myocarditis,  but  examina- 
tion fails  to  reveal  any  evidence  of  myocarditis  oth- 
er than  her  marked  cyanosis.  Possibly  the  dyspnea 
may  have  been  due  to  obesity,  although  the  history 
does  not  say  she  was  obese,  merely  that  tne  aodo- 
men  was  large  and  soft  and  somewhat  tympanitic, 
we  are  at  a loss  to  know  just  how  far  this  cardiac 
condition,  which  we  believe  she  had  previously,  fig- 
ured in  her  fatal  illness  and  death.  Aside  from  the 
fact  that  the  abdomen  was  large  and  soft,  there  is 
one  condition  which  might  indicate  some  pathology 
there:  they  do  say  there  was  a suspicion  of  liver 
prominence  although  they  could  not  be  positive  of 
it  and  in  fact  are  almost  negative  in  their  state- 
ment. I do  not  think  of  any  condition  in  the  abdo- 
men that  might  have  contributed  to  her  death. 
Whatever  there  was  was  secondary  to  her  cardio- 
pulmonary involvement.  I do  believe  the  post  mor- 
tem will  show  fluid  in  the  abdomen.  It  is  said 
there  was  no  edema;  we  presume  they  meant  of 
the  extremities.  With  the  back  up  of  pulmonary 
circulation  she  must  have  had  with  the  intense  con- 
gestion of  the  lungs,  there  could  easily  have  been 
an  ascites,  so  that  quite  a considerable  amount  of 
flnid  may  have  been,  and  probably  will  show,  in 
the  abdominal  cavity. 

It  is  possible  this  woman  may  have  had  a kidney 
lesion,  but  there  was  no  urinalysis,  therefore  no 
findings  to  support  a diagnosis  of  a kidney  lesion 
unless  we  consider  this  a diabetic  coma,  which 
should  be  ruled  out  by  the  absence  of  the  charac- 
teristic odor  of  the  breath. 

Referring  to  the  coma  again,  in  order  to  differen- 
tiate it  we  would  think  of  alcoholic  coma,  but  the 
same  thing  would  be  true,  there  is  no  mention  of 
the  odor  of  alcohol  on  the  breath.  We  believe  it  is 
the  coma  of  dissolution.  Taken  with  the  intense, 
marked  cyanosis,  evidence  of  cardio-spulmonary  in- 
volvement, I believe  that  it  is  quite  evident  this 
coma  is  due  to  nothing  else  than  impending  death. 

It  is  said  that  in  the  right  upper  lung  there  was 
dullness  to  the  fourth  rib,  (it  is  presumed  from 
above  down),  also  moist  rales  and  bronchovesicular 
breathing.  If  her  condition  stopped  at  that,  did  not 
go  on  to  death,  we  might  think  of  tuberculosis,  but 
tuberculosis  did  not  kill  her  and  that  lesion  in  the 
lung,  if  it  was  tuberculosis,  was  simply  a coinci- 
dence. The  other  process  which  developed  in  the 
balance  of  the  lung,  that  did  kill  her,  was  in  addi- 
tion and  independent  of  it.  We  believe  that  lesion 
was  like  the  lesions  that  occurred  in  other  parts  of 
the  lung,  that  of  an  influenza.  The  month  of  ad- 
mission to  hospital  lends  itself  to  the  probability 
of  that  being  an  influenza,  and  if  it  was  in  the 
year  1918  or  spring  of  ’19  or  ’20  it  is  a little  more 
probable  that  it  was  influenza 

I might  mention  pericarditis  to  account  for  this 
friction  rub.  We  believe  that  the  enlargement  of  the 
heart  to  the  left  is  a marked  enlargement  or  marked 
displacement,  which  might  have  occurred  with  a 
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pericarditis,  or  displacement  purely,  so  that  the 
heart  was  pushed  over  and  came  in  contact  with  the 
pleura.  That  would  account  for  the  rub  without  any 
organic  heart  lesion.  With  the  absolute  absence  of 
valvular  findings.  I do  not  see  how  there  could 
have  been  a marked  heart  lesion  or  valvular  lesion, 
to  that  extent.  The  marked  cyanosis  and  the  rapid 
thready  pulse  is  indicative  of  a much  over-burdened 
heart  and  diseased  myocardium. 


DR.  C.  E.  YOUNT,  Prescott,  Ariz. 

We  have  before  us  for  consideration  the  case  of 
an  unmarried  Irish  woman,  67  years  of  age,  who 
entered  the  Massachusetts  General  Hospital  some 
time  during  the  evening  of  March  17th  and  died 
shortly  after  2 a.  m.  of  the  18th.  We  have  found 
this  case  very  interesting  and  apropos,  and  while 
we  do  not  believe  the  judges  with  all  their  wisdom, 
at  the  time  they  selected  this  case,  could  have  divined 
our  present  epidemic  of  influenza,  we  believe  that 
should  this  miasm  continue  many  of  us  will  see 
cases  similar  to  this  one.  One  week  before  admission 
to  hospital  she  became  rather  suddenly  ill  with  what 
was  considered  a respiratory  infection;  on  the  sixth 
day  she  seemed  very  much  better;  on  the  seventh  she 
became  suddenly  worse.  She  was  removed  to  hospital 
and  became  unconscious  enroute.  From  this  uncon- 
sciousness she  rallied  slightly  under  forced  stimula- 
tion only  to  lapse  and  die  about  2 a.  m. 

This  case  we  believe  falls  into  the  cardiorespira- 
tory group  in  contrast  to  the  cardiorenal.  Why  do 
we  give  the  heart  such  prominence?  Because  in  the 
very  first  bit  of  history,  which  admittedly  meager, 
we  find  the  fact  recorded  that  for  more  than  a year 
she  has  had  dyspnea  on  exertion  and  her  activities 
have  been  more  or  less  limited.  We  avow  that  heart 
disease,  whether  myocardial,  valvular  or  aneuris- 
mal,  is  not  the  only  disease  which  causes  dsypnea 
on  exertion  and  would  limit  the  activities  of  a wo- 
man of  67  with  a large  abdomen,  soft  and  tympa- 
nitic, but  we  believe  that  this  is  the  likely  explana- 
tion for  this  early  dyspnea.  S.  Calvin  Smith,  in 
his  excellent  post  war  monograph  on  heart  disease, 
says,  “Dyspnea,  as  an  early  symptom  of  heart  af- 
fections, is  usually  transitory  and  is  precipitated 
by  some  trivial  exertion;  this  differentiates  it  from 
the  labored  breathing  of  bronchitis,  pulmonary 
edema,  toxemia  and  acute  lung  infections,  in  which 
effort  is  not  required  to  produce  the  symptom.  An 
enlarged  liver,  ascites  or  other  intra-abdominal  en- 
largement may  cause  dyspnea.” 

So  far,  the  history  gives  us  two  very  important 
factors  in  this  woman’s  death;  first,  a pre-existing 
damaged  heart;  second,  an  acute  respiratory  infec- 
tion. On  the  sixth  day  of  this  respiratory  infec- 
tion she  seemed  better,  on  the  seventh  she  became 
suddenly  worse.  She  is  known  to  have  received  cn 
the  evenig  of  the  seventh  day  before  admission  to 
hospital,  administered  by  her  family  physician,  two 
pills  of  digitalis  and  one  quarter  grain  of  morphia, 
and  as  stated  before,  half  way  to  the  hospital  she 
went  into  coma.  This  coma,  so  far  as  we  know,  was 
not  preceded  by  headaches  or  convulsions.  She  arriv- 
ed at  the  hospital  in  coma,  moribund,  hands  cold 
and  clammy,  breathing  with  difficulty,  face  and 
hands  intensely  cyanotic  and  in  profuse  perspira- 
tion. There  is  time  for  only  cursory  examination, 
but  accepting  the  observations  as  indisputable,  we 
will  evaluate  the  symptoms  to  a diagnosis,  al- 
though no  laboratory  work  was  done.  Without  a 
laboratory  we  are  back  in  the  halcyon  days  of  the 
old  family  physician,  who  ushered  us  into  this 
world.  Me,  with  that  rare  finesse  known  as  “diag- 
nostic acumen,”  whispers  the  diagnosis,  “Lung  fe- 
ver.” 

Her  temperature  on  admission  to  hospital  is  104.9 
rectal,  which  when  considered  in  conjunction  with 


her  respiratory  rate  of  40,  is  strongly  suggestive 
of  a severe  infective  process;  the  pulse  140,  weak 
and  thready,  though  regular,  and  the  blood  pressure, 
presumably  at  this  time,  is  100/60.  The  heart  is  en- 
larged to  the  left  11  c.m.  from  the  midsternal  line; 
the  sounds  at  base  of  heart  obscured  by  respiration, 
but  at  the  apex  of  fair  quality,  and  particularly  is  it 
noted  they  are  not  muffled.  There  is  a “to  and  fro” 
murmur,  apparently  a rub  at  the  apex.  This  ob- 
servation should  mean  that  there  is  no  mitral  or 
semilunar  valve  lesion,  but  an  extracardiac  lesion. 
A murmur  to  be  “to  and  fro”  must  be  heard  during 
both  systole  and  diastole,  the  most  likely  interpre- 
tation being  the  early  exudative  stage  of  a peri- 
carditis. However,  with  Dr.  Cabot’s  admonition  in 
mind,  we  recall  that  the  mechanics  may  be  explained 
by  an  enlarged  heart  rubbing  its  pericardium  against 
the  pleura.  From  the  history  of  this  case,  we  have  no 
authority  for  reading  into  it  any  lesions  of  the  two 
remaining  valves,  pulmonary  and  aortic.  Yet  its  en- 
larged borders  and  early  history  of  dyspnea  point  to 
organic  disease.  Myocardial  degeneration  with  dila- 
tation would  fit  into  the  picture.  You  will  note  that 
the  treatment  after  her  arrival  at  the  hospital,  con- 
sisting of  adrenalin,  caffeine  and  digifolin,  is  di- 
rected to  sustaining  a flagging  myocardium.  That 
the  heart  is  failing  rapidly  is  evidenced  by  a rapid, 
weak  and  thready  pulse,  difficult  breathing  and 
profuse  perpiration  and  cyanosis. 

Returning  to  a consideration  of  the  respiratory 
infection  of  the  first  six  days  of  her  illness,  and  as- 
suming it  to  have  been  influenza,  the  most  common 
lesion  in  the  lungs  is  broncho-penumonia.  It  often 
sets  in  suddenly  after  the  acute  features  of  influenza 
have  subsided.  The  patient  suddenly  becomes  very 
ill,  as  in  our  case.  It  may  ibe  caused  by  the  in- 
fluenza bacillus  alone  by  direct  extension  from  the 
bronchi,  or,  as  is  more  common,  by  the  pneumo- 
coccus. In  the  right  upper  chest  to  the  level  of  the 
fourth  rib  there  is  bronchovesicular  breathing.  (I 
interpret  that  to  mean  from  above  down.)  The  lo- 
cation and  the  extensive  area  involved  signify  path- 
ology, its  interpretation  being  that  in  this  area 
there  exists  together  normal  vesicles  and  infiltrat- 
ed pulmonary  tissue.  In  the  same  area  there  is 
also  dulness  and  many  moist  rales.  This  triad  of 
symptoms  definitely  located  in  the  right  apex  is 
the  basis  of  our  diagnosis  of  bronchopneumonia. 
It  rules  out  the  pulmonary  edema  of  cardiorenal 
origin.  Furthermore,  we  can  not  interpret  this  le- 
sion as  being  tuberculosis.  Curiously  enough  this 
woman  was  not  observed  to  cough  or  expectorate 
or  even  to  disgorge  blood-streaked  spittle,  and 
while  we  will  admit  we  have  seen  cases  of  this 
type,  yet  even  these,  or  at  least  some  of  them,  dis- 
gorged frothy  blood-tinged  material,  evidence  that 
the  lung  has  been  involved  in  an  overwhelming 
infection.  There  is  no  edema  of  the  extremities, 
neither  is  there  headache  nor  convulsions,  so  often 
found  associated  with  cardiorenal  type  of  coma. 

We  have  considered  the  possibility  of  encephalitis 
as  a late  sequel  of  influenza,  and  the  various  types 
of  meningitis  as  causes  for  this  sudden  coma,  but 
we  have  ruled  them  all  out.  In  fact  as  I look  at 
the  cause,  one-quarter  grain  of  morphine  given  hy- 
podermically to  a woman  of  67  rapidly  approaching 
extremis  from  mechanical  and  toxic  effects  of 
bronchopneumonia,  is  a much  more  likely  factor 
in  the  coma;  though  the  pupils  are  recorded  as 
normal.  If  this  be  true,  then  the  morphine  has  just 
balanced  the  midriasis  of  approaching  dissolution, 
for  one-quarter  grain  of  morphia  will  very  effec- 
tively “point”  the  pupils  in  a woman  of  67.  Osier 
said,  “We  may  have  to  use  morphine  for  the  pain 
of  pneumonia  but  it  should  be  given  in  small 
doses.” 

We  have  weighed  the  possibilities  of  diabetes 
and  cerebral  hemorrhage  as  causes  of  this  sudden 
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coma  and  cyanosis,  but  the  history  does  not  war- 
rant it. 

Her  respirations  suddenly  stopped.  Her  heart 
continued  to  beat  for  a few  minutes.  We  had 
hoped  this  might  furnish  some  diagnostic  lead  but 
we  failed  to  find  it.  We  hold  this  quite  compat- 
ible with  our  diagnosis  of  bronchopneumonia  where- 
in the  respiratory  center  has  been  over-stimulated 
with  carbon  dioxide  or  paralyzed  by  the  toxins  be- 
fore the  fatal  effect  on  the  sympathetic  plexus  of 
the  heart  occurs. 

Finally  we  recall  that  “bronchopneumonia  is  to 
be  classed  among  the  most  frequent  of  the  terminal 
infections.  In  the  aged  and  debilitated  and  in  those 
suffering  with  some  chronic  heart  disease,  ne- 
phritis or  malignant  disease,  diabetes,  etc.,  it  is  one 
of  the  most  frequent  causes  of  death.” 

As  we  stated,  this  case  is  one  of  the  cardio- 
pulmonary type  and  our  diagnosis  is  summed  up 
under  three  heads: 

(1)  Chronic  heart  disease  (type  undetermined). 

(2)  Influenza. 

(3)  Fatal  complication,  bronchopneumonia. 


Discussion  at  Massachusetts  General  Hos- 
pital. 

RICHARD  C.  CABOT,  M.  D. 

We  can  safely  say  that  neither  the  digitalis  nor 
the  morphia  could  have  caused  her  condition. 

The  superficial  examination  of  the  lungs  showed 
good  judgment. 

The  to-and-fro  murmur  tells  us  why  they  said 
the  sounds  were  not  muffled.  They  were  thinking 
about  pericardial  effusion. 

That  is  an  extraordinary  swing  in  blood  pres- 
sure. 

DIFFERENTIAL  DIAGNOSIS 

I do  not  see  anything  to  consider  except  pneu- 
monia in  a person  who  is  likely  to  have  also  a 
hypertension  type  of  heart  trouble. 

The  thing  that  I want  to  emphasize  chiefly  about 
this  case  is  how  not  to  treat  a pneumonia,  namely 
to  move  the  patient  around.  I had  this  borne  in  on 
me,  as  many  of  us  had,  in  France.  The  effect  of 
moving  pneumonic  patients  was  that  they  almost 
all  died.  Moving  pneumonics  is  the  very  worst 
thing  to  do.  You  can  move  typhoids  perfectly  well, 
but  pneumonics  do  much  better  lying  still  where 
they  are,  even  under  poor  conditions,  than  after 
being  moved.  Even  moving  a pneumonic  patient 
around  in  bed  does  harm.  A neighbor  of  ours  in 
the  country  had  pneumonia.  An  eminent  consultant 
was  called  from  Boston.  Hefelt  of  course  that  he 
should  make  a thorough  examination.  He  sat  the 
patient  up  and  did  all  sorts  of  things.  In  two 
hours  the  patient  was  dead.  I think  it  is  very 
important  to  realize  this.  Be  thorough  in  your 
physical  examination.  But  when  you  know  perfect- 
ly well  from  other  evidence  that  a patient  has 
pneumonia  it  does  not  make  the  slightest  possible 
difference  how  marked  or  which  side  the  physical 
signs  are.  Then  physical  examination  harms  the 
patient. 

Perhaps  I am  wrong.  This  patient  may  not  have 
pneumonia.  But  I do  not  see  what  else  she  has 
if  she  has  not  that.  The  pericarditis  which  she  has 
is  not  enough  to  kill  her.  It  is  a common  compli- 
cation of  pneumonia,  but  I do  not  feel  at  all  sure 
about  its  presence  here.  So  I should  say  that  she 
is  going  to  have  hypertrophy  and  dilatation  of  the 
heart,  a pneumonia,  I suppose  on  the  right,  and  I 
do  not  know  what  else. 

Ought  we  to  consider  tuberculosis  here?  Noth- 
ing is  said  about  emaciation.  She  does  not  seem 
to  have  had  cough  any  length  of  time.  There  is 


no  reason  to  suspect  tuberculosis  except  for  the 
rales.  They  are  perfectly  proper  to  hear  over  a 
pneumonia. 

Should  we  consider  a pulmonary  infarct  here?  1 
think  not.  There  is  nothing  here  to  make  us  con- 
sider it  except  this  pulmonary  lesion.  So  I shall 
stick  to  my  original  guess  of  pneumonia  with  hy- 
pertrophy and  dilatation  of  the  heart  and  with  no 
evidence  of  anything  else  except  possibly  pericar- 
ditis. 

A Student:  Do  you  find  coma  due  to  a pneu- 
monic process  in  itself? 

Dr.  Cabot:  Yes,  especially  in  old  people.  It  is 
very  common  in  them. 

A Student:  What  else  could  that  to-and-fro 

murmur  be? 

Dr.  Cabot:  They  were  thinking  of  the  possibility 
of  acute  endocarditis.  That  might  give  a to-and- 
fro  murmur.  I do  not  know  how  to  rule  it  out. 

A Student:  Was  the  right  border  of  dullness  as- 
certained ? 

Miss  Painter:  It  was  not. 

Dr.  Cabot:  It  is  difficult  with  a right  sided 
pneumonia  to  find  that  out. 

CLINICAL  DIAGNOSIS  (From  Hospital  Record) 

Lobar  pneumonia. 

Arteriosclerotic  heart  disease. 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS 

Hypertrophy  and  dilatation  of  the  heart. 

Pneumonia,  probably  on  the  right. 

ANATOMIC  DIAGNOSES 

1.  Primary  disease. 

Arteriosclerotic  heart  disease.  Aortic  stenosis. 

Generalized  arteriosclerosis. 

2.  Secondary  or  terminal  lesions. 

Focal  necrosis  of  liver. 

Focal  necrosis  of  spleen. 

DR.  TRACY  B.  MALLORY.  This  case  seems  to 
have  been  entirely  one  of  arteriosclerosis.  The  to- 
and-fro  murmur  was  undoubtedly  caused  by  a mark- 
ed degree  of  aortic  stenosis  which  apparently  was 
purely  arteriosclerotic  in  origin.  There  was  no  evi- 
dence of  any  rheumatic  disease  of  the  heart  what- 
ever. There  was  very  marked  passive  congestion  of 
the  lungs,  a moderate  degree  of  the  spleen,  liver 
and  kidneys,  and  the  kidneys  showed  also  a consid- 
erable degree  of  arteriosclerotic  nephritis.  The 
head  was  not  examined,  so  I do  not  know  the 
cause  of  the  coma. 

Dr.  Cabot:  Or  of  her  temperature? 

Dr.  Mallory:  No. 

Dr.  Cabot:  Were  the  lungs  all  right? 

Dr.  Mallory:  Yes. 


THE  ARIZONA  INDUSTRIAL  COMMIS- 
SION AND  THE  IRREGULAR 
PRACTITIONERS 

From  the  very  beginning  of  its  organiza- 
tion, some  three  years  or  more  ago,  the  Ari- 
zona Industrial  Commission  showed  the 
keenest  appreciation  of  the  value  of  the 
medical  and  surgical  phases  of  its  work. 
They  not  only  established  the  highest  fee 
schedule  for  these  services  paid  anywhere 
in  the  United  States,  but  have  recognized 
only  the  legitimate  medical  profession  as 
entitled  to  render  services  to  injured  work- 
men. In  this  they  have  followed  the  lead 
of  other  compensation  boards,  and  of  all 
state  and  national  organizations.  Even  so, 
they  have  had  to  counter  criticism  and  de- 
fend their  position.  Many  irregular  practi- 
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tioners  in  Arizona  do  not  hesitate  to  mislead 
trusting  patients  into  the  belief  that  they 
(the  irregulars)  are  bona  fide  physicians. 
There  are  few  physicians  in  Arizona  who 
cannot  recall  instances  of  patients  telling 
about  consulting  “Dr.  So-and-So”,  and  are 
astonished  to  find  that  this  practitioner  is 
not  a physician  but  some  off-color  irregu- 
lar masquerading  under  the  guise  of  “doc- 
tor.” 

The  Industrial  Commission  permits  the 
publication  of  the  following  correspondence 
as  evidence  of  their  stand  in  all  injuries 
treated  under  the  compensation  law.  We 
gladly  offer  it  to  the  medical  profession  of 
Arizona,  in  the  interest  of  a better  and  more 
sympathetic  understanding  between  that 
profession  and  the  Commission. 


Tucson,  Arizona,  Jan.  22,  1929. 
Arizona  Industrial  Commission, 

Phoenix,  Arizona. 

Gentlemen: 

Mr.  Earl  Brannon,  employed  by  the  El  Paso 
Feeder  Co.,  as  foreman  cattle  feeder  at  the  S.  P. 
Stock  Yards,  has  applied  to  us  for  physiotherapy 
treatments  for  the  relief  of  pain,  swelling  and  stiff- 
ness in  the  right  wrist. 

He  states  that  he  was  injured  during  the  course 
of  duty  about  six  or  seven  weeks  ago  when  a 
horse  fell  with  him,  and  that  he  was  attended  at 
that  time  by  Dr.  C.  A.  Thomas  at  the  request  of 
the  Tucson  Cotton  Seed  Oil  Co.,  who  represent 
the  El  Paso  Feeder  Company  here. 

While  the  swelling  in  the  wrist  subsided  almost 
entirely  within  a couple  of  weeks  after  the  injury, 
there  is  still  pain  and  the  wrist  has  been  growing 
stiffer  ever  since,  indicating  the  development  of  a 
fibrous  ankylosis. 

Diathermy,  ultra  violet  radiation  and  vibration 
are  indicated  in  this  case  and  if  you  will  authorize 
us  to  proceed  with  his  treatment  we  will  do  so 
with  the  understanding  that  our  fee  will  be  $5.00 
a treatment  or  twelve  for  $50.00. 

Yours  very  truly, 

THE  HOUSE  OF  HEALTH. 

By  Director. 


THE  INDUSTRIAL  COMMISSION  OF  ARIZONA 
Phoenix,  Arizona 

January  25th,  1929. 

Claim  No.  C-6281 
Employer:  El  Paso  Feeder  Co. 

Injured:  Earl  Brannon. 

The  House  of  Health, 

Tucson,  Arizona. 

Gentlemen: 

We  are  in  receipt  of  your  letter  of  January  22nd 
regarding  Earl  Brannon.  Our  file  shows  that  Mr. 
Brannon  was  treated  by  Dr.  C.  A.  Thomas,  who 
discharged  him  some  time  since  as  fully  recovered. 

We  suggest  that  if  Mr.  Brannon  has  need  of  fur- 
ther treatment  that  he  report  to  the  doctor  orig- 
inally attending  as  it  does  not  appear  (sic)  there 
is  reason  for  authorizing  a change  of  physicians. 
Yours  very  truly, 

R.  RAND, 

Claims  Department. 


THE  HOUSE  OF  HEALTH 
Incorporated 

Tucson,  Arizona,  February  3,  1929. 
Mr.  Wm.  E.  Hunter,  Member, 

Arizona  Industrial  Commission 
Capitol  Bldg.,  Phoenix,  Ariz. 

Dear  Mr.  Hunter: 

I am  inviting  your  personal  attention  to  the 
above  claim,  together  with  my  letter  of  January 
22nd,  and  your  Claim  Clerk’s  reply  dated  January 
25th,  copies  of  which  are  enclosed  for  your  con- 
sideration. 

This  is  a sample  case  of  the  ineffectual  working 
of  the  law  which  allows  the  Medical  Doctors  to 
monopolize  all  of  the  benefits  accruing  thereunder, 
and  prevents  the  fulfilment  of  the  protection  to 
the  employee  to  which  he  is  just  entitled. 

This  man  suffered  a severely  sprained  wrist  and 
his  employer  ordered  him  to  report  to  Dr.  C.  A. 
Thomas  for  treatment,  despite  the  fact  that  I 
have  been  his  family  physician  for  more  than  a 
year  and  he  wished  to  come  to  me  in  the  first 
place. 

According  to  the  statement  of  Brannon,  his 
wrist  was  dressed  with  salve  and  bandage  three 
times,  at  intervals  of  every  other  day  for  a week, 
when  he  was  discharged  and  told  he  was  all  right 
and  could  return  to  work. 

However,  the  pain  continued,  and  the  wrist  be- 
gan to  stiffen  up  so  as  to  impair  its  usefulness, 
and  he  came  to  me  for  treatment  and  relief. 

Upon  inspection  and  examination  I found  a con- 
dition developing  at  the  wrist  joint  which  we  call 
“Fibrous  Ankylosis,”  which  means  that  the  mus- 
cles, ligaments,  and  surrounding  tissue  are  going 
through  a process  of  hardening  which  eventually 
becomes  leather-like,  resulting  in  permanent  stiff- 
ness of  the  joint. 

I proceeded  to  give  him  treatments  every  night 
with  the  understanding  that  if  the  commission 
would  not  pay  the  bill  that  he  would,  and  the  re- 
sults obtained  have  justified  Physio-therapy  be- 
cause the  pain  has  subsided,  stiffness  is  growing 
less  every  day,  and  he  is  rapidly  regaining  the 
use  of  his  wrist  and  hand,  whereas,  if  the  condi- 
tion had  been  allowed  to  go  without  treatment  he 
probably  would  have  developed  into  a permanent 
disability  in  that  respect. 

When  large  institutions  such  as  the  Metropoli- 
tan Life  Insurance  Company,  industrial  corpora- 
tions, Ford  Motor  Company,  and  modern  hospitals 
all  incorporate  and  use  Physio-Therapy  extensive- 
ly in  the  treatment  of  industrial  injuries,  it  seems 
unjust  that  employes  in  our  state  should  be  denied 
the  benefits  thereof  simply  because  the  majority 
of  the  doctors  we  have  are  unfamiliar  with  its 
uses  and  benefits. 

Among  the  rules  promulgated  by  your  commis- 
sion is  one  that  stipulates  that  no  Physio-Therapy 
treatments  shall  be  administered  except  those  un- 
der the  supervision  of  a surgeon,  and  I challenge 
the  fact  that  not  a surgeon  in  Arizona  could  pass 
the  U.  S.  Government’s  examination  for  Physio- 
Therapy  Aides  such  as  I and  others  engaged  in 
this  highly  specialized  profession  had  to  pass  be- 
fore we  were  permitted  to  practice. 

Bear  this  in  mind,  that  no  salve  or  linament  will 
restore  wrenched  and  torn  muscles,  ligaments,  or 
vertebrae  in  the  spine  to  their  normal  position  and 
condition. 

And  when  a man  suffers  any  injury  which  is 
sufficient  to  require  the  services  of  a doctor,  why 
should  he  not  be  entitled  to  and  receive  the  atten- 
tion of  the  one  most  competent  to  give  him  what 
he  needs  to  restore  him  to  normal  in  the  shortest 
period  of  time  ? 

If  his  teeth  are  damaged,  the  commission  will 
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pay  the  dentist  for  their  repair;  if  an  amputation 
or  surgical  dressing  and  care  are  required,  the 
commission  will  pay  for  it;  then,  why  in  the  name 
of  Justice  deny  a man  Physio-Therapy  treatments 
if  his  injury  is  such  as  to  demand  them? 

You  are  recognized  as  the  real  representative  ol 
the  Laboring  Man  on  the  Industrial  Commission, 
and  I present  these  facts  for  your  consideration 
and  such  action  as  you  deem  advisable  in  the  be- 
lief that  you  will  take  the  time  necessary  to  investi- 
gate these  matters  and  find  a way  to  remedy  a 
condition  that  is  preventing  the  laborer  from  de- 
riving all  of  the  benefits  under  the  law  that  he  is 
justly  entitled  to. 

Yours  very  truly, 

C.  J.  WILKERSON, 

D.  O.,  D.  C.,  N.  D. 


THE  INDUSTRIAL  COMMISSION  OF  ARIZONA 
Phoenix,  Arizona 

February  18,  1929. 

The  House  of  Health, 

63  East  Pennington, 

Tucson,  Arizona. 

Gentlemen: 

This  is  in  reply  to  your  letter  of  the  3rd  instant, 
in  which  you  complain  that  the  “medical  doctors” 
are  allowed  to  monopolize  all  the  benefits  accruing 
under  the  compensation  law  and  your  implication 
that  the  employees  are  failing  to  receive  proper 
treatment.  The  second  paragraph  of  your  letter  re- 
fers to  our  rules,  so  I presume  that  you  are  fa- 
miliar with  them. 

This  Commission  recognizes  fully  the  advantages 
of  physiotherapy  in  its  proper  place.  Physiother- 
apy is  frequently  of  assistance  to  Nature  in  curing 
injuries,  but  because  of  the  abuses  which  occurred 
in  the  name  of  physiotherapy  it  was  necessary  for 
the  Commission  in  this  state,  as  in  other  states,  to 
promulgate  regulations  on  the  subject.  Our  experi- 
ence showed  that,  prior  to  the  promulgation  of  our 
rules,  we  were  receiving  bills  in  large  amounts  for 
physiotherapy  treatments  which  were  administered 
without  our  knowledge  or  authorization  where  it 
clearly  appeared  that  such  treatments  did  no  good 
whatsoever.  Some  doctors  seemed  to  have  the  idea 
that  physiotherapy  should  be  applied  in  every  case 
as  a matter  of  routine,  which  is  clearly  an  unjusti- 
fied attitude. 

Your  statement  that  none  of  the  doctors  in  Ari- 
zona could  pass  the  government  test  for  physio- 
therapy aides  does  not  enter  into  the  discussion. 
The  question  whether  the  doctor  himself  could  pass 
the  test  as  a physiotherapy  aide  does  not  affect 
his  ability  to  supervise  physiotherapy  and  to  select 
an  efficient  therapeutist. 

What  I have  written  above  is  set  forth  more  to 
correct  the  idea  that  you  seem  to  have  that  the 
Commission  does  not  recognize  the  value  of  physio- 
therapy and  the  Commission  does  not  authorize  its 
use.  I shall  now  proceed  to  discuss  the  particular 
case  in  question. 

Section  57,  of  the  Workmen’s  Compensation  Law, 
reads  as  follows: 

“If  it  be  shown  or  the  Commission  finds 
that  the  employer  is  furnishing  the  require- 
ments of  medical,  surgical,  or  hospital  aid  or 
treatment  provided  for  in  this  Act  in  such  a 
manner  that  there  are  reasonable  grounds  for 
believing  that  the  health,  life  or  recovery  of 
the  employee  is  being  endangered  or  impaired 
thereby,  the  Commission  may,  upon  application 
of  the  employee  or  upon  its  own  motion,  order 
a change  in  the  physician  or  other  require- 
ments.” 

The  facts  in  this  case  are  that  Mr.  Branon  was 
treated  for  his  injury  by  Dr.  C.  A.  Thomas,  of  Tuc- 


son, and  was  discharged  by  him  as  able  to  return 
to  work  six  days  after  his  injury.  At  no  time  has 
Mr.  Branon  ever  complied  with  this  provision  ol 
the  law.  He  has  at  no  time  made  any  application 
for  a change  of  physicians  nor  has  there  been  any 
showing  that  the  health,  life  or  recovery  of  the  em- 
ployee  has  been  endangered  or  impaired  by  Dr. 
Thomas. 

Rule  3 of  our  medical  and  surgical  schedule  pro- 
vides that  an  injured  employee  shall  not  be  per- 
mitted to  change  from  one  doctor  to  another  with- 
out fully  setting  forth  his  reasons  for  so  doing  and 
obtaining  the  written  consent  of  the  Commission. 
Consequently,  so  far  as  Mr.  Branon  is  concerned 
it  would  make  no  difference  whether  you  and  your 
associates  were  medical  doctors  or  not.  The  pro- 
cedure set  forth  by  the  law  has  not  been  followed 
and  there  is  consequently  no  basis  at  present  for 
an  order  for  a change  of  physicians  on  our  part. 

We  recognize  that  chiropractors  and  similar  ther- 
apeutics are  qualified  to  practice  in  a limited  field, 
and  they  are  entitled  to  payment  for  their  servic- 
es, when,  in  accordance  with  our  rules,  they  render 
their  treatment  under  the  supervision  of  a physi- 
cian or  surgeon.  The  chiropractors  know  that  they 
do  not  measure  up  to  the  qualifications  specified 
by  this  Commission. 

We  have,  on  many  occasions,  paid  the  bills  for 
treatment  by  chiropractors,  masseurs,  and  other 
types  of  therapeutists  where  the  service  has  been 
recommended  by  the  surgeon  in  charge  and  has 
been  authorized  by  the  Commission. 

We  see  no  occasion  in  this  case  to  make  anv  ex- 
ception to  the  law  or  to  our  rules  and  accordingly 
we  cannot  recognize  any  claim  for  physiotherapy 
or  any  other  type  of  theranv  without  the  Recom- 
mendation or  advice  of  Dr.  Thomas. 

What  I am  trying  to  make  clear  in  this  letter 
chiefly  is  that  under  the  law,  the  injured  man  is 
not  authorized  to  change  about  at  will  from  one 
doctor  to  another.  While  under  the  law,  the  right 
of  selection  is  not  vested  in  the  employee,  never- 
theless, in  actual  practice,  the  Commission  usually 
accedes  to  the  reasonable  renuests  of  the  employee 
where  the  mattter  of  confidence  in  the  attending 
phvsician  is  involved.  However,  as  set  forth  above, 
under  no  circumstances  does  the  Commission  recog- 
nize chiropractors  or  similar  therapeutists  as  quali- 
fied to  treat  industrial  cases  except  under  the 
sunervision  of  a qualified  industrial  surgeon. 

In  this  connection.  I feel  that  the  action  of  this 
Commission  is  undertaken,  not  for  the  benefit  of 
the  medical  doctors,  but  for  the  benefit  of  the  em- 
ployee and  I cannot  aa-ree  with  vou  that  this  policy 
of  the  Commission  militates  against  the  employee’s 
best  interests.  To  the  contrary,  I feel  that  this 
policy  is  necessary. 

I wish  to  be  further  understood  as  in  no  wise  re- 
flecting unon  the  ability  of  yourself  and  your  as- 
sociates. The  Commission’s  rules  were  promulgated 
with  general  conditions  in  view  and  it  is  the  desire 
of  the  Commission  to  bring  into  the  field  of  indus- 
trial medicine  that  system  and  method  of  treat- 
ment which  will  be  most  efficient  so  far  as  the 
recovery  of  the  injured  emnloyee  is  concerned 
Yours  very  truly, 

THE  INDUSTRIAL  COMMISSION  OF  ARIZONA, 
By  Wm.  E.  Hunter,  Commissioner. 

ARIZONA  ANTI-TUBERCULOSIS  ASSOCIA- 
TION. 

Report  on  Accomplishments  for  the  Year  1928 

In  rendering  this  brief  report  of  the  accomplish- 
ments of  our  Association  for  the  year  1928,  we 
are  pleased  to  be  able  to  point  out  that  the  stand- 
ards of  educational  and  preventive  activities  have 
been  maintained  and  in  many  instances  advanced 
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to  a higher  point  of  usefulness  than  during  the 
previous  year. 

Arizona  is  a sparsely  settled  state  and  the  dis- 
tances between  the  principal  towns  and  cities  are 
great.  The  Executive  Secretary,  however,  made 
several  visits  to  each  of  the  fourteen  counties  and 
to  the  local  associations  who  are  conducting  anti- 
tuberculosis activities  in  affiliation  with  our  state 
association.  Frequent  meetings  have  been  held 
with  local  chairmen  and  committees  for  the  pur- 
pose of  advising  on  matters  pertaining  to  the  main- 
tenance of  programs  including  clinics,  public  health 
nursing  service,  health  education  of  the  general 
public  and  specificaliy  work  in  the  public  and  pri- 
vate schools.  In  every  instance  we  can  render  a 
report  of  progress  in  the  chief  activities  of  the 
local  associations. 

Considerable  attention  was  given  last  year  to 
child  health  programs.  The  great  number  of  fam- 
ilies migrating  to  Arizona,  one  of  the  parents  be- 
ing tuberculous,  the  children,  most  of  them  having 
been  long  exposed  to  infection  and  in  many  in- 
stances being  poorly  nourished,  gives  our  state  a 
problem  in  this  one  particular  on  which  we  could 
easily  devote  all  of  our  funds  and  time  without 
completely  covering  the  ground. 

In  this  problem  we  have  combined  the  resourc- 
es of  the  public  school  departments  with  those  of 
the  local  tuberculosis  associations  or  Christmas 
Seal  Committees  and  have  provided  medical  exam- 
inations, home  supervision  by  nurses  and  special 
nutrition  and  remedial  measures.  Some  of  our  lo- 
cal committees  have  used  their  Christmas  Seal 
Funds  together  with  other  contributions  for  provid- 
ing intensive  care  for  a few  months  or  more  for 
children  whose  condition  warranted  their  being 
placed  in  nursing  homes.  This  work  was  much  the 
same  as  is  classified  under  Preventorium  Care.  In 
cases  where  the  school  children  took  a part  in  the 
Christmas  Seal  Sale,  the  funds  raised  by  them 
have  been  used  to  provide  milk  for  undernourish- 
ed children  from  poor  families  who  could  not  af- 
ford this  expense. 

One  of  our  local  Associations  in  Tucson  has  spe- 
cialized on  the  care  of  children  who  were  predis- 
posed to  tuberculosis,  this  community  having  a 
big  problem  in  this  respect  as  Tucson  and  Phoenix 
are  great  centers  for  hundreds  of  migrating  tuber- 
culous families  in  poor  financial  circumstances. 

Our  State  Association  has  cooperated  with  our 
principal  locals  in  conducting  a series  of  special 
health  demonstration  clinics.  In  these  projects  we 
have  had  the  hearty  cooperation  of  the  Medical 
Association,  State  Nurses  Association,  Women’s 
Clubs  and  other  civic  organizations. 

During  1928  our  State  Association  urged  and 
secured  a wider  use  of  health  education  materials 
and  propaganda  in  the  public  schools.  The  city 
and  county  schools  are  now  devoting  more  time 
to  this  important  subject  and  in  the  High  Schools 
we  find  the  principals  and  teachers  recognizing 
more  and  more  the  need  for  health  education  and 
for  activities  calculated  to  prevent  tuberculosis. 

Our  State  Association  last  year,  as  every  year, 
did  a good  service  in  placing  patients  who  had 
come  to  Arizona  in  search  of  health.  This  is  a big 
problem  with  us.  Many  patients  come  here  with 
little  funds  and  seek  our  advice  as  to  how  they 
can  best  spend  what  they  have  in  securing  rest 
and  treatment.  Many  families  come  here  with  the 
firm  intent  of  remaining  here  because  of  the  poor 
health  of  one  or  more  of  their  number.  Where  the 
bread  earner  is  the  sick  one  it  is  often  a difficult 
matter  to  place  the  family  in  proper  housing  and 
do  justice  to  the  children  who  are  surely  to  be  fu- 
ture cases  if  not  protected  now.  It  takes  all  the 
resources  at  our  command  and  the  cooperation  of 


all  of  the  many  local  agencies  of  a charitable  and 
civic  nature  to  carry  out  this  program  of  housing 
these  families.  A part  of  the  time  of  the  Execu- 
tive Secretary  has  of  necessity  been  devoted  to  this 
work. 

Our  officers  and  executive  committee  members 
are  in  constant  touch  with  the  executive  secretary. 
In  addition  to  the  formal  meetings,  many  confer- 
ences with  individual  members  are  held  with  a 
view  to  furthering  the  activities  of  our  local  soci- 
eties and  committees.  We  have  given  valuable  as- 
sistance to  all  of  our  locals  and  have  helped  them 
to  plan  their  programs  and  to  carry  out  their  ob- 
jectives. We  have  worked  for  greater  appropria- 
tions from  city  and  county  funds  to  further  com- 
munity health.  In  practically  every  instance  we 
can  point  to  a splendid  spirit  of  cooperation  on 
the  part  of  our  locals  in  their  desire  to  be  a part 
of  the  whole  general  program  for  the  prevention 
of  tuberculosis.  Local  problems  of  course  affect 
the  programs  of  many  of  our  committees.  The  lim- 
ited funds  available  and  the  big  problem  of  relief 
in  the  principal  health  centers  of  our  state  often 
prevent  these  communities  from  conducting  as 
great  a preventive  work  as  they  would  like  to. 
Arizona  still  continues  to  be  the  haven  of  refuge 
for  the  down  and  out  tuberculous  men  and  women 
who  feel  that  their  only  chance  for  recovery  is 
in  the  Southwest. 

Last  year  in  the  smaller  communities  we  were 
obliged  to  combine  forces  with  the  local  Red  Cross 
chapters  and  other  local  organizations  who  pooled 
funds  for  the  express  purpose  of  conducting  some 
piece  of  work  in  which  they  all  had  a common  in- 
terest. If  it  were  not  for  this  cooperative  spirit 
which  we  have  built  up  in  Arizona  many  of  our 
local  Anti-Tuberculosis  Committees  would  not 
have  sufficient  funds  with  which  to  do  any  one 
specific  thing  and  do  it  well. 

The  political  situation  and  the  result  of  the  State 
election  prevented  us  from  doing  anything  toward 
securing  the  provision  of  a full  time  State  Health 
Officer  for  Arizona.  The  State  Medical  Association, 
after  reviewing  the  situation,  voted  that  they 
would  not  take  any  part  in  a program  to  secure 
a full  time  officer  for  another  two  years.  With- 
out the  support  of  the  medical  profession  we  did 
not  dare  to  undertake  this  important  piece  of  state 
legislation. 

The  Arizona  Anti-Tuberculosis  Association  par- 
ticipated in  the  Early  Diagnosis  Campaign  in  1928. 
Window  exhibits  were  distributed,  lectures  were 
delivered,  motion  picture  films  were  shown  before 
several  of  the  rural  community  clubs,  newspaper 
articles  were  published  and  in  other  ways  we  did 
what  we  could  to  further  this  important  activity. 
Some  criticsm  was  made  that  the  Association 
should  not  spend  its  funds  on  this  activity  in  Ari- 
zona when  so  many  other  immediate  needs  were 
not  being  met,  the  big  relief  problem  principally, 
and  comment  was  made  to  the  effect  that  if  more 
of  this  early  diagnosis  was  made  in  other  states 
Arizona’s  problem  would  not  be  so  great.  Our  As- 
sociation is  continuing  to  urge  early  diagnosis  for 
tuberculosis  through  all  of  the  mediums  available. 
We  can  not  spend  funds  for  this  special  campaign 
in  1929  but  we  will  continue  to  urge  the  necessity 
of  early  diagnosis  through  the  publicity  given  to 
it  by  our  school  nurses,  our  public  health  nurses, 
bulletins  and  newspaper  publicity. 

The  Christmas  Seal  Sale  of  1928  was  given  spe- 
cial impetus  with  the  resulting  increase  over  the 
previous  year’s  sale  as  indicated  in  our  Christmas 
Seal  Sale  report  for  1928.  We  will  hope  and  work 
for  a corresponding  increase  in  the  sale  of  1929. 

Altogether  as  we  look  back  on  the  year  1928 
we  feel  that  the  general  program  of  the  National 
Tuberculosis  Association  and  its  affiliated  State 
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Associations  has  been  given  better  recognition  in 
Arizona  and  that  the  National  Tuberculosis  Asso- 
ciation can  feel  that  the  people  of  Arizona  are  most 
heartily  in  sympathy  with  its  program  and  aims, 
but  the  big  problem  of  relief  which  takes  so  much 
of  the  volunteer  contributions  from  all  of  our 
principal  towns  and  cities  is  the  one  thing  which 
prevents  our  doing  a greater  work  of  prevention. 
Perhaps  in  time  as  the  program  takes  effect  in 
other  states  Arizona’s  relief  pi'oblem  will  diminish 
and  we  will  be  able  to  conduct  a program  more 
in  conformity  with  that  of  our  sister  states. 

T.  C.  CUVELLIER, 

Executive  Secretary. 

ANNUAL  FINANCIAL  STATEMENT 
January  1 to  December  31,  1928 
Balance  on  hand  January  1,  1928  $1,512.67 

RECEIPTS 

Sale  of  Seals  $7,220.37 

Appeal  letters  of  President  Brophy  651.50 

Donations  206.10 

Memberships  167.50 

Preventorium  Fund  147.41 

Sale  of  Printed  Matter  22.15  8,415.03 


TOTAL  $9,927.70 

EXPENDITURES 
Health  and  Relief  Work  among 
Children  and  Adults  and  Pre- 
ventorium care  for  the  under- 
nourished, open  air  and  nutri- 
tion class  work 

Health  Information  Work — guid- 
ance for  the  sick  as  to  where 
and  how  to  secure  suitable 
care  in  existing  Health  Cen- 
ters and  Sanatoria 
Health  Education  — through 
Health  Centers  lectures,  leaf- 
lets, exhibits,  posters,  motion 
pictures,  newspapers,  maga- 
zines and  modern  health  cru- 
sades in  Public  Schools 
Assisting  Local  Tuberculosis  So- 
cieties and  Committees  to  co- 
operate and  to  increase  the 
scope  of  their  activities 
National  Association  of  New 
York  City  for  supplies 
Seal  Sale  Supplies  for  Local  As- 
sociations 

Five  Per  Cent  of  Christmas  Seal 
Sale  to  National  Association 


Balance  on  hand  December  31, 

1928  $2,023.02 

I have  examined  the  books  and  accounts  of  the 
Arizona  Anti-Tuberculosis  Association  for  the  year 
ending  December  31,  1928,  and  I do  hereby  certify 
that  the  above  statement  of  Receipts  and  Expendi- 
tures is  a true  and  correct  one,  in  accordance  with 
the  books  of  the  Association  for  the  period. 

(Signed)  STUART  M.  BAILEY, 

Public  Accountant. 


PROGRAM  OF  THE  ARIZONA  ANTI-TUBERCU- 
LOSIS ASSOCIATION  FOR  THE  YEAR 
1929 

Health  Education: 

Our  Association  will  continue  to  conduct  an  edu- 
cational program  to  serve  both  adults  and  children. 
Through  our  affiliated  clinics,  public  health  nurses, 
county  home  demonstration  agents  and  other  vol- 
unteer workers  we  will  distribute  the  standard  pub- 
lications dealing  with  tuberculosis,  its  cause  and 
prevention.  Through  the  public  and  private  schools 
we  will  continue  to  have  used  the  Modern  Health 


Crusade  in  Grade  Schools  and  The  Health  Honor 
Society  in  the  High  Schools. 

The  Association  will  continue  to  promote,  the  con- 
ducting of  stereoptican  lectures  on  public  health 
subjects,  especially  in  school  auditoriums  for  the 
benefit  of  pupils  and  their  parents. 

The  Association  conducts  a loan  library  which  is 
well  stocked  with  authorized  or  approved  volumes 
dealing  with  public  health.  These  books  are  used 
by  school  nurses  and  others  in  preparation  of  health 
talks  to  pupils,  by  patients  who  are  eager  to  know 
all  they  should  in  order  to  properly  protect  other 
members  of  their  families  from  infection,  and  for 
proper  procedure  in  raising  their  children  to 
healthy  maturity. 

From  time  to  time  the  newspapers  will  be  asked 
to  publish  articles  dealing  with  the  health  educa- 
tional program  of  the  Association. 

Demonstration: 

We  will  cooperate  with  several  of  our  local  as- 
sociations in  conducting  demonstration  clinics . in 
connection  with  the  public  health  nursing  service, 
this  with  a view  to  securing  permanent  provision 
of  free  clinics  in  a greater  number  than  now  ex- 
ists in  Arizona.  While  specializing  on  tuberculosis 
these  demonstration  clinics  will  be  of  a general 
clinic  type  so  as  to  include  diseases  of  children 
and  for  the  discovery  of  childhood  tuberculosis.^  It 
is  with  pride  that  we  point  to  the  general  free 
clinic  and  public  health  nursing  service  now  so  well 
established  in  Phoenix.  Six  years  ago  this  clinic 
was  conducted  in  the  offices  of  the  Arizona  Anti- 
Tuberculosis  Association  and  completely  financed 
from  our  limited  funds.  This  year  the  budget  for 
this  Clinic  and  Nursing  Service  is  $33,000.00,  all 
provided  for  through  City,  County  and  Community 
Chest  Funds.  We  are  working  on  programs  for 
providing  this  same  service  for  Tucson,  Prescott, 
Yuma  and  Globe.  Bisbee,  our  principal  mining  cen- 
ter, has  also  provided  permanent  service  of  this 
nature  for  the  miners’  families  who  compose  about 
ninety  per  cent  of  the  population. 

Our  State  Association  will  continue  to  work  for 
the  provision  of  public  health  nurses  in  communi- 
ties which  do  not  at  present  have  this  service.  In 
many  instances  it  will  be  necessary  to  work  for  a 
cooperative  plan  whereby  several  small  agencies 
may  combine  their  funds  and  thus  united  support 
one  worth  while  endeavor  such  as  the  support  of  a 
public  health  nurse  until  the  work  can  be  taken 
over  by  the  County  and  paid  for  through  County 
taxes. 

Legislation: 

We  had  hoped  to  do  something  worthwhile  with 
our  State  Legislature  toward  securing  provision 
for  a full  time  State  Health  Officer  but  a unique 
political  situation  this  year  will  prevent  our  so 
doing.  The  State  Medical  Association  recognized 
the  impossibility  of  accomplishing  anything  in  this 
direction  this  year  and  so  advised  us  that  they  re- 
gretted their  inability  to  support  us  in  this  worthy 
proiect. 

We  are  working  in  Phoenix  and  Tucson  to  have 
a revised  law  passed  covering  the  inspection  of  all 
public  soda  fountains  and  restaurants,  calling  for 
the  sterilizing  of  all  glasses,  etc.,  and  for  regula- 
tions covering  the  cleanliness  of  such  places. 
Co-operation : 

Co-operation  has  been  one  of  the  first  policies  of 
the  Arizona  Anti-Tuberculosis  Association.  It  is 
largely  through  co-operation  that  we  have  accom- 
plished what  we  have.  The  fact  that  the  largest 
of  Arizona’s  towns  has  a comparatively  small  pop- 
ulation and  that  the  other  towns  have  small  popu- 
lations makes  it  imperative  that  we  have  the  unit- 
ed sanction  and  support  of  the  various  organiza- 
tions who  are  working  for  civic  betterment.  We 
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feel  that  we  have  and  will  retain  the  wholesome 
respect  of  these  many  small  groups  of  people  who 
are  working  to  provide  Arizona  with  the  public 
health  machinery  now  enjoyed  by  so  many  of  our 
sister  states. 

Relief : 

The  great  indigent  migratory  tuberculosis  prob- 
lem which  still  confronts  Arizona  makes  it  im- 
perative that  a part  of  the  funds  raised  for  tuber- 
culosis work  be  expended  in  relief  work.  In  cer- 
tain centers  noted  for  their  health  camps,  etc., 
this  problem  continues  to  take  a good  part  of  the 
funds  provided  through  volunteer  contributions  as 
well  as  funds  appropriated  by  city  and  county 
authorities.  As  a matter  of  prevention  of  tubercu- 
losis it  is  necessary  to  afford  relief  in  many  in- 
stances in  order  to  afford  proper  protection  to  the 
children  who  so  often  accompany  their  parents  to 
this  state. 

Administration: 

The  Administration  of  the  program  of  our  As- 
sociation rests  with  our  officers  and  executive 
committee  who  advise  the  Executive  Secretary.  The 
Executive  Secretary  is  in  constant  communication 
or  contact  with  these  officers  and  committee  mem- 
bers and  received  considerable  help  from  them  in- 
dividually in  furthering  the  projects  which  they  as 
a body  have  approved. 

Fund  Raising: 

We  are  pleased  to  report  an  increase  in  the  1928 
Christmas  Seal  Sale  over  that  of  the  previous 
year.  This  in  spite  of  the  fact  that  the  influenza 
hit  our  state  just  at  the  time  when  our  volunteer 
workers  were  ready  to  start  the  sale  in  their  re- 
spective communities.  That  the  sale  was  carried 
through  with  a force  of  about  one-half  the  number 
of  workers  who  usually  take  part  can  be  attributed 
only  to  the  good  will  of  the  people  of  Arizona  and 
their  faith  in  the  program  and  purpose  of  the  Na- 
tional Tuberculosis  Association  and  its  affiliated 
Arizona  Association.  We  will  plan  and  strive  to 
make  the  Christmas  Seal  Sale  for  1929  a greater 
success  than  that  of  1928.  The  Christmas  Seal 
Sale  is  only  one  of  a number  of  campaigns  taking 
public  funds  during  the  fall  and  winter  months, 
most  of  these  campaigns  being  those  seeking  funds 
for  relief  work,  the  relief  problem  still  being  Ari- 
zona’s greatest  one  so  far  as  social  service  is  con- 
cerned. These  other  campaigns,  many  of  them 
supporting  some  form  of  tuberculosis  relief  work, 
naturally  cut  into  the  receipts  of  the  Christmas 
Seal  Sale.  Community  Chests  and  Welfare  Associ- 
ation Campaigns  are  also  now  becoming  more  pop- 
ular in  Arizona  and  we  find  that  these  in  some 
measure  prevent  our  making  as  rapid  gains  in 
the  gross  receipts  from  the  Seal  Sale  as  we  would 
like  to. 

As  the  percentages  of  the  local  Seal  Sales  paid 
into  our  State  Association  do  not  provide  suffi- 
cient funds  for  carrying  the  State  Association 
through  the  year,  we  find  it  necessary  to  ask  our 
President  to  issue  about  one  hundred  personal  let- 
ters to  individuals  throughout  the  state  in  an  en- 
deavor to  secure  as  near  as  possible  to  $1,000.00 
for  our  State  Association  Funds.  The  sum  secured 
last  year  did  not  reach  the  amount  as  indicated  on 
our  Financial  Statement  rendered  with  this  pro- 
gram. Each  year  our  association  is  broke  about 
October  31st  and  lives  on  credit  until  the  first 
Christmas  Seal  Funds  come  in.  So  far  none  of  our 
officers  or  executive  committee  members  has  been 
able  to  offer  a solution  to  this  financial  problem. 
The  locals  conducting  good  sales  wish  to  keep  as 
great  a part  of  them  as  possible  for  their  own  lo- 
cal needs,  which  we  admit  are  great. 
Organization  and  Field  Work: 

The  Executive  Secretary  will  continue  to  visit 


the  various  city  and  county  associations,  meet  with 
their  boards  of  directors,  and  stimulate  their  activi- 
ties. Assistance  will  be  given  in  conducting  their 
programs  and  in  aiding  them  to  supplement  their 
Seal  Sale  Funds  with  city  and  county  funds,  all 
with  a view  to  securing  permanent  provision  for 
their  activities  from  public  funds  and  under  pub- 
lic administration. 

T.  C.  CUVELLIER, 

Executive  Secretary. 


NEW  MEXICO  TUBERCULOSIS  ASSOCI- 
ATION 

(This  report  was  sent  in  for  publcation 
several  months  ago,  and  overlooked.  Al- 
though somewhat  out  of  date,  it  is  now  pub- 
lished in  order  to  show  the  extent  of  the 
activity  of  this  organization.) 

The  year  that  is  covered  by  this  report— May  11, 
1927,  to  May  12,  1928 — was  one  of  considerable  de- 
velopment in  the  tuberculosis  work.  The  people  in 
the  state  are  beginning  to  be  aware  of  our  activi- 
ties and  identity  as  THE  NEW  MEXICO  TUBER- 
CULOSIS ASSOCIATION,  rather  than  an  adjunct 
to  the  State  Bureau  of  Health,  or  the  State  Child 
Welfare  Bureau,  or  yet  the  Red  Cross,  though 
every  now  and  then  we  must  stop  and  explain  to 
someone  that  we  have  not  been  associated  with  the 
Red  Cross  for  nine  years.  We,  however,  offer  co- 
operation in  all  three  activities,  and  for  six  years 
a large  percentage  of  the  funds  raised  by  this  as- 
sociation, through  the  sale  of  the  tuberculosis 
Christmas  seal,  finds  its  way  to  the  work  of  the 
county  health  officers  and  through  the  county  nurs- 
ing service,  to  the  general  channel  of  health  work. 

The  child  welfare  department  of  woman’s  clubs 
and  tuberculosis  committees  composed  of  men  and 
women  in  all  of  the  large  towns  of  the  state,  put 
on  the  seal  sale  annually.  The  returns  are  divided 
on  a basis  of  60  per  cent  and  40  per  cent.  The 
60  per  cent  is  left  in  each  town  to  be  spent  on  a 
health  program  which  shall  have  the  approval  of 
the  state  association.  Of  the  40  per  cent  remain- 
ing, 5 per  cent  is  sent  to  the  National  Tuberculo- 
sis Association,  which  is  returned  to  us  in  any 
service  we  may  require.  The  35  per  cent  is  used 
for  administrative  purposes,  salaries,  rent,  health 
literature,  books,  posters,  modern  health  crusade 
materials  for  schools,  and  to  buy  the  seals  and  seal 
sale  supplies.  The  towns  are  furnished,  free  of 
cost,  all  necessary  supplies,  and  their  60  per  cent 
is  profit.  By  this  it  will  be  seen  that  95  per  cent 
of  the  seal  sale  funds  is  spent  for  the  furtherance 
of  the  anti-tuberculosis  work  in  the  state. 

The  work  of  the  association  is  chiefly  education- 
al rather  than  relief,  though  of  course,  when  the 
house  is  burning  down  we  do  not  wait  for  the  fire 
department  before  dragging  out  the  inmates.  In 
other  words,  we  give  emergency  relief  trusting  to 
find  funds  later  to  meet  the  situation.  The  whole 
strategy  of  our  year  around  campaign  for  the 
eradication  and  prevention  of  tuberculosis  in  New 
Mexico  is  based  on  ceaseless  health  propaganda. 
Everything  we  do  is  with  the  object  of  enlighten- 
ing the  general  public  by  demonstration,  which  is 
a form  of  education,  by  talks,  distribution  of  health 
literature,  etc.  We  stress  the  need  to  be  constantly 
on  guard  against  the  disease  bv  observing  preven- 
tive measures,  avoidance  of  infection  through  con- 
tact, the  correction  of  physical  defects  in  children, 
the  furnishing  of  better  nourishment  to  growing, 
underweight  children  and  their  training  in  better 
health  habits,  and,  what  is  the  most  important 
thing  of  all,  having  an  early  diagnosis  made  at 
the  first  sign  of  decline  in  health,  or  when  a child 
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is  known  to  have  been  in  close  contact  with  the 
disease. 

Our  work  is  largely  with  the  children,  since  it 
must  be  obvious  that  with  our  limited  funds  we 
can  do  little  for  the  chronic  or  indigent,  tubercu- 
lous persons,  save  here  in  Albuquerque,  where  we 
have  a visiting  tuberculosis  nurse  who  gives  in- 
struction on  home  care  and  encourages  the  patient 
and  family  in  every  way  to  work  for  an  ultimate 
cure. 

We  further  child  education  in  many  ways.  We 
are  the  pioneers  in  the  state  in  demonstrating  the 
idea  of  a health  education  department  in  the  state 
University,  and  the  two  normal  colleges.  At  no 
expense  to  the  state,  we  brought  here  Doctor  Glen- 
adine  Snow,  an  instructor  in  health  education  of 
national  repute.  She  gave  a six  weeks’  course  of 
lectures  at  the  Las  Vegas  Normal,  and  two  weeks 
at  the  Silver  City  Teachers  College.  Credits  were 
given  the  teachers  who  learned  from  her  lectures 
how  to  teach  positive  health  to  school  children.  She 
also  gave  a lecture  on  this  subject  at  the  state 
University  here,  and  held  several  conferences  with 
the  students  on  personal  health  problems.  The  ex- 
ecutive board  of  this  association  gave  an  informal 
dinner  for  her  at  the  Alvarado  Hotel  at  which  time 
she  explained  to  educators,  the  board  and  other 
interested  persons  present,  what  it  might  mean  to 
have  a health  education  department  in  the  state 
institutions  of  high  learning.  A suggestion  that  an 
appropriation  from  the  legislature  for  such  an  in- 
structor might  be  asked,  was  discussed  favorably. 
Many  letters  and  enthusiastic  reports  have  come  to 
this  office  of  the  way  her  work  took  hold  in  the 
normal  schools  and  in  high  schools. 

Our  work  to  rural  schools  consists  in  furnishing 
the  materials  for  the  modern  health  crusade  meth- 
od of  teaching  health  habits  to  children.  We  also 
maintain  a supply  department  of  health  literature, 
posters,  books  for  anyone  desiring  such  literature, 
and  for  the  teachers’  use;  and  first  aid  kits  for 
school  rooms.  In  this  county  two  health  books  and 
a first  aid  kit  were  donated  to  every  school  in  the 
county  last  year  by  the  tuberculosis  association. 
This  was  a gift  of  $3.00  to  each  of  the  twenty- 
eight  schools. 

In  some  schools  in  the  state  where  there  was  lit- 
tle or  no  playground  equipment,  we  permitted  the 
use  of  seal  funds  to  purchase  same.  Dona  Ana 
county  has  equipped  almost  every  school  in  the 
county  with  scales  bought  by  the  seal  sale  receipts. 
First  aid  kits  have  been  distributed  to  Santa  Fe 
county  schools  without  cost  by  the  Santa  Fe  Wo- 
man’s Club  with  the  proceeds  of  the  seal  sale.  In 
some  counties  hot  school  lunches  have  been  pro- 
vided, and  in  almost  all  the  larger  towns  free  milk 
is  furnished  the  underweight  school  children.  In 
Eddy  County  we  have  assisted  in  their  tuberculosis 
survey. 

i he  association  has  no  debts  and  has  a savings 
account  of  $1,082.  The  state  seal  sale  fell  short  of 
$6,000  by  only  $5.84,  which  was  the  largest  sale  in 
six  years.  We  put  on  a mail  sale  of  seals  from  the 
state  office  sending  seals  into  the  rural  communi- 
ties, which  would  not  otherwise  have  been  reached. 
After  deducting  the  expense  of  this  sale,  we  use 
the  remainder  for  carrying  out  health  projects 
which  are  of  state-wide  benefit. 

Your  secretary  has  not  traveled  as  much  this 
year  as  last.  I did,  however,  attend  the  meeting 
of  the  State  Federation  of  Women’s  Clubs  at  Las 
Vegas  and,  while  there,  organized  a seal  sale 
committee  which  later  put  on  the  largest  seal  sale 
the  town  has  had  in  years. 

As  Albuquerque  is  the  largest  town  in  the  state 
and  the  place  where  most  of  the  tuberculous  come, 
our  program  here  includes  a greater  variety  of 


activities  and  demonstrations.  Again  we  record 
pioneer  work  in  two  instances.  We  were  the  first 
organization  in  the  state  to  establish  a free  tuber- 
culosis diagnostic  clinic,  and  to  put  on  a visiting, 
tuberculosis  nurse.  We  hope  next  year  to  add  to 
these  activities  a preventorium  where  the  children, 
found  through  these  two  activities  to  be  actively 
tuberculous,  or  having  it  in  its  incipient  stage, 
may  be  cared  for  the  entire  twenty-four  hours, 
having  lessons  during  the  day  when  able.  We  be- 
lieve this  instruction  may  be  obtained  for  them  by 
voluntary  teachers  living  in  Albuquerque.  An  alarm- 
ing number  of  children,  about  50  per  cent  of  those 
examined  at  the  clinic  are  tuberculous.  They  all 
came  from  families  where  there  were  cases  of 
active  disease.  In  the  few  months  we  have  been 
giving  such  children  extra  milk,  care  and  attention 
in  their  homes,  they  have  shown  a marked  improve- 
ment in  their  condition.  The  disease  is  more  quick- 
ly arrested  in  children,  if  discovered  early,  than  in 
adults.  The  educational  value  of  these  two  demon- 
strations is  inestimable.  These  are  some  of  the 
means  we  use  to  “sell  health.” 

We  cooperated  with  the  national  and  all  the 
state  associations  in  a campaign  for  early  diagno- 
sis of  tuberculosis,  which  was  held  during  the 
month  of  March.  Posters  were  put  up  on  billboards 
and  in  store  windows  in  all  the  larger  towns  in 
the  state;  literature  advising  health  examination 
was  distributed  by  mail  and  through  organizations. 
The  free  tuberculosis  clinic  was  opened  in  Albu- 
querque as  a part  of  this  campaign. 

We  complain  in  Albuquerque  of  a “giving  neu- 
ritis” and  yet  we  know  of  no  means  by  which 
money  for  philanthropy  may  be  extracted  painless- 
ly. Perhaps  the  subject  of  tuberculosis  is  too  trite, 
too  much  the  everyday  topic  of  conversation  to  be 
anything  but  boresome.  We  are  perhaps,  as  a city, 
more  interestetd  in  the  commercial  than  in  the  hu- 
manitarian side  of  tuberculosis,  because  the  seal 
sale  funds  in  the  city  have  never  been  adequate 
for  the  need,  since  it  is  the  only  fund  raising  meth- 
od used.  For  six  years  this  sale  has  not  exceeded 
$1,500  each  year,  and  that  sum  has  been  reached 
only  the  last  two  years. 

We  have  tried  to  make  our  working  program  a 
practical  one,  one  which  will  fit  the  health  need 
of  any  town  in  the  state.  Through  our  educational 
propaganda  and  actual  demonstration  we  make  the 
ground  ready  for  the  seed,  we  plant,  we  tend,  and 
pray  for  the  rain  of  popular  support  to  bring  it 
to  fruition.  When  we  are  sure  that  nothing  can 
happen  to  wreck  the  crop,  we  are  ready  to  turn  it 
over  to  some  proper  official  agency  to  carry  on. 
For  example,  we  feel  that  the  time  has  come  for 
the  school  board  of  Albuquerque  to  take  over  the 
free  milk  program  and  release  us  of  the  financial 
burden  that  we  may  go  on  to  other  things.  The 
tuberculosis  clinic  is  not  yet  developed  to  the  point 
of  giving  it  over  to  the  county  health  office,  as  it 
will  be  later.  It  is  properly  their  activity  when 
once  we  have  driven  the  demonstration  home  to 
the  community.  Permanency  in  anti-tuberculosis 
work  is  our  slogan.  We  try  to  build  for  the  future. 

We  wish  here  to  extend  the  special  thanks  of  the 
association  for  the  splendid  cooperation  of  the  six 
tuberculosis  specialists  of  our  city  for  their  servic- 
es in  the  free  clinic  and.  in  the  homes  of  the  indi- 
gent, also  to  the  x-ray  clinicians,  for  their  assist- 
ance at  a reduced  fee.  In  fact,  we  are  yearly 
heartened  in  our  work  by  the  general  cooperation 
of  lay  people  as  well  as  professional  people  all 
over  the  state. 

This  report  has  been  largely  the  achievements  of 
the  past.  Our  next  year’s  program,  including  the 
continuance  of  the  free  clinic,  the  visiting  nurse 
(Continued  on  page  146) 
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Arizona  State  Medical  Association 
THIRTY-EIGHTH  ANNUAL  MEETING 
Prescott,  Arizona,  April  18,  19,  20,  1929 

Headquarters — Hassayampa  Hotel 


ANNOUNCEMENTS 


COUNCIL 


Registration  headquarters  will  be  at  the  Hassa- 
yampa Hotel.  Every  member,  visitor  and  guest  is 
requested  to  register  promptly  on  arrival. 

Scientific  sessions  will  be  held  at  the  St.  Michael 
Hotel  and  will  begin  promptly  on  time. 

No  address  or  paper  before  the  Association  shall 
occupy  more  than  twenty  minutes,  unless  special 
provision  is  made.  The  opening  discussions  shall 
be  limited  to  five  minutes,  and  general  discussions 
to  three  minutes.  No  one  shall  speak  more  than  twice 
on  the  same  subject. 

Papers  read  before  the  scientific  session  shall  be- 
come the  property  of  the  Association,  and  shall  be 
deposited  with  the  secretary  for  publication  in  the 
official  organ  of  the  Association  (Southwestern 
Medicine) . 

For  the  social  entertainments,  see  the  special  an- 
nouncements elsewhere  in  this  program. 

OFFICERS 
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Arthur  C.  Carlson Jerome 

President-Elect  : 

Samuel  H.  Watson  ------  Tucson 
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W.  Warner  Watkins  (Cent.  Dist.  - Phoenix 

C.  A.  Thomas  (Southern  District)  - Tucson 
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John  E.  Bacon,  Chairman  - - - Miami 
R.  D.  Kennedy - - - Globe 

D.  F.  Harbridge  ------  Phoenix 
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Clarence  Gunter,  Chairman  - - - Globe 

W Warner  Watkins  -----  Phoenix 

John  W.  Flinn  ------  Prescott 

Committee  on  Program: 

Samuel  H.  Watson,  Chairman  - - Tucson 

D.  F.  Harbridge  ------  Phoenix 

John  W.  Flinn,  Secretary  - - - Prescott 
National  Legislation: 

R.  J.  Stroud  - --  --  --  - Tempe 

Southwestern  Medicine: 

Editor,  W.  Warner  Watkins  - - Phoenix 
Associate  Editor,  Orville  H.  Brown,  Phoenix 
Members,  Board  of  Managers, 

Southwestern  Medicine: 

D.  F.  Harbridge  -------  Phoenix 

C.  E.  Yount  - Prescott 

Local  Committee  on  Arrangements: 

C.  R.  K.  Swetnam,  Chairman 
R.  N.  Looney  A.  C.  Carlson 

C.  C.  Hedberg  H.  T.  Southworth 

C.  E.  Yount 


President  - - - 
President-Elect 
Past  Vice-President. 

Secretary 

Treasurer  


A.  C.  Carlson 
Samuel  H.  Watson 
...H.  D.  Ketcherside 

D.  F.  Harbribge 

C.  E.  Yount 


COUNCILLORS 

W.  C.  Todt  W.  Warner  Watkins  C.  A.  Thomas 


HOUSE  OF  DELEGATES 


Members  of  the  Council 8 

DELEGATES 

Cochise  County  3* 

Coconino  County  1 

Graham  County  1 

Greenlee  County  1 

Gila  County  2 

Maricopa  County 8 

Nava  jo- Apache  County  1 

Pima  County 5 

Santa  Cruz  County  1* 

Yavapai  County  2 

Yuma  County  2 


Total 


.34  Members 


*Based  on  last  year’s  membership.  No  report  for 
1929,  up  to  March  28th. 

PROGRAM 

SCHEDULE  OF  BUSINESS  MEETINGS 


Council  Meeting,  Wednesday,  April  17,  8:00  p.  m. 
Executive  Session,  House  of  Delegates,  Thursday, 
April  18,  8:00  a.  m. 

Executive  Session,  House  of  Delegates,  Thursday, 
April  18,  4:45  p.  m. 

Open  Meeting,  House  of  Delegates,  Friday,  April  19, 
5 p.  m. 


GENERAL  SESSION 

THURSDAY,  APRIL  18,  9 A.  M. 
Invocation  - Rev.  Alfred  W.  Nichols,  Prescott 

Addresses  of  Welcome: 

E.  C.  Seale,  Mayor  of  Prescott. 

Gail  D.  Allee,  Medical  Officer  in  Charge  U.  S. 
Veterans’  Bureau  Hospital  No.  50. 

John  W.  Flinn,  President,  Yavapai  County. 
Medical  Society. 

Reply  to  Addresses  of  Welcome: 

H.  T.  Bailey,  Vice-President,  Arizona  State 
Medical  Association. 
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Scientific  Program 
Introduction  of  President-Elect. 

1.  John  J.  McLoone  ------  Phoenix 

“ Otitis  Media  in  Infants  and  Young  Children." 
Discussion  opened  by 
C.  R.  K.  Swetnam,  Prescott. 

Robert  C.  Buck,  Whipple. 

2 W.  G.  Schultz  ------  Tucson 

“Bladder-Neck  Obstruction.” 

Discussion  opened  by 
E Payne  Palmer,  Phoenix. 

C.  C.  Benedict,  Whipple. 

3.  James  H.  Allen  -----  Prescott 

“The  Treatment  of  Pneumonia." 

Discussion  opened  by 
S.  C.  Davis,  Tucson 
Gail  D.  Allee,  Whipple. 

4.  T.  T.  Clohessy  - t Phoenix 

“Eczema  and  Eczematoid  Ringworm." 
Discussion  opened  by 
R.  N.  Looney,  Prescott. 

Bayard  Sullivan,  Whipple. 

THURSDAY,  APRIL  18 
Afternoon  Session,  1 :30  p.  m. 

5.  Howell  Randolph,  Phoenix. 

“History  Taking  and  Evaluation  in  the 
Various  Chest  Conditions." 

6.  W.  Warner  Watkins  - Phoenix 

“Fungus  Infection  with  Special  Reference  to 


the  Lungs." 

Discussion  on  papers  5 and  6 opened  by 
Samuel  H.  Watson,  Tucson. 

I.  D.  Loewy,  Whipple. 

7.  John  Alexander  - Ann  Arbor,  Mich. 

Address  on  Surgery. 

“The  Empyema  Problem.” 

8.  John  E.  Bacon  -------  Miami 

“The  Treatment  of  Fractures." 

9.  Robert  Ferguson  - Bisbee 


“Fractures  of  the  Pelvis,  Case  Reports  with 
X-Rays.” 

Discussion  on  papers  8 and  9 opened  by 
H.  T.  Southworth,  Prescott. 

R.  D.  Kennedy,  Globe. 

Thursday  Evening 
“Smoker.” 

FRIDAY,  APRIL  19 
7:30  to  9:30  a.  m. 

Clinical  and  Laboratory  Demonstrations,  Veterans’ 
Hospital  No.  50,  Yavapai  County  Hospital. 

Morning  Session,  9:45  a.  m. 

10.  F.  B.  Sharp  - --  --  --  - Phoenix 
“The  Conduct  of  the  Difficult  Obstetrical 
Case.” 

Discussion  opened  by 
C.  E.  Yount,  Prescott. 

J.  K.  Hazel,  Jerome. 

11.  Albert  Soiland  and  Egbert  J.  Bailey, 

Los  Angeles,  Cal. 

“The  Importance  of  Radiation  Therapy  to  the 
Practice  of  Medicine.” 

12.  E.  Payne  Palmer  -----  Phoenix 
“A  Plea  for  the  Very  Early  Diagnosis  and  Very 

Early  Treatment  of  Cancer.” 

Special  Feature:  Canti  Motion  Poture  Film,  Show- 
ing Cellular  Activity  of  Normal  and  Cancer  Tis- 
sues in  Vitro. 


FRIDAY,  APRIL  19 
Afternoon  Session,  2:00  P.  M. 

13.  Robert  Stanley  Flinn  - Prescott 

“The  Treatment  of  Diabetes  by  the  General 
Practitioner." 

Discussion  opened  by 
W.  Warner  Watkins,  Phoenix. 

R.  J.  Callander,  Tucson. 

14.  Donald  Jackson  Frick  - - Los  Angeles 

Address  on  Medicine. 

“Heart  Diseases,  the  Necessity  of  Study  and 
Prevention.” 

15.  S.  C.  Davis  -------  Tucson 

“The  Modern  Examination  and  Treatment  of 
Patients  with  Chronic  Bright’s  Disease.” 

16.  J.  B.  Littlefield  ------  Tucson 

“Urinary  Findings  Simulating  Nephritis.” 

Discussion  of  papers  15  and  16  opened  by 
Frank  J.  Milloy,  Phoenix. 

James  H.  Allen,  Prescott. 

Friday  Evening 
Annual  Banquet 

SATURDAY,  APRIL  20 
7 :30  to  9:30  a.  m. 

Clinical  and  Laboratory  Demonstrations  at  Mercy 
Hospital  and  Pamsetgaaf  Laboratory. 

10  A.  M. 

Leave  by  auto  for  Jerome. 

12  Noon 

Lunch  in  Jerome. 

Afternoon  Session  1:00  p.  m. 


17.  H.  T.  Bailey  -------  Phoenix 

“The  Eye  in  Systemic  Conditions.” 

Discussion  opened  by 
D.  F.  Harbridge,  Phoenix. 

Robert  C.  Buck,  Whipple. 

18.  Joseph  Madison  Greer  - - - - Phoenix 

“The  Surgical  Knee." 

Discussion  opened  by 
A.  C.  Carlson,  Jerome. 

John  D.  Brooks,  Whipple. 

19.  Frank  J.  Milloy - Phoenix 


“The  Differential  Diagnosis  of  the  Commoner 
Diseases  of  the  Gastro-Intestinal  Tract.” 

20.  R.  J.  Callander  -------  Tucson 

“Functional  Colitis.” 

Discussion  of  papers  19  and  20  opened  by 
R.  H.  Thigpen,  Jerome. 

Geo.  W.  Bassett  Whipple. 

21  F.  C Jordan  - --  --  --  - Phoenix 
“Cerebro-Spinal  Fever,  with  Special  Reference  to 
the  Present  Epidemic."’ 

Discussion  opened  by 
C.  C.  Hedberg,  Jerome. 

Robert  Stanley  Flinn,  Prescott. 

ENTERTAINMENTS 

THURSDAY,  APRIL  18,  1929 
2:30  P.M. — Musical  Tea  at  Monday  Club. 

8:00  P.M. — Card  Party  for  Ladies  at  Hassayampa 
Hotel. 

8:30  P.M. — Smoker  for  Men  at  Yavapai  Club. 

FRIDAY,  APRIL  19,  1929 
1:00  P.M. — Luncheon — informal  — for  ladies — at 
Hassayampa  Hotel. 

7:00  P.M.  — Annual  Banquet.  Doctors  and  their 
ladies,  at  Hassayampa  Hotel,  followed  by 
dancing. 

SATURDAY,  APRIL  20,  1929 
10:00  A.M. — Trip  to  Jerome  for  all. 

12:30  M. — Luncheon  for  Men  at  Jerome. 

12:30  P.M. — Luncheon  at  Clarkdale  Country  Club 
for  Ladies. 
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THE  ARIZONA  AND  NEW  MEXICO 
STATE  MEETINGS. 

Prescott — April  18,  19  and  20. 

Taos — June  12,  13  and  14. 

The  program  of  the  Arizona  State  Medi- 
cal Association  which  will  be  held  in  Pres- 
cott, with  one  afternoon  in  Jerome,  on  April 
18,  19  and  20,  is  published  in  full  in  this  is- 
sue. Due  to  the  untiring  and  earnest  efforts 
of  Dr.  John  W.  Flinn,  member  of  the  Pro- 
gram Committee  from  the  entertaining  soci- 
ety, the  most  attractive  and  best  balanced 
program  ever  offered  the  profession  of  Ari- 
zona has  been  arranged.  With  only  three  in- 
vited guests,  the  main  portion  of  the  pro- 
gram will  be  given  by  Arizona  talent,  which 
is  as  it  should  be. 

A special  feature  of  the  program  will  be 
the  first  showing  in  the  southwest  of  the 
Canti  Film,  showing  cellular  activity  in  nor- 
mal and  malignant  tissues.  This  film  is  be- 
ing loaned  by  the  Society  for  the  Study  and 
Prevention  of  Cancer.  The  Canti  film  was 
first  shown  in  this  country  last  December 
at  the  meeting  of  the  Radiological  Society 
of  North  America.  It  is  one  of  the  most 
marvellous  photographic  productions  ever 
achieved.  Dr.  Canti  was  more  than  two 
years  taking  the  films,  and  the  original 
negative  was  purchased  by  the  Society  for 
the  Study  of  Cancer.  The  Arizona  Associa- 
tion will  be  fortunate  to  secure  the  loan  of 
this  film  for  their  meeting,  through  the  ef- 
forts of  Dr.  E.  Payne  Palmer,  chairman  of 
the  Society  for  Arizona.  The  writer  has 
seen  the  film  twice  and  would  travel  far  to 
see  it  again. 

The  New  Mexico  Medical  Society  will  hold 
their  annual  meeting  this  year  in  Taos, 
June  12,  13  and  14.  A meeting  in  Taos 
should  draw  visitors  from  far  and  near. 


Taos  is  the  largest  of  the  Indian  pueblos, 
contains  a large  artist’s  colony,  and  the  New 
Mexico  Society  will  undoubtedly  achieve  an 
unique  setting  for  their  meeting.  The  de- 
tails of  their  program  and  features  of  their 
proposed  meeting  will  be  published  in  a sub- 
sequent issue  of  this  journal. 


THE  ARIZONA  PUBLIC  HEALTH 
ASSOCIATION 

The  Arizona  Public  Health  Association 
will  hold  its  second  annual  meeting  at  Pres- 
cott April  16  and  17,  under  the  auspices  of 
the  State  Board  of  Health. 

The  program  committee,  composed  of 
George  C.  Grove,  City  Engineer,  Tucson, 
Chairman;  Helene  Thomas  Bennett,  Yuma 
Clinical  Laboratory,  Yuma,  and  Dr.  H.  T. 
Southworth,  City  Health  Officer,  Prescott, 
are  arranging  for  the  meeting,  which  will 
have  general  sessions  of  interest  to  all 
Sanitarians,  and  special  sessions  for  Health 
Officers,  Water  and  Sewage  Plant  Operat- 
ors, and  Dairy  Inspectors. 

It  will  be  noted  that  these  dates  are  the 
two  days  immediately  preceding  the  meet- 
ing of  the  Arizona  State  Medical  Associa- 
tion in  Prescott. 


COMMITTEE  ON  PUBLIC  WELFARE  ARI- 
ZONA STATE  MEDICAL  ASSOCIATION 

This  Committee  is  composed  of  the  presi- 
dent and  secretary  of  the  Association  and 
three  members  nominated  by  the  president 
and  confirmed  by  the  House  of  Delegates. 
The  three  members  at  present  ate  Clarence 
Gunter  of  Globe  (chairman),  John  W.  Flinn 
of  Prescott  and  W.  Warner  Watkins  of  Phoe- 
nix. To  this  cmomittee  is  added  one  member 
from  each  component  county  society  to  make 
up  the  total  committee. 


MARCH,  1929 


139 


On  January  26th,  this  committee  met  in 
Phoenix,  with  the  following  members  pres- 
ent: Drs.  Gunter,  Flinn  and  Watkins  from 
the  Association ; 0.  H.  Brown  from  Maricopa 
County;  John  E.  Bacon  from  Gila  County; 
J.  W.  Morris  from  Graham  County;  H.  A. 
Reese  from  Yuma  County;  S.  C.  Davis  from 
Pima  County;  H.  T.  South  worth  from  Yava- 
pai County;  A.  H.  Schermann  from  Coco- 
nino County;  and  J.  W.  Bazelle  from  Nava- 
jo-Apache  County. 

The  Committee  discussed  very  thoroughly 
the  legislative  situation  in  general  and  sev- 
eral matters  in  particular,  with  reference  to 
the  present  session  of  the  Arizona  legisla- 
ture. 

It  was  voted  that  the  chairman  of  the 
committee  (Dr.  Gunter'*  should  express  to 
our  national  representatives  in  Congress  the 
disaporoval  of  the  committee,  as  represent- 
ing the  medical  profession  of  the  state,  of 
the  proposed  continuation  of  the  Shepoard- 
Towner  work,  or  similar  Child  Welfare  work 
by  the  national  government. 

The  matter  of  the  advisabilitv  of  intro- 
ducing the  Bas;c  Science  Bill  in  the  present 
legislature  was  ver^  thoroughly  discussed 
from  every  angle.  It  developed  that  not  all 
of  the  committee  weve  convinced  that  this 
legislation  is  advisable  for  Arizona  at  anv 
time,  and  most  of  the  committee  agreed 
that  it  is  not  advisable  to  attempt  it  at  this 
session  of  the  legislature.  It  became  appar- 
ent that  the  bill  formerly  introduced  has  de- 
fects which  would  make  it  inoperative  in 
this  state.  It  was  finallv  voted  that  this 
legislation  not  he  attempted  or  encouraged 
by  the  Association  at  this  time,  but  that  a 
more  thorough  study  he  made  of  the  oues- 
tion  in  general  and  the  tvp°  of  bill  suitable 
for  Arizona,  m particular,  and  report  made 
to  the  Association  in  regular  session. 

The  nuestiou  of  seQking  a reorganization 
of  the  State  Health  Department  with  a full 
t;me  health  officer  m charge  was  also  thor- 
oughly discussed.  It  was  found  that  the 
committee  felt  the  nood  0f  further  studv  of 
this  ouestion  also,  before  attempting  to  se- 
cure legislation.  It  wa?.  therefor0  voted  that 
the  Association  a=k  the  Public  Health  Offi- 
cers Association  to  a.pooint  a committee  to 
serve  with  the  Medical  Association’s  com- 
mittee in  making  a thorough  studv  of  this 
matter,  to  the  end  that  proper  legislation 
might  be  sought  for  'n  an  intelligent  man- 
ner. No  changes  in  thg  public  health  laws 
will  he  asked  for  «t,  the  present  legislative 
session  bv  tho  Association’s  committee. 

There  are  certain  defects  in  the  law  for 
the  Board  of  Medical  Examiners,  such  as 
the  provision  for  appointing  representatives 
from  the  eclectic  and  homeopathic  schools 


on  the  Board.  It  was  decided,  however,  to 
make  no  attempt  to  change  this  law  at  the 
present  legislative  session. 

The  committee  adjourned  with  the  deci- 
sion to  seek  for  no  changes  at  this  time  in 
any  laws  in  which  the  medical  profession  is 
interested,  and  to  take  no  action  in  legisla- 
tive matters  at  the  present  session,  unless 
something  in  which  the  profession  is  inter- 
ested is  introduced  by  other  groups  or  indi- 
viduals. 


YUMA  COUNTY  MEDICAL  SOCIETY 

Dr.  Harry  Reese,  president  of  the  Yuma  County 
Medical  Society,  entertained  the  members  with  a 
dinner  narty  at  the  Valley  Cafe  on  Saturday,  Dec- 
ember 29th. 

Dr.  Reese  gave  an  interesting-  talk  reviewing  his 
work  as  full  time  County  Health  Officer  for  the 
past  year.  He  stated  that  Yuma  Countv  at  this 
time  has  one  of  the  Meanest  records  in  the  State 
and  he  also  snoke  in  the  highest  terms  of  the  Yuma 
improved  water  supply,  and  stated  that  the  milk 
supply  is  above  reproach.  He  had  a number  of 
sup-gestions  for  the  betterment  of  the  indigent  sick, 
to  be  worked  out  with  the  co-operation  of  the  state 
and  federal  government  eventually. 

In  regard  to  the  unsightly  and  unhealthy  dumps 
of  worn  out  automobiles,  parked  on  private  prop- 
erty he  urged  that  the  health  and  happiness  of 
the  people  mivht  be  aup-mented  bv  their  removal. 

At  the  conclusion  of  the  meeting  the  following 
officers  were  elected  for  the  ensuing  year: 

Dr.  J.  A.  Keteheraide — President. 

Dr.  J D Forest — Viee-President. 

Dr.  W.  C.  Cain — Sec’y--Treasuier. 


DR.  GODFREY  BROADCASTS  ON  TULAREMIA 

In  the  earlv  part  of  February,  over  WGY,  an 
instructive  talk  on  tularemia  was  broadcast  bv  Dr 
Edward  S.  Godfrey.  Jr.,  Director  of  the  Division  of 
Communicable  Diseases  of  the  New  York  State 
Department  of  Health.  News  reports  do  not  state 
whether  he  gave  the  proper  credit  to  Dr  Ancil 
Martin  of  Phoenix,  dubbed  bv  Dr.  Edward  Francis 
of  the  U.  S.  Public  Health  Service,  as  the  “father 
of  tularemia.” 

The  broadcasting  of  the  information  on  tularemia 
bv  Dr.  Godfrey  was  colled  to  our  attention  by  Dr. 
N.  D.  Brayton.  of  Miami.  Dr.  Godfrey  was  for 
manv  years  in  practice  in  Arizona  at  Risbee.  Later 
he  was  appointed  Territorial  Superintendent  of 
Health  bv  Governor  Sloan  holding  this  position  for 
several  years,  devoting  his  entire  time  to  that 
work.  Goincr  out  of  office  in  1914.  he  served  on 
the  commision  which  drafted  the  charter  of  the 
citv  of  Phoenix,  and  as  health  officer  for  the  city 
under  its  first  commission.  For  the  nast  ten  years 
he  has  been  with  the  New  York  Department  of 
Health. 


MARICOPA  COUNTY  ( Arizona)  MEDICAL 
SOCIETY 

The  Society  met  at  the  Good  Samaritan  Hospital, 
Phoenix,  January  24,  1929,  with  about  forty  mem- 
bers attending. 

Minutes  of  previous  meeting  were  read  and  ap- 
proved. 

Mr.  R.  A.  Davis,  state  publicity  officer  of  the 
American  Legion,  of  Arizona,  spoke  on  the  Basic 
Science  Bill  from  the  viewpoint  of  a layman.  He 
thought  the  bill  could  be  passed  in  the  present  leg- 
islature by  enlisting  the  aid  of  American  Legion 
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men  and  political  connections  of  his  own.  Latetr 
in  the  evening  the  discussion  of  this  matter  was 
taken  up  and  motion  was  made  by  Dr.  Greer  that 
the  Maricopa  County  Medical  Society  approves  of 
this  Bill  and  of  its  introduction  in  the  present  leg- 
islature if  the  Committee  on  Public  Welfare  of  the 
State  Association  thinks  wise  to  introduce  it  and 
the  Society  is  willing  to  stand  an  assessment  of 
five  dollars  per  member  as  a part  of  general  as- 
sessment on  all  state  Association  members.  This 
motion  was  seconded  and  carried,  after  some  fur- 
ther discussion. 

The  speaker  of  the  evening  was  Dr.  Rowntree 
of  the  Mayo  Clinic,  who  spoke  on  “Diseases  of  the 
Liver.”  This  address  was  illustrated  by  numerous 
lantern  slides  showing  original  research  work  done 
at  the  Mayo  Foundation.  This  subject  is  not  given 
the  attention  it  deserves  by  the  practitioner,  and 
there  is  considerable  practical  knowledge  available 
wrhich  is  not  being  used. 

Drs.  J.  M.  Pearson  of  Glendale,  B.  M.  Berger  of 
Phoenix  and  Mayo  Robb  of  Phoenix,  were  recom- 
mended for  membership  by  the  Board  of  Censors 
and  passed  unanimously. 

Dr.  0.  H.  Brown  presented  telegram  from  the 
American  Medical  Association,  asking  the  society’s 
support  in  opposition  to  the  revised  Sheppard-Town- 
er  bill  in  the  national  Congress.  This  was  referred 
to  the  state  Committee  on  Public  Welfare  for  ad- 
vice. 

Dr.  Brown  also  presented  a letter  from  the  State 
Nurses’  Association  asking  the  society’s  support 
for  Mrs.  Mildred  Fulkerson  for  the  position  of  Di- 
rector of  Child  Hygiene.  This  matter  was  also  re- 
ferred to  the  Committee  on  Public  Welfare. 

Dr.  E.  Payne  Palmer  announuced  that  the  Amer- 
ican College  of  Surgeons  would  hold  a district 
meeting  in  Phoenix  on  Feb.  13  and  14,  and  asked 
the  Society  to  sponsor  a banquet  at  the  Hotel  West- 
ward Ho  on  one  evening  to  welcome  the  visiting 
delegates.  Motion  was  made  that  the  society  hold 
a banquet  as  requested,  and  passed  unanimously. 

VICTOR  RANDOLPH, 

Secretary. 


NEWS  ITEMS  FROM  EL  PASO  COUNTY 

DR.  JAS.  J.  WALSH  addressed  the  El  Paso 
County  Medical  Society  at  a luncheon  given  in  his 
honor  at  Hotel  Hussman,  January  14.  1929.  His 
subject  was  “Funny  Things  That  Cure  People,”  and 
dealt  with  psychic  cures  by  the  various  cults.  He 
also  addressed  the  patients  at  St.  Joseph’s  Sana- 
torium on  “Tuberculosis  Takes  Only  the  Quitters.” 
Dr.  Walsh  is  Professor  of  Psychotherapy  at  Ford- 
ham  University. 

DR.  ORVILLE  EGBERT  recently  returned  from 
a visit  to  the  middle  west  during  which  he  visited 
clinics  in  Chicago,  St.  Louis,  and  Cleveland.  He 
reports  that  the  hospitals  in  these  cities  were  full 
of  influenza  pneumonia  cases,  and  very  little  sur- 
gery was  being  done  except  emergency  work. 

DR.  WAY’NE  V.  RAMSEY  of  Abilene,  Texas, 
was  a visitor  to  El  Paso  early  in  February. 

ST.  JOSEPH’S  HOSPITAL  (Phoenix) 
STAFF  MEETING 

January  14,  1929. 

The  regular  monthly  meeting  of  the  staff  of  St. 
Joseph’s  Hospital  was  held  on  January  14,  1929, 
with  twenty-five  members  present.  Dr.  E.  Payne 
Palmer,  chairman,  presided. 

Minutes  of  previous  meeting  were  read  and  ap- 
proved. 

Analysis  of  the  hospital  service  for  the  month 
of  December  was  read  by  the  secretary.  Particular 


attention  was  called  to  the  small  number  of  autop- 
sies. 

The  program  had  been  arranged  by  Dr.  Brock- 
way, who  had  selected  several  cases  of  epidemic 
meningitis  as  a basis  for  discussion  of  this  condi- 
tion. 

Case  15121,  presented  by  DR.  J.  E.  DRANE. 

No  history  was  obtained  of  this  child  except  that 
he  had  been  ill  for  eight  or  ten  days  and  had  been 
treated  by  a doctor  for  influenza.  Child  developed 
severe  earache  and  had  been  seen  by  an  otolaryn- 
gologist. The  child  did  not  seem  to  improve  and  I 
was  called  and  found  child  had  a cerebrospinal 
meningitis.  Ordered  the  baby  brought  into  hos- 
pital. Spinal  puncture  was  done.  The  fluid  was 
cloudy  and  contained  meningococci.  Cell  count  was 
above  5,000.  Some  30  c.c.  were  withdrawn  and  30 
c.c.  of  anti-meningococcic  serum  was  injected.  The 
child  seemed  to  be  a little  brighter  for  a short 
period  but  eventually  grew  worse  and  died  the  fol- 
lowing morning.  When  the  child  was  first  seen, 
pupils  were  very  irregular,  pulse  was  40  to  50  and 
showed  marked  intracranial  pressure.  There  was 
no  vomiting.  Tongue  was  furred  and  dry  and  child 
showed  marked  signs  of  dehydration.  There  were 
numerous  rales  throughout  bases  of  both  lungs 
but  no  evidence  of  definite  consolidation.  There 
was  marked  muscle  rigidity  and  spasm  of  all  mus- 
cles, the  patient  assuming  marked  opisthotonos  po- 
sition. Kernig’s  and  Brudzinski’s  signs  were  posi- 
tive. 

DR.  F.  C.  JORDAN,  in  discussing  this  case, 
stated  that  we  are  missing  the  diagnosis  of  cere- 
bro-spinal  meningitis  in  its  early  stages,  and  that 
we  should  be  on  constant  lookout  for  cerebral  irri- 
tation, especially  in  children.  He  cited  an  article 
which  reported  156  cases  of  meningitis  entering  a 
hospital  and  fewer  than  fifty  per  cent  had  been 
diagnosed  as  such.  Of  these,  134  showed  signs  of 
cerebral  irritation,  which  should  have  been  suffi- 
cient indication  for  lumbar  puncture. 

DR.  R.  B.  RANEY  presented  a discussion  of  the 
diagnosis  of  cerebro-spinal  meningitis,  which  will 
be  found  elsewhere  in  this  issue  of  SOUTHWEST- 
ERN MEDICINE. 

Case  No.  14880A  was  presented  by  DR.  F.  J. 
MILLOY: 

Patient  is  a poorly  nourished  male  about  45 
years  of  age.  First  seen  Monday,  November  12th, 
at  noon,  complaining  of  feeling  very  bad  and  was 
vomiting. 

Past  History:  Patient  has  lived  in  the  South  and 
has  had  malaria  and  a long  history  of  gall  bladder 
trouble.  Has  been  urged  several  times  to  have  an 
operation. 

Present  Complaint:  Monday  afternoon  patient  de- 
veloped severe  headache  which  was  relieved  by 
aspirin.  Monday  evening  patient  felt  very  much 
better.  Temperature  was  normal.  Pulse  rather 
rapid.  Tuesday  morning  patient  said  he  felt  very 
bad.  Headache  was  relieved  and  vomiting  had 
ceased.  Temperature  by  mouth  was  97,  pulse  110. 
Tuesday  afternoon  patient’s  condition  seemed  to 
be  worse.  Temperature  by  mouth  continued  to  be 
97,  pulse  110.  Mind  seemed  to  be  confused.  Tongue 
was  dry.  There  was  rigidity  of  the  neck  but  no 
abnormal  reflexes  in  the  lower  limbs.  Later  on 
in  the  night  patient  was  unable  to  swallow  any 
medicine  or  fluids.  Was  brought  to  the  hospital 
and  spinal  puncture  done.  Sninal  fluid  was  very 
cloudy,  count  was  16,000  and  contained  many  in- 
tracellular diplococci.  At  this  time  the  knee  jerks 
were  very  sluggish;  there  was  no  Babinski  but 
there  was  a definite  Oppenheim  on  the  right  side. 
At  this  time  patient’s  temperature  was  99  by  rec- 
tum, pulse  80,  respiration  about  30.  Patient  was 
given  two  ampules  of  meningococcic  serum  intra- 
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spinally.  This  was  repeated  in  twelve  hours.  Dur- 
ing the  afternoon  the  patient’s  temperature  rose 
to  102  and  during  the  night  to  104.  Respirations 
became  very  rapid,  40  to  50  most  of  the  time. 
Thursday  morning  spinal  fluid  contained  4,000  cells. 
Intraspinal  serum  was  given  again.  Temperature 
ranged  around  102,  pulse  120;  respiration  contin- 
ued quite  rapid.  Patient  was  unable  to  swallow 
but  was  given  large  quantity  of  fluid  by  bowel 
and  by  hypodermoclysis.  During  previous  day  he 
began  to  have  marked  swelling  of  both  arms  and 
hands.  Condition  continued  about  the  same.  On 
Thursday  morning  the  spinal  fluid  showed  ^ 1600 
cells.  Meningococcic  serum  was  repeated.  Condi- 
tion continued  about  the  same  except  that  on 
Thursday  the  swelling  in  both  arms  and  hands 
became  intense ; no  evidence  of  swelling  or  edema 
in  other  parts  of  the  body;  there  were  no  findings 
in  the  lungs.  Friday  night  temperature  rose  to 
104  again,  respiration  seemed  to  become  more  rap- 
id and  patient  died. 

Autoposy  was  refused. 

DR.  H.  P.  MILLS,  in  discussing  this  case  said 
that  epidemic  cerebro-spinal  meningitis,  or  menin- 
gococcic meningitis,  occurs  chiefly  in  epidemics  of 
varying  length  and  severity,  but  sporadic  cases  are 
not  at  all  uncommon.  The  disease  has  existed  in 
Phoenix  for  the  past  year.  The  outset  of  this  type 
of  meningitis  is  usually  abrupt  and  without  recog- 
nizable prodromal  symptoms.  Initial  symptoms  of 
headache  and  vomiting  are  the  rule.  The  headache 
is  severe  and  persistent  unless  coma  develops.  De- 
lirium, confusion,  or  loss  of  consciousness  occur 
early.  Fever  is  usually  present,  and  in  fatal  cases, 
becomes  more  pronounced  toward  the  end.  Of  the 
physical  signs,  neck  rigidity  and  a positive  Kemig 
are  of  greatest  significance.  A skin  eruption  in 
the  form  of  petechiae,  or  larger  purpuric  spots, 
occurs  in  about  twenty  per  cent  of  cases. 

Of  the  greatest  importance  in  diagnosis  is  exam- 
ination of  cerebro-spinal  fluid,  obtained  by  lumbar 
puncture.  The  fluid  is  usually  under  marked  pres- 
sure and  cloudy,  the  cloudiness  due  to  greatly  in- 
creased cell  content,  the  number  of  cells  varying 
from  1000  to  30000  or  more  per  cu.  mm.  Menin- 
gococci are  usually  found  on  stained  smears,  but 
it  may  require  repeated  examinations  or  cultures 
to  demonstrate  the  organism.  Polymorphonuclear 
cells  predominate  in  the  fluid.  The  white  blood 
count  is  of  diagnostic  importance,  the  total  count 
being  increased  usually  to  15000  or  more,  with  a 
high  percentage  of  polynuclears.  A blood  culture 
may  be  of  value  in  early  cases  with  inconclusive 
spinal  findings. 

The  _ case  presented  has  two  or  three  points 
of  variation  from  a typical  case,  one  being  the  sub- 
normal temperature  for  the  first  forty-eight  hours, 
which  seems  difficult  of  explanation.  Blumer 
states  that  “the  conspicuous  features  of  the  tem- 
perature, pulse  and  respiration  curves,  are  their 
variability  and  irregularity.  The  height  of  the 
temperature  apparently  bears  no  definite  relation 
to  the  severity  of  the  illness,  except  that  it  fre- 
quently rises  rapidly  to  a high  level  shortly  be- 
fore death  (as  in  this  case).  The  pulse  at  times 
is  rapid,  at  times  slow,  shows  marked  variations 
in  rate  though  rarely  does  it  exhibit  any  irregular- 
ity in  rhythm.  The  respiration,  on  the  other  hand 
is  apt  to  be  quite  irregular,  in  rhythm  as  well  as 
in  rate.”  It  has  been  shown  in  experimental  inocu- 
lation of  guinea  pigs,  by  injecting  the  organisms 
directly  into  the  spinal  canal,  that  a lowering  of 
temperature  of  2 to  8 degrees  occurs,  evidently  due 
to  the  sudden,  severe  infection,  the  organism  fail- 
ing to  react  by  development  of  fever.  The  sudden- 
ness and  severity  of  the  infection  in  this  case  may 
explain  the  low  temperature. 


Another  point  of  interest  is  the  continued  reduc- 
tion of  cell  content  of  the  spinal  fluid  without  cor- 
responding improvement  in  the  clinical  condition  of 
the  patient.  This  is  probably  due  to  a change  in 
the  character  of  the  exudate,  rather  than  to  any 
reduction  in  the  inflammatory  reaction.  At  first 
the  polynuclear  cells  are  thrown  out  in  large  num- 
bers and  tend  to  remain  free  in  the  cerebrospinal 
fluid.  Later  the  exudate  covering  the  sulci  and 
various  folds  of  the  surface,  cause  these  surfaces 
to  adhere  to  each  other,  so  that  the  extent  of  sur- 
face in  contact  with  the  fluid  is  greatly  reduced 
and  fewer  number  of  cells  find  their  way  into 
the  fluid.  The  quantity  of  fluid  is  not  given;  its  re- 
duction may  be  a sign  of  obstruction.  Another  un- 
usual finding  in  this  case  is  the  development  of 
edema  of  the  arms  and  hands.  Was  this  a serum 
reaction?  If  so,  why  confined  to  the  upper  ex- 
tremities? I prefer  to  leave  this  to  general  dis- 
cussion. 

Case  15163  was  presented  by  DR.  DUDLEY 
FOURNIER. 

Patient,  a boy  sixteen  years  of  age,  with  history 
of  having  had  infantile  paralysis  at  two  years 
which  left  him  with  a retracted  left  leg.  Was  called 
to  see  him  on  night  of  December  10th.  He  was  de- 
lirious, muttering  incoherently,  breathing  stertor- 
ous, temperature  104. | Eyes  were  dilated,  tongue 
thick  and  coated.  Few  rales  in  chest,  heart  beat 
rapid.  Did  not  at  that  time  make  a definite  diag- 
nosis of  meningitis.  As  influenza  was  raging, 
made  tentative  diagnosis  of  influenza.  Saw  patient 
next  morning,  appeared  to  be  better.  Was  quite 
rational  and  temperature  was  not  as  high.  Next 
evening  found  that  his  neck  was  stiff,  head  slight- 
lv  retracted,  Kemig’s  sign  was  definitely  posi- 
tive as  also  was  Brudzinski’s.  Made  a diagnosis  of 
epidemic  cerebrospinal  meningitis  and  sent  him 
into  hospital  for  treatment.  Did  a spinal  puncture 
and  obtained  thick,  creamy  fluid  which  gave  cell 
count  of  12.000.  Immediately  gave  30  c.c.  of  anti- 
meningococcic serum.  Rather  interesting  feature  of 
this  case  is  that  the  boy  was  constantly  spelling 
small  words  and  spelling  them  correctlv.  Follow- 
ing dav  temperature  dropped  to  101.  Serum  was 
a"ain  e-iven  130  c c.l  after  same  amount  had  been 
allowed  to  run  out.  The  Uuid  was  somewhat  more 
transparent.  Next  dav  there  was  great  improve- 
ment. temperature  drooped  to  99.3.  neck  was  less 
rigid  and  patient  was  quite  rational.  More  of 
serum  v/as  given  Temperature  at  this  time  was 
normQl  and  =minal  fluid  onlv  slightlv  opaoue.  In 
all  this  patient  received  120  c.c.  of  serum  and 
made  an  uneventful  recovery.  Much  credit  is  due 
to  Dr.  Ploussard  for  this  patient’s  recovery  for  he 
was  painstaking  in  his  efforts  to  get  the  serum  in- 
to patient’s  spinal  canal.  If  any  of  you  have  tried 
to  do  a spinal  puncture  on  a huskv  sixteen-vear 
old  boy.  you  will  appreciate  the  difficulties  Dr. 
Ploussard  encountered. 

DR.  S.  I.  BLOOMHARDT:  Instead  of  the  ordi- 
nary discussion  I am  presenting  a resume  of  an 
interesting  and  very  comprehensive  study  of  this 
disease  as  reported  in  a series  of  more  than  650 
cases  by  Neal,  Jackson  and  Appelbaum  (Jour. 
A.M.A.,  Dec.  11,  1926).  The  series  presents  noth- 
ing new  in  treatment,  or  as  to  tvpe  of  infection, 
but  it  serves  as  a good  illustration  of  the  most 
modern  methods  and  confirms  all  the  present  teach- 
ing on  the  subject.  Some  of  the  points  brought 
forth  were:  (1)  Epidemic  meningitis  is  a disease 
to  which  most  persons  have  a natural  immunity;  in 
this  series  there  were  only  fourteen  instances  in 
which  more  than  one  case  occurred  in  the  same 
family;  (2)  The  meningococcus  is  the  organism 
responsible;  the  general  acceptance  is  that  the  or- 
ganism enters  the  blood  stream  through  the  mu- 
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cous  membrane  of  the  naso-pharynx  and  then  lo- 
calizes in  the  meninges.  (3)  Cases  fell  into  four 
groups;  that  of  the  more  common  type  occurring 
in  older  children  and  adults,  the  cases  we  all  know; 
that  occurring  in  infancy;  the  systemic  type;  and 
the  fulminating  type.  (4)  It  was  quite  definitely 
proved  that  there  is  usually  an  early  transient  bac- 
teremia, and  in  the  systemic  type  the  meningococci 
may  persist  in  the  blood  for  a comparatively  long 
time;  no  better  aid  to  diagnosis  exists  than  the  ex- 
amination of  the  spinal  fluid.  (5)  Serum  was  giv- 
en every  24  hours,  injecting  20  c.c.  intraspinally, 
by  gravity  method,  if  as  much  or  more  fluid  has 
been  obtained;  this  was  continued  until  fluid  be- 
came steril;  most  cases  required  six  to  ten  doses, 
and  it  was  rarely  safe  to  give  less  than  four.  Re- 
cent opinion  in  some  quarters  tend  toward  more 
intensive  treatment  giving  it  every  twelve  or  even 
eight  hours,  intravenously  as  well  as  intraspinal- 
ly, but  these  authors  believe  that  their  more  con- 
servative method  is  better,  and  quote  a comparison 
between  their  mortality  for  a certain  period  and 
that  of  another  hospital  where  the  intensive  treat- 
ment was  given.  The  comparison  was  greatly  in 
favor  of  the  conservative  method,  which  showed 
23  per  cent  against  54  per  cent.  (6)  In  chronic 
cases  they  used  autogenous  vaccines,  sometimes 
with  apparently  gratifving  results  . (7)  As  regards 
sequellae,  they  were  found  in  about  18  per  cent; 
the  most  important  and  frequent  was  deafness, 
which  was  usually  bi-lateral,  complete  and  perma- 
nent. They  did  not  find  that  defective  mental  de- 
velopment was  a sequel  of  any  appreciable  fre- 
quency. Thus  von  see  this  is  nuite  a contrast  to 
epidemic  encephalitis,  whose  after  results  are  so 
much  more  to  be  feared.  Robb  in  a follow  up  of 
the  cases  of  six  to  ten  years  of  age  found  the  per- 
centage of  complete  recovery  fairlv  generally  to 
be  considerably  under  20  per  cent,  if  the  estimate 
be  made  after  two  to  three  years.  He  reviews  his 
experience  with  a groun  of  173  cases  which  oc- 
curred in  Belfast.  Death  rate  in  acute  stage  was 
12.1  per  cent. 


Follow  un  on  152  cases: 

Apparently  well  after  2%  yrs 13 8.8  percent 

Dead  of  effects 

tat  various  times)  7 4.9  percent 

Suffering  from  nervous  symptoms 

of  mild  type  10 7.0  percent 

Showing  changed  character ...18 12.7  percent 

Showing  mental  symptoms 19 13.4  percent 

Tn  other  medical  institutions 19 13.4  percent 

Subject  to  enilepsy 2 1.4  percent 

Showing  Parkinsonion  of 

various  degrees  83 .58.8  percent 

Partially  incapacitated  for 

work  in  school 29 20.5  percent 

Totally  incapacitated  for 

work  in  school 84 59.5  percent 

(8)  The  total  mortality  of  this  group  of  epidemic 
cerebrospinal  meningitis  was  29.8  per  cent.  The 
large  percentage  of  children  in  the  series  was  an 
important  factor.  It  was  noted  that  in  some  years 
the  mortality  was  decidedly  more  satisfactory  than 
in  others. 


MENINGITIS  IN  PHOENIX 

The  following  is  a report  of  the  City  Health  Of- 
ficer of  Phoenix  on  the  number  of  meningitis 
cases  during  1928: 

There  were  thirty-two  cases  of  meningitis,  twen- 
ty-four of  which  died  and  eight  recovered.  The 
deaths  occurred  during  the  following  months: 


January  4 

February  1 

March  9 

April  1 


May  2 

June  2 

July  0 

August  0 

September  0 

October  0 

November  1 

December  4 


Total  24 

The  ages  of  the  cases  are  as  follows: 

1 to  5 years 14 

5 to  15  years  10 

15  to  30  years 4 

30  years 1 

40  years 1 

45  years 1 

57  years  

Total 32 

This  shows  mortality  rate  of  62  per  cent,  or  53 
per  hundred  thousand  population. 

H.  K.  BEAUCHAMP, 

City  Health  Officer. 


GOOD  SAMARITAN  HOSPITAL  (Phoenix) 

(November  Staff  Meeting) 
Continued  from  February  Issue 

Case  4191.  Gastric  Ulcer,  Acute  Nephritis.  Ne- 
phritis was  secondary  to  exposure  and  heavy  drink- 
ing. Expired  about  12  hours  after  admission.  May 
possibly  have  been  alcoholic  poisoning. 

Comment:  Some  interesting  work  is  being  done 
on  the  etiology  of  nephritis.  The  streptococcus, 
especialy  in  the  glome rulo-nephritis,  is  quite  fre- 
ouentlv  a causative  factor.  Based  on  the  work  of 
the  Dicks  and  others,  we  now  appreciate  the  spe- 
cific relation  of  a definite  strain  of  streptococci  to 
scarlet  fever  and  its  commonlv  associated  compli- 
cation glomerulo-nephritis.  Other  factors  are 
ascribed  as  the  cause  of  this  type  such  as  metallic 
toxins,  skin  infections,  etc.,  but  the  fact  is  indis- 
putable that  tonsillar  infections  and  scarlatina  ac- 
count for  an  overwhelming  proportion  of  cases. 
The  precise  relation  of  streptococci  to  acute  renal 
damage  renuires  further  study.  Duval  and  Hub- 
hard  are  doing  a large  amount  of  experimental 
work  on  the  rabbit;  their  summary  to  date  is:  “The 
various  tvpes  of  acute  glomerulo-nephritis,  includ- 
ing endothelial  proliferation,  hyaline  thrombi  in 
the  vessels  of  the  glomeruli,  hemorrhage  into  the 
capsular  space  and  a complete  necrosis  of  the  cap- 
illary can  be  produced  exnerimentallv  in  the  rab- 
bit under  prescribed  conditions,  with  the  toxic  prin- 
ciple of  the  scarlatinal  streptococci  of  the  Dicks.” 
And  thus  slowly  is  medical  science  unraveling  its 
difficult  problems.  The  Palmer  acid  test  for  gas- 
tric or  duodenal  ulcer  is  not  used  much  out  here, 
a great  deal  of  reliance  being  placed  on  x-ray 
findings  and  history.  The  test  is  simple.  A Reh- 
fnss  tube  is  swallowed  and  suction  made  to  assure 
the  stomach  is  empty.  If  distress  continues,  it  can 
be  overcome  by  gastric  lavage.  Distress  that  can- 
not be  relieved  by  this  emptying  of  stomach 
is  almost  never  ulcer  distress.  After  this  200  c.c. 
of  .5  per  cent  hvdroochloric  acid  is  introduced 
through  the  tube.  If  no  pain  develops  another  200 
c.c.  is  given  30  minutes  later  and  followed,  if  nec- 
essarv,  bv  a third  at  the  end  of  an  hour.  The 
period  of  observation  is  usually  one  and  one-half 
hours,  and  if  typical  distress  of  ulcer  is  not  re- 
produced during  that  time,  the  test  is  negative  for 
ulcer. 

Case  4134.  Male,  age  27.  Trauma  followed  by 
sepsis.  No  history  obtained  from  patient.  Rather 
an  odd  injury  to  result  in  sepsis.  Caught  foot  in 
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floor  and  wrenched  his  back.  Pain  and  backache 
became  progressively  worse.  Physical  examina- 
tion revealed  great  tenderness  around  acetabulum 
and  along  course  of  sciatic  nerve.  W.  B.  C.  19,000, 
polys  90  per  cent.  Hyaline  casts  in  urine.  X-ray 
negative.  Blood  culture  showed,  after  24  hour  in- 
cubation, staphylococci.  Temperature  runs  from 
100  to  104  degrees. 

Case  3865  DR.  J.  D.  HAMER.  A nurse,  age  32, 
came  into  the  hospital,  Sept.  7,  1928,  complaining 
of  fever,  chills,  headache,  malaise  and  severe  back 
pain  in  lumbar  region.  The  illness  began  on  Aug. 
31,  with  a severe  pain  on  the  left  side  of  the  back, 
over  the  kidney  region,  a severe  chill,  and  rising 
fever.  Within  24  hours  the  pain  localized  more  to 
the  right  back,  and  radiated  around  and  downward 
toward  the  bladder  region.  At  the  onset  and  con- 
tinuing through  the  ensuing  day  was  a very  ago- 
nizing headache  localized  in  the  occipital  region 
and  posterior  aspect  of  the  neck.  The  patient  went 
to  bed  at  the  onset,  and  after  a week  of  confine- 
ment and  treatment,  did  not  improve.  There  were 
daily  remissions  of  temperature  from  a morning 
normal  to  an  evening  102  to  103.  Pulse  at  no  time 
exceeded  100  per  minute.  On  several  occasions  dur- 
ing the  week,  there  were  attacks  of  nausea  and 
vomiting,  not  associated  with  meals. 

Past  History.  Patient  had  usual  childhood  dis- 
eases, and  up  until  1918  had  been  well.  In  1918 
had  a severe  attack  of  influenza  but  recovery  was 
good  after  two  weeks.  In  1919,  patient  had  an  at- 
tack of  appendicitis,  and  was  operated  upon.  Re- 
covery was  without  complications.  In  1923,  patient 
began  having  periods  of  fever,  gastro-intestinal 
upsets,  anorexia,  belching  and  nausea,  which  was 
diagnosed  gall-bladder  disease.  She  had  at  this 
time  attacks  of  pain  in  the  right  back  over  the 
kidney  and  pain  referable  to  liver  region,  but  no 
jaundice  with  these  attacks.  During  that  year,  she 
was  operated  upon  twice,  the  first  for  gall-bladder 
drainage,  and  two  months  later,  a cholecystectomy 
was  performed.  She  recovered  nicely  from  the  gall- 
bladder operations,  but  since  that  time  has  had 
attacks  of  pain  and  tenderness  with  fever,  nausea 
and  vomiting  similar  to  the  attacks  she  had  prior 
to  the  cholecystectomy.  Especially  during  the  past 
summer,  the  patient  has  not  felt  well,  feeling  at 
times  toxic  with  loss  of  strength  and  weight,  an- 
orexia and  malaise.  She  has  had  no  abnormal  uri- 
nary disturbances,  no  constipation  or  diarrhea,  no 
jaundice,  but  at  times  sensed  a feeling  of  palpita- 
tion of  heart  and  nervousness. 

Family  history  is  irrelevant.  Menses  began  at 
15,  and  patient  suffered  severe  dysmenorrhea  until 
after  her  child  was  born  16  years  ago.  Patient  has 
been  married  18  years,  and  has  one  child,  age  16, 
living  and  well.  Husband  is  in  good  health,  al- 
though underweight. 

...Physical  Examination.  On  date  of  onset,  Aug 
31.  Patient  is  acutely  ill,  with  high  fever,  moist 
skin,  flushed  cheeks,  very  nervous,  and  appears 
to  have  considerable  pain.  Pulse  is  96,  temp.  104, 
respirations  22.  Head  is  normal  in  all  respects, 
ears  normal,  eyes,  dull  expression,  not  inflamed 
nor  jaundiced.  Pupils  equal  and  react  normally. 
Nose  normal.  Lips  red.  Teeth  are  in  excellent 
condition.  Throat  is  clean,  voice  normal.  Neck, 
normal  except  for  tenderness  to  pressure  over  pos- 
terior group  of  muscles.  Lungs  normal.  Heart  not 
enlarged;  sounds  loud  and  regular.  No  murmurs. 
Pulse  rate  96,  regular,  rhythmic,  soft,  monocrotic. 
No  adenopathies,  Patient  is  very  tender  in  right 
flank  and  just  below  axillary  border  of  liver.  In 
the  right  flank  there  is  felt  a mass,  rounded 
smooth,  firm  and  easily  movable.  When  patient 
turns  on  left  side,  the  mass  falls  into  right  iliac 
tossa,  and  when  on  the  back,  the  mass  falls  into 


kidney  region.  Pelvic  examination  with  patient 
prone  shows  nothing  unusual  except  a slightly 
retroflexed  uterus.  Extremities  normal,  reflexes 
normal.  Urine  examination  on  first  day  of  illness 
showed  numerous  pus  cells.  Patient  was  home  one 
week,  in  bed,  on  a soft  diet,  with  water  forced,  a 
pad  to  the  kidney  region  and  urinary  antiseptics 
given  in  large  doses.  She  entered  the  hospital  one 
Sept.  7th,  pulse  was  96,  temp.  102,  resp.  24.  Bed 
week  later  not  improved.  On  the  day  of  admission 
placed  on  shock  blocks,  patient  given  a soft  diet 
and  fluids  forced.  Urine  cloudy,  acid,  sp.  gr.  1010, 
much  pus,  no  blood.  Urine  culture  showed  the 
colon  bacillus.  With  this  information  patient  was 
put  on  an  alkaline  antiseptic  and  from  that  time 
on  began  to  improve.  Temp,  came  down  to  normal 
on  Sept.  12th  and  stayed  normal  until  day  of  op- 
eration Sept.  18.  One  Sept.  8th,  urine  showed  much 
pus,  on  Sept.  12th,  an  occasional  pus  cell  was 
found,  and  on  the  15th,  the  urine  was  free  from 
pus.  A cystoscopy  on  Sept.  9 showed  opaque  cath- 
eter in  each  kidney  pelvis.  The  pelvis  and  calyces 
of  right  kidney  upon  injection  showed  normal  size 
and  contour. 

On  Sept.  18th,  after  a week  free  from  tempera- 
ture, a urine  free  from  pus,  and  the  patient  feel- 
ing much  improved,  a nephropexy  was  performed 
under  gas  anesthesia.  We  found  the  right  kidney 
extremely  movable  and  located  low  in  right  flank. 
The  kidney  itself  was  slightly  injected,  and  show- 
ed several  small  infarcts  under  the  capsule  in  the 
upper  pole.  Pelvis  of  kidney  was  not  dilated  to 
palpation.  Double  looped  sutures  through  stripped 
capsule  of  kidney  to  internal  oblique  was  method 
of  fixation  employed. 

Convalescence  was  satisfactory  and  not  unusual 
in  any  respect,  and  patient  was  discharged  on  Oct. 
1st,  feeling  well. 

Dr.  Purcell,  in  opening  the  discussion  said  that 
this  is  an  especially  interesting  case  and  well 
worked  up.  The  important  factor  in  this  case  is 
drainage.  The  holding  up  of  the  kidney  and  flush- 
ing of  a large  amount  of  liquid  and  alkalies  seems 
the  necessary  treatment.  They  will  have  exacerba- 
tions from  time  to  time  even  in  spite  of  proper 
support  of  the  kidney  but  usually  these  relapses 
are  not  serious.  Dr.  Smith  said  these  cases  cannot 
as  a rule  be  cleared  up  without  drainage.  Opera- 
tion may  be  advisable  and  then  again  not.  Drain- 
age may  be  accomplished  by  position  of  patient. 
He  is  inclined  to  doubt  the  value  of  flushing  of 
the  pelvis  through  the  ureter.  He  has  lately  used 
pyridium  along  with  alkalies  with  good  results  in 
pyelitis  cases.  Dr.  Stroud  said  that  he  had  had 
some  experience  with  pyridium  which  led  him  to 
believe  it  was  valuable.  He  said  that  in  the  Uni- 
versity of  California  a number  of  experiments  had 
been  done  which  went  to  show  that  when  the 
ureters  of  cats  were  tied  and  the  urine  kept  alka- 
line, little  damage  was  done  to  the  kidney;  if  the 
urine  was  acid  the  kidney  substance  was  destroy- 
ed. Dr.  Hamer  said  this  woman  had  had  two  un. 
successful  gall-bladder  operations,  so  far  as  he 
could  tell  for  the  kidney  condition  and  she  has 
been  much  improved  by  the  kidney  operation.  Dr. 
Vivian  showed  a number  of  slides  illustrating  the 
necessity  of  nephropexy.  He  also  showed  a slide 
which  gave  analysis  of  the  tests  for  nephropexy. 

I he  gist  of  the  slide  is  that  an  operation  is  neces- 
sary in  those  cases  where  the  kidney  descends  and 
ureter  does  not  descend  with  it.  If  adhesions  or 
vessels  hold  the  ureter  in  such  a way  as  to  kink 
it  then  nephropexy  is  necessary.  He  said  further 
that  he  was  inclined  to  disagree  with  Dr.  Smith 
regarding  the  lack  of  value  in  flushing  of  the 
kidney  pelvis  through  the  ureter.  Dr.  Smith  ex- 
plained  that  the  site  of  the  infection  is  the  issue 
and  not  the  pelvic  cavity  of  the  kidney  and  there- 
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fore  the  flushing  only  takes  care  of  the  organisms 
loose  in  the  pelvic  cavity.  Dr.  Sharp  said  that  he 
wished  to  commend  Dr.  Vivian  upon  his  method  of 
studying  his  cases.  He  recalled  having  done  a post 
on  a 12  year  old  boy  in  whom  a kidney  had  been 
removed  and  this  was  the  only  kidney  the  boy  had. 
This  shows  the  importance  of  making  thorough 
studies  of  all  such  cases. 

Case  4085.  Dr.  R.  J.  STROUD.  White  female, 
46  years  of  age.  Has  borne  two  children;  family 
history  negative.  Patient  had  typhoid  twenty  years 
ago.  She  gave  no  history  of  cough,  night  sweats 
nor  expectoration,  and  except  for  the  typhoid  has 
never  been  ill.  This  case  involves  a missed  diag- 
nosis, in  that  the  entity  of  tuberculous  breast  was 
thought  to  be  carcinoma  of  the  breast.  As  the 
greater  majority  of  abdominal  conditions  prove  to 
be  appendicitis  in  some  form,  so  does  carcinoma 
of  the  breast  in  women  over  40  so  dominate  the  in- 
cidence of  breast  conditions  that  it  is  first  thought 
of,  and  when  it  cannot  be  eliminated  the  diagno- 
sis should  be  that  of  cancer  and  radical  meas- 
ures introduced  as  life  saving  measures. 

In  going  back  over  the  history  we  have  a state- 
men  of  being  always  well  except  that  some  years 
before  she  had  typhoid.  Close  questioning  after 
the  condition  was  brought  out  as  tuberculous  elicit- 
ed the  fact  that  no  Widal  was  taken,  and  as  this 
is  a great  source  of  error  in  the  diagnosis  of  tuber- 
culosis, especially  in  some  parts  of  the  country,  it 
is  possible  that  what  was  thought  to  be  typhoid 
was  an  attack  of  tuberculosis.  This  is  all  retro- 
spection, in  trying  to  arrive  at  a possible  focus  of 
infection  of  which  the  breast  was  secondary.  The 
physical  diagnosis  showed  some  slight  dullness  over 
both  apices  and  slightly  prolonged  expiration  of 
a higher  note,  more  marked  over  the  right  side, 
but  not  true  broncho-vesicular  breathing.  No  rales 
wTere  present,  and  there  was  no  history  of  cough, 
night  sweats,  nor  loss  of  weight.  No  raising  of 
sputum  at  any  time,  yet,  in  this  particular  case 
there  must  be  a primary  focus  somewhere.  It  is  a 
pity  that  the  patient  left  the  hospital  before  the 
laboratory  report  reached  the  chart,  for  a chest 
examination  by  x-ray  should  be  made.  On  65  cases 
collected  by  Schley  12  were  primary  in  the  breast, 
so  also  the  percentage  holds  in  other  series.  So  a 
primary  breast  focus  is  not  eliminated. 

In  differentiating  carcinoma  from  tuberculosis, 
when  a frank  cold  abscess  is  present  the  difficulty 
is  lessened,  and  when  fistulous  tracts  are  present, 
the  diagnosis  is  more  or  less  simple.  In  this  case 
there  were  two  areas  of  redness  and  slight  soften- 
ing, one  two  inches  below  and  to  the  left  of  the 
nipple,  and  the  other  one  inch  above  and  two  inch- 
es to  the  left  of  the  nipple  with  a large  hard  mass 
in  the . lower  part.  The  nipple  is  retracted  with  a 
puckered  appearance — the  nipple  being  somewhat 
higher  than  on  the  unaffected  side.  The  nipple  also 
stood  pointing  upwards.  There  was  a suggestion 
of  thickening  throughout  the  pectoralis  major  mus- 
cle and  the  axillary  glands  were  not  felt  as  par- 
ticularly different  from  the  other  side.  There  was 
no  apparent  enlargement  of  the  supraclavicular 
glands. 

Microscopic  sections  of  the  axillary  glands 
showed  them  to  be  full  of  small  tuberculous  ab- 
scesses. In  fact,  the  whole  mass,  outside  of  the 
muscles  showed  abscess  formation,  tuberculous  in 
type,  with  many  giant  cells,  but  the  laboratory  was 
not  able  to  demonstrate  tubercle  bacilli. 

I feel  that  the  diagnosis  could  have  been  made 
before  operation  in  which  case  the  knife  instead  of 
the  electro-cautery  wTould  have  been  used,  but  the 
leaning  is  so  much  towards  carcinoma  in  a breast 
with  a history  of  a nine  year  old  lump  becoming 
a growing  tumor  that  without  frank  ulcer,  fistula 
or  abscess  this  diagnosis  would  be  made.  In  any 


case  treatment  is  the  same,  that  of  taking  out 
the  gland  and  cleaning  the  axilla  thoroughly.  Sac- 
rifice of  the  pectoralis  minor  would  not  have  been 
made  in  case  of  diagnosis  of  tuberculosis. 

Tuberculosis  of  the  breast  is  a rare  condition, 
but  more  common  than  supposed,  and  as  in  this 
case  the  diagnosis  is  frequently  missed.  Females 
are  more  susceptible  than  males.  The  bacilli  may 
enter  an  abrasion  of  the  skin  of  breast  or  nipple, 
may  be  driven  by  friction  over  the  nipple  or  skin, 
and  may  ascend  the  milk  ducts  or  lymph  vessels  of 
the  nipple.  Most  cases  are  between  30  and  40  years 
of  age.  Chronic  mastitis  predisposes  to  the  dis- 
ease. Scudder  says  that  50  per  cent  are  in  women 
who  have  borne  children.  The  breast  is  usually 
shrunken  and  nodular.  It  may  be  larger  or  actual- 
ly shrunken.  It  may  be  filled  with  small  indura- 
tions, may  contain  large  nodules,  or  may  hold 
great  softened  masses  covered  with  discolored 
skin.  Tuberculous  abscess  may  form  and  discharg- 
ing sinuses  arise.  In  these  cases  the  diagnosis  is 
easy.  Treatment  is  the  same  as  for  carcinoma  only 
not  radical  enough  to  take  out  the  pectoral  mus- 
cles. 

In  discussion,  Dr.  Jordan  said  he  enjoyed  the  re- 
port very  much  but  that  his  experience  of  tuber- 
culosis of  the  breast  had  been  nil.  He  said  this 
case  taught  us  that  tuberculosis  can  affect  any 
part  of  the  body  and  should  make  us  duly  careful 
in  studying  suspicious  cases.  Dr.  Sharp  said  he 
had  seen  one  such  case.  The  first  report  of  such 
cases  was  in  1829  by  Cooper;  others  have  been  re- 
ported since  and  about  1890  it  became  recognized 
as  an  entity.  About  one  per  cent  of  all  cases  of 
lesions  of  the  breast  are  tuberculous.  Nearly  six 
per  cent  of  benign  lesions  are  tuberculous. 

There  are  two  forms,  primarily  and,  secondary. 
The  latter  is  the  more  common,  the  sex  is  impor- 
tant, as  the  female  is  more  susceptible  than  the 
male.  It  occurs  most  commonly  in  middle  life  and 
in  the  child  bearing  woman.  Secondary  infections 


Colds  and 
Influenza 

At  this  season  of  the 
year,  severe  colds  and 
influenza,  with  their 
often  troublesome 
convalescence,  call 
for  the  nourishing, 
invigorating  and  sus- 
taining qualities  of 
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Knox  Sparkling  Gelatine 
is  the  friend  of  the  Diabetic 


Knox  Sparkling  Gelatine  permits  a num- 
ber of  pleasing  dishes  to  be  introduced 
into  the  diabetic’s  diet.  It  is  a pure  pro- 
tein, whose  known  caloric  value  makes 
it  a simple  matter  to  calculate  food 
formulas.  The  added  bulk  which  it  gives 
to  the  dish  helps  satisfy  the  patient’s 
craving  for  food. 

Experiments  show  that  when  gela- 
tine is  given  to  the  diabetic,  the  want  of 
body  proteins  often  is  reduced  by  as 
much  as  63.7  per  cent  (Lusk) . So  Knox 
Gelatine  becomes  not  only  a vehicle  for 
more  concentrated  foods,  but  has  a use- 
ful protein  value  of  its  own. 

In  many  other  special  diets,  Knox 
Sparkling  Gelatine  is  a valuable  adjunct. 
Its  protective  colloidal  ability,  in  the 
feeding  of  infants,  is  well  known.  This 
action  helps  reduce  the  formation  of 
hard  curds,  and  is  beneficial  in  the  treat- 
ment of  colic,  regurgitation,  and  other 
complaints  arising  from  imperfect  milk 
digestion.  In  the  liquid  and  soft  diets 
of  convalescents  and  invalids,  where 
mincing  appetites  must  be  coaxed  in  every 
way  possible,  Knox  Sparkling  Gelatine 
brightens  the  table  with  dozens  of  color- 
ful and  tempting  dishes. 


QUALITY  WITH  ECONOMY 

Knox  Sparkling  Gelatine  is  the  highest 
quality  for  health.  It  is  a protein  in  its 
purest  form,  particularly  suitable  where 
carbohydrates  and  acids  must  be  avoided. 
When  you  purchase  Knox  Gelatine  you 
not  only  get  quality  but  economy,  for  each 
package  makes  four  different  desserts  or 
salads  of  6 generous  servings  each. 


For  41  years  we  have  devoted  all  our 
attention  to  the  manufacture  of  Knox 
Sparkling  Gelatine.  Constant  chemical 
and  scientific  control  is  exercised  during 
every  process — from  raw  material  to 
the  packaged  product.  It  is  a pure  pro- 
tein, unbleached,  unflavored,  free  from 
sugar. 

Authoritative  dietetic  information 
The  booklets  listed  below  demonstrate 
the  value  of  Knox  Sparkling  Gelatine  in 
medicine,  and  suggest  a number  of  appe- 
tizing recipes  for  the  various  indicated 
diets.  Surgeons,  doctors,  dieticians,  and 
members  of  hospital  staffs  will  find  them 
practical  references.  Check  the  coupon 
below  and  mail  it  to  us. 


KNOX  GELATINE  LABORATORIES 
438  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me,  without  obligation  or  expense,  the  booklets  which  I have  marked.  Also  register  my 
name  for  future  reports  on  clinical  gelatine  tests  as  they  are  issued. 

□ Diet  in  the  Treatment  of  Diabetes 
Cl  Reducing  Diet 

□ Varying  the  Monotony  of  Liquid  and  Soft  Diets 

□ Recipes  for  Anemia 

□ Value  of  Edible  Gelatine  in  Infant  and  Child  Feeding 


Name Address. 

City State 
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are  not  uncommon.  Tuberculosis  and  cancer  may 
coexist.  In  diagnosis  there  must  be  consideration 
of  the  various  types  of  cancer.  Treatment  is  ex- 
cision. Von  Eber  uses  only  tuberculin.  Dr.  Berger 
said  the  interest  for  him  in  this  case  was  the  caus- 
ative factor.  He  believed  that  ill  fitting  corsets 
might  be  a possible  cause.  He  thought  that  x-ray 
of  the  chest  should  be  done.  Dr.  Stroud  said  he 
believed  that  excision  is  the  best  treatment;  the 
glands  in  this  case  were  generally  caseous. 

Meeting  adjourned. 

ORVILLE  HARRY  BROWN,  Sec’y. 


NEW  MEXICO  TUBERCULOSIS  ASSOCIATION 


(Continued  from  page  135) 
and  the  development  of  the  preventorium  idea,  will 
be:  Campaign  for  early  diagnosis;  stressing  exam- 
ination of  high  school  pupils  with  special  reference 
to  tuberculosis  and  heart  disease;  publication  of  a 
bulletin  twice  a month;  and  the  establishing  of 
free,  tuberculosis,  diagnostic  clinics  wherever  prac- 
ticable over  the  state. 

The  work  of  better  county  organization  will  be 
pushed  in  the  hope  that,  eventually,  we  may  have 
a complete  tuberculosis  organization  in  each  county. 

Our  financial  report  is  attached  hereto.  Our 
books  are  audited  every  year  and  a copy  of  the 
audit  is  in  the  office  of  the  association  and  may 
be  inspected  at  any  time. 

In  all  our  work  we  conform,  as  nearly  as  is 
possible  with  our  peculiar  problems  of  sparsely 
settled  area  and  great  distances,  with  the  organiza- 
tion plans  and  policies  of  the  National  Tuberculosis 
Association  with  which  we  are  affiliated  and  with 
whom  we  are  in  good  standing. 

Respectfully  submitted, 

MRS.  C.  C.  MEACHAM, 

Secretary. 


BOOK  REVIEWS 

(0.  H.  BROWN) 

International  Clinics,  Edited  by  Henry  W.  Cat- 
tell,  A.  M.,  M.  D.;  Philadelphia,  U.  S.  A.;  Vol.  Ill; 
38th  series;  1928;  J.  B.  Lippincott  Co.,  Philadelphia 
and  London. 

There  are  13  contributors  to  this  volume.  The 
main  subjects  discussed  are  endocrinology,  cancer, 
alcohol  and  life  duration,  abnormal  blood  pressure, 
liver  and  biliary-duct  disease,  vitamins,  Paget’s 
disease,  visceral  manifestation  of  syphilis,  trends 
in  preventive  medicine,  impulsive  outbreaks  in  chil- 
dren, prolapsed  uteri  and  extra  pleural  thora- 


coplasty. The  articles  are  liberally  and  beautifully 
illustrated  and  are  written  by  authorities. 

The  Surgical  Clinics  of  North  America,  Aug., 
1928,  Vol.  VIII,  No.  4;  Philadelphia  number,  W.  B. 
Saunders  Co.,  Philadelphia  and  London.  The  clin- 
ics reported  in  this  volume  are  by  such  well  known 
men  as  Drs.  John  Chalmers  Da  Costa,  John  B. 
Deaver,  W.  Wayne  Babcock,  Chas.  H.  Frazier, 
James  A.  Kelly,  Edward  J.  Klopp  and  others. 

A number  of  imporftant  subjects  are  discussed 
among  which  are  carcinoma  of  the  rectum,  toxic 
goiter,  radioknife  in  malignant  disease,  spina  bifida, 
chronic  leg  ulcers,  spinal  cord  compression,  surgi- 
cal treatment  of  burns,  splenectomy  and  ruptured 
liver.  There  are  37  different  subjects  presented 
and  all  are  of  practical  interest. 

Recent  Advances  in  Chemistry  in  Relation  to 
Medical  Practice;  by  W.  McKim  Marriott,  B.  S., 
M.  D.,  St.  Louis;  The  C.  V.  Mosby  company,  1928. 

This  is  a series  of  lectures  before  the  San  Diego 
Academy  of  medicine  delivered  in  1927. 

Dr.  Marriott  has  a happy  clear  style  of  treating 
a subject  which  is  sure  to  be  a bit  complex  to  the 
physician  who  has  not  kept  abreast  with  the  prog- 
ress of  chemistry.  Every  physician  and  surgeon 
needs  in  his  every  day  practice  a knowledge  of 
the  facts  presented  in  this  volume. 

Marriott  gives  the  latest  conception  of  atoms, 
molecules,  ions,  the  mass  law,  surface  tension,  os- 
motic pressure,  colloids,  tc.  He  discusses  in  detail 
the  hydrogen  ion  and  its  influence  in  the  body 
chemistry.  Under  colloids  he  presents  the  modern 
conception  of  the  protein  molecule.  Acidosis  and 
alkalosis  with  their  dangers,  symptoms  and  treat- 
ment are  discussed  in  detail. 

Chemistry  of  the  blood  is  the  subject  of  lecture 
three.  Food  and  metabolism  are  discussed  in  lec- 
ture four.  Vitamins  and  dietetics  are  the  subjects 
of  the  last  lecture. 

The  book  is  recommended  as  one  of  unusual  in- 
terest and  extreme  practical  value.  Every  physi- 
cian should  wish  to  have  it  as  a desk  volume. 


International  Clinics;  Edited  by  Henry  M.  Cat- 
tell,  A.M.,  M.D.,  Philadelphia,  with  the  collabora- 
ton  of  16  other  authorities;  Volume  IV.,  38th 
Series;  J.  B.  Lippincott  Company;  1928. 

The  “Clinics”  always  afford  instructive  reading 
matter.  The  articles  are  prepared  by  authorities, 
in  a manner  to  be  most  helpful  to  the  person  who 
may  not  be  a specialist  in  the  line  with  which  the 
paper  deals.  The  volumes  are  neatly  bound  and 
are  of  handy  size  for  preservation  and  ready  ref- 
erence. 
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Buildings  are  commodious  and  attractive.  Rooms 
with  private  bath  are  available. 

Approved  diagnostic  and  therapeutic  methods  used. 
Occupational  therapy,  recreation  and  entertainment. 
G.  Wilse  Robinson,  M.  D.,  Medical  Director 

Office: — Suite  814-817  Medical  Arts  Bldg. 
34th  and  Broadway. 

Sanitarium: — 8100  Independence  Road, 
Kansas  City,  Missouri 
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The  present  volume  has  an  unusually  large  num- 
ber of  articles  especially  instructive  to  those  in- 
terested in  general  medicine.  We  cite  two;  one  by 
Joseph  F.  Montague  on  the  rectal  avenue  of  drug 
administratoin,  and  the  other  by  Lewellys  F.  Bar- 
ker on  criculatory  insufficiency  in  the  obese.  There 
are  24  others,  any  one  of  which  is  worthy  of  de- 
tailed review. 


The  Surgical  Clinics  of  North  America.  Vol. 
VIII,  No.  6;  Pacific  Coast  Surgical  Association 
Number;  277  pages  with  118  illustrations,  includ- 
ing complete  Index  to  Volume  VIII;  Paper  $12.00; 
Cloth  $16.00;  W.  B.  Saunders  Company,  Philadel- 
phia and  London. 

The  first  article  in  this  number  is  entitled  “John 
Hunter — The  Founder  of  Scientific  Surgery.”  To 
one  interested  in  the  history  of  medicine  this  one 
article  will  be  worth  the  price  of  the  book.  It 
gives  quite  the  clearest,  terse,  picture  of  the  life 
of  the  illustrious  John  Hunter  which  it  has  ever 
been  the  privilege  of  the  reviewer  to  read. 

An  article  which  will  interest  the  internist  as 
well  as  the  surgeon  is  upon  radiculitis  in  relation 
to  abdominal  disease.  This  is  a condition  which 
might  catch  the  unaware  in  such  a manner  as  to 
produce  embarrassment.  These  four  pages  are 
worth  careful  study. 

There  are  41  other  helpful  and  instructive  sub- 
jects discussed. 


The  Surgical  Clinics  of  North  America;  Vol. 
VIII,  No,  5;  New  York  Number;  293  pages  with 
141  Illustrations;  W.  B.  Saunders  Company,  Phila- 
delphia and  London;  Paper  $12.00  and  Cloth  $16.00. 

There  are  23  subjects  discussed  in  this  volume. 
Among  the  more  interesting  ones  is  one  entitled 
“MBGV-5.”  This  is  a study  of  skin  antisepsis. 


The  authors  show  chat  the  ordinary  methods  of 
preparing  the  skin  for  operations  are  not  adequate 
and  a preliminary  report  of  a new  and  apparently 
a near  100  per  cent  procedure  is  presented.  All 
surgeons  will  wish  to  read  this  short  article. 

There  are  several  highly  instructive  papers  upon 
appendicitis  and  stomach  and  gall  bladder  surgery. 

There  is  an  occasional  evidence  of  lack  of  prop- 
er editing  of  the  manuscripts  as  shown,  for  exam- 
ple, on  page  1016  which  reads:  “Heart  sounds  clear 
and  distinct  on  percussion.  No  enlargement.”  It 
is  plain  that  this  should  read,  “Heart  sounds^ clear 
and  distinct.  On  percussion,  no  enlargement.” 


REGISTRY  OF  LABORATORY  TECHNI- 
CIANS. 

In  accordance  with  the  trend  of  the  times,  the 
practice  of  medicine  is  utilizing  more  and  more  the 
services  of  trained  lay  help.  The  advent  of  the  lab- 
oratory as  an  indispensable  aid  to  the  diagnosis  of 
disease  has  created  a new  specialty  in  medicine; 
that  of  clinical  pathology.  In  order  to  carry  on  the 
numerous  technical  tests  required  in  scientific  diag- 
nostic procedures,  the  laboratory  director  has  found 
it  necessary  to  train  the  technical  personnel.  With 
the  standardization  of  hospitals  and  the  urgent  call 
fcr  qualified  laboratory  assistants  there  has  arisen 
a demand  for  proper  standardization  of  the  pre- 
liminary education  and  technical  training  of  those 
enrolled  in  this  new  profession. 

There  has  also  been  a desire  on  the  part  of  those 
engaged  in  this  useful  calling  to  raise  their  status, 
similar  to  the  evolution  of  the  trained  nurse  of  a 
generation  ago.  This  want  is  now  being  taken  care 
of  by  a national  organization  consisting  of  a body 
of  men  who  are  most  vitally  interested  in  elevat- 
ing the  intellectual  and  technical  status  of  labora- 
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tory  workers.  The  American  Society  of  Clinical 
Pathologists  has  taken  upon  itself  the  task  of  or- 
ganizing a Registry  of  Technicians  with  rules  un- 
der which  those  qualified  by  education,  technical  in- 
struction, and  moral  character  will  receive  a certifi- 
cate. 

The  subject  is  of  interest  to  physicians  in  every 
field  of  endeavor  as  many  of  them  are  desirous  of 
securing  the  services  of  technicians  to  carry  on  the 
routine  laboratory  procedures. 

There  is  no  doubt  that  the  elevation  of  the  lab- 
oratory technician  to  the  status  of  a respected  and 
useful  calling  will  be  a great  help  to  ihe  medical 
profession,  to  the  patient,  and  to  the  scientific 
practice  of  medicine. 

The  headquarters  of  the  Registry  of  Technicians 
of  the  American  Society  of  Clinical  Pathologists 
are  located  in  the  Metropolitan  Building  of  Den- 
ver, Colorado. 

Another  very  desirable  feature  of  the  Registry 
is  the  facilities  it  offers  in  finding  suitable  place- 
ment for  registrants  and  in  aiding  physicians  to 
find  desirable  applicants. 


Radio  Broadcasting  of  Medical  Advertising. — 
The  promoters  who  travel  the  borderland  between 
honesty  and  quackery,  raking  in  the  shekels  of 
the  unwary,  have  found  in  radio  broadcasting  a 
glorious  accessory  for  their  manipulations.  The 
mutterings  of  mystics  from  India  and  of  fortune 
tellers  from  France,  the  claims  for  hair  growers 
from  Austria,  for  magic  horse  collars,  for  radium 
drinking  waters,  for  antiseptics,  cosmetics,  influ- 
enza and  cancer  cures,  the  sexual  appeals  of  re- 
juvenationists,  the  mouthings  of  evangelistic  and 
faith  healers,  and  preposterous  dietary  schemes 
come  pouring  from  the  loud  speakers.  At  a con- 
ference held  in  Chicago  by  representatives  of  the 
broadcasting  stations,  the  Better  Business  Bureau, 
and  the  American  Medical  Association,  the  follow- 
ing resolution  was  offered:  Station  directors  should 
keep  alive  to  the  fact  that  all  broadcasting  is  Hs- 
tened  to  by  all  members  of  the  family  circle  and 
that  nothing  should  be  broadcast  that  is  in  poor 
taste,  embarrassing  or  offensive  when  heard  by  all 
members  of  the  family.  The  combined  action  of 
the  radio  broadcasting  industry  and  the  Better 
Business  Bureaus  of  the  nation  should  lead  prompt- 
ly to  control,  indeed,  to  actual  sanitation,  of  medi- 
cal radio  advertising.  (Jour.  A.M.A.,  Februarw  9, 
1929,  p.  475.) 


Lesser  Slim  Figure  Bath. — During  the  past  few 
months  there  has  been  put  on  the  market  a prep- 
aration sold  under  the  name  of  “Lesser  Slim  Fig- 
ure Bath"  which  is  described  as  “The  Sensation  of 
Europe”  that,  by  its  “mysterious  action,”  will  re- 
duce the  weight  of  the  fat  “regardless  of  your 
diet.”  It  comes  from  Berlin — if  one  is  to  believe 
the  advertising — and  is  the  invention  of  Herr  Felix 
Lesser,  who,  it  is  claimed,  submitted  “his  remark- 
able discovery”  to  “the  eminent  Dr.  G.  Baum  of 
Berlin.”  The  eminent  doctor’s  report  is  part  of 
the  Lesser  Slim  Figure  Bath  advertising.  An  Amer- 
ican company  has  been  formed — The  Lesser  Co., 
incorporated  under  the  laws  of  Illinois  with  John 
J.  Mitchell,  a prominent  Chicago  banker,  as  treas- 
urer. The  Chicago  Tribune  has  advertised  the  prep- 
aration although  its  health  editor  informed  a cor- 
respondent that  he  knew  of  no  substance  used  in 
baths  which  will  reduce  weight.  The  Lesser  Slim 
Figure  Bath  comes  in  the  form  of  a package  of 
white,  highly  scented  effervescing  powder  in  which 
there  is  a large  compressed  tablet  that  also  effer- 
vesces. The  instructions  are  to  fill  the  bath  tub 
with  hot  water,  empty  the  contents  of  the  package 
into  the  tub  and  stir  well,  get  into  the  tub  and  place 
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the  tablet  ‘under  your  back.”  From  its  analysis 
the  A.M.A.  Chemical  Laboratory  concludes  that  a 
product  having  essentially  the  same  properties  as 
the  bath  powder  may  be  prepared  by  using:  com 
starch,  7 parts;  borax,  1 part;  baking  soda,  1 
part;  tartaric  acid,  1 pail;  strongly  odoriferous 
perfume.  The  Laboratory  found  from  its  analysis 
that  a tablet  having  essentially  the  same  composi- 
tion as  that  of  the  Lesser  tablet  may  be  prepared 
by  using:  baking  soda,  1 part;  table  salt,  6 parts; 
tartaric  acid,  3 parts;  talc,  as  binder.  Every  physi- 
cian knows  that  this  absurd  mixture  cannot  have 
the  slightest  effect  in  the  reduction  of  weight. 
(Jour.  A.M.A.,  February  9,  1929,  p.  492.) 


AMERICAN  COLLEGE  OF  PHYSICIANS 
THIRTEENTH  ANNUAL  CLINICAL 
SESSION 

BOSTON,  April  8-12,  1929 

The  American  College  of  Physicians  will  hold  its 
Thirteenth  Annual  Clinical  Session  in  Boston,  April 
8-12.  Dr.  Charles  F.  Martin,  Dean  of  the  Faculty 
of  Medicine,  McGill  University,  is  President  of  the 
College  this  year,  and  Dr.  John  H.  Musser,  Profes- 
sor of  Medicine  at  Tulane  University  Medical 
School,  is  President-elect  and  will  be  inducted  to 
the  Presidency  toward  the  end  of  the  Boston  meet- 
ing. Dr.  James  H.  Means,  Jackson  Professor  of 
Clinical  Medicine  at  Harvard  Medical  School  and 
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Chief  of  the  Medical  Service  at  the  Massachusetts 
General  Hospital  is  General  Chairman  of  all  Bos- 
ton Committees  having  charge  of  arrangements  for 
the  Clinical  Session  of  the  College  in  April. 

The  program  provides  hospital  visits,  clinics, 
demonstrations  and  ward-walks  during  the  fore- 
noons at  fifteen  different  Boston  hospitals,  and 
for  general  scientific  sessions  each  afternoon  and 
evening  in  the  Assembly  Room  of  the  Hotel  Stat- 
ler,  which  will  be  headquarters.  Eminent  authori- 
ties in  their  special  lines  will  present  the  results 
of  their  work  before  an  audience  competent  to  ap- 
preciate the  value  of  the  contributions. 

A Symposium  on  Deficiencies  will  take  place  the 
first  evening  of  the  Session,  and  will  be  of  partic- 
ular interest  because  of  the  fact  that  deficiencies 
are  nowadays  assuming  a far  more  widespread  and 
important  role  than  had  heretofore  been  anticipat- 
ed. They  have  come  into  their  own  as  factors  pro- 
ducing acute  and  chronic  disease  on  a par  perhaps 
with  infections.  The  Committee  has  secured  for 
the  Program  men  who  can  speak  with  authority 
on  a variety  of  aspects  of  this  important  subject. 

Another  special  feature  is  a review  of  the  Pres- 
ent Status  of  Vaccine  and  Serum  Prophylaxis  and 


Therapy,  designed  to  give  the  Internist  a rapid 
survey  of  the  field.  The  speaker,  Dr.  Benjamin 
White,  of  Boston,  is  an  authority  on  these  subjects 
and  can  give  the  high  spots  in  rapid  and  yet  force- 
ful fashion. 

The  annual  banquet  of  the  College  will  be  held 
Thursday  evening,  April  11,  when  Dr.  George  E. 
Vincent,  President  of  the  Rockefeller  Foundation, 
will  deliver  the  chief  address.  The  Convocation, 
for  the  conferring  of  Fellowships,  will  take  place 
Friday  evening,  April  12.  Dr.  Charles  F.  Martin, 
of  Montreal,  will  deliver  the  Presidential  Address. 

Programs  and  details  concerning  reduced  fares, 
admission,  etc.,  may  be  secured  from  the  Executive 
Secretary,  E.  R.  Loveland,  133-135  S.  36th  Street, 
Philadelphia,  Pa. 
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It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


UNIVERSAL  GLOLITE 

Perfected ^ 


Infra-Red  energy 
is  a great  deal  wore 
convenient  than 
any  other  form  of 
heat. 


It  Makes  a Difference  Who 
Builds  the  Infra-Reds  You  Buy! 

Be  sure  to  compare  Oolites 
before  you  buy.  Theij  are 
made  jn  several  styles 
ranging  in  price  from 


fthe  vcjv  finest  quality. 
Glolites  are  ° ,th*  Q(,ND  Infra-Red 
a„d  were  ‘hej£  * t "the  Profession. 
G'n"a'nv^Tanufac»rers  have 

S3*  some  *vee 

round  senerator 


Many  consider  "Clolite" 
Infra-Red  radiation  aci 
ally  better  than  diatherr 
for  treatment  within  three  | 
inches  of  the  surface. 


The  Lamp  is  efficient-beautiful  in  design— 
Sturdy  in  construction  ^ makes  a most 
impressive  appearance  in  any  doctors  office. 


manufactured  e 


PAUL  E.  JOHNSON,  Inc. 


CARBON  ARC  LAMB* 


Chicago,  U.  S.  A. 

OYnie  Us  Or-  Orly  GutSior-rzed  £?ea/er-. 
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Why 

PARKE-DAVIS 

AMPOULES.' 

It  IS  not  practicable  for  the  physician  to  test  his  ampoule 
solutions  chemically  or  biologically  before  use;  he  must 
choose  a manufacturer  in  whom  he  has  faith. 

In  the  manufacture  of  the  Parke,  Davis  & Co.  Ampoules 
the  following  problems  have  been  met  and  mastered: 

1 —  Form.  Aqueous  or  saline  solution,  or  suspension  in 
a readily  absorbable  oil. 

2 —  Sterilization.  Not  always  a simple  matter.  Some 
chemical  combinations  are  injured  by  heat. 

3 —  Standardization.  Both  chemistry  and  pharmacology 
contribute. 

4 —  Stability.  A question  of  purity  and  chemical  balance. 

5 —  Preservatioti.  In  alkali-free  glass — none  other. 

6 —  Acid-base  Equilibrium  (hydrogen-ion  concentra- 
tion). Assured  by  potentiometer  tests. 

Parke,  Davis  & Co.  Ampoules  for  subcutaneous  or  intra- 
muscular use  are  supplied  in  boxes  of  6 or  12  and  100;  for 
intravenous  use  in  boxes  of  6 and  2 5. 


(~A.sk  for  our  Ampoule  Booklets 


Parke,  Davis  & Company 

DETROIT,  MICHIGAN 


Try  9.  M.  % 


at  on r expense 


After  all,  it  is  the  resalts 
that  voih  obtain  in  yonr 
oun  practice  with  M.  A. 
that  will  determine  its 
value  to  von.  We  there- 
fore welcome  the  oppor- 
tunity of  sending  you  a 
liberal  trial  package,  no 
obligation  ■■  «l  you  are 
the  judge. 


Produtpd  liy  pprmiMion  of  I Ii  «■ 

Babies  and  Childrens  Hospital  of  Cleveland 


© THE  ■ IIIOK  V ■ OKV  PKOIII  4 I S « l V V,  « ■ I VIT  1\».  OHIO 


Radium  and  X-Ray 
Therapy 


c=m  n~= 


LABORATORY  AND  X-RAY 
DIAGNOSIS 

For  The  Medical  Profession 
of  the  Southwest 


o=Ji ir=a 


Containers  on  request 


<s=n 


Pathological  Laboratory 

Suite  320  Goodrich  Building 
Mail  Address  P.  0.  Box  1587 

Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
Harlan  P.  Mills.,  M.  D. 


Clarence  N.  Boynton,  M.  A 
Wm.  J.  Horspool,  Bus.  Mgr 


New  Mexico  Medical  Society  Meeting,  Taos,  June  12  to  14,  1929 
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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
of  nutrition,  and  to  promote  tolerance  of  remedies. 

GASTRON — the  acid-aqueous-glycerin  extract  of  the  entire  gastric 
mucous  membrane*  prescribed  simply  by  the  name — G A S T R 0 N. 

Samples,  literature,  upon  request. 

*Alcohol-free. 

Fairchild  Bros.  & Foster 

NEW  YORK 


Hay  Fever 


has  been  prevented  in 
thousands  of  cases  with 

Pollen  Antigen 

Introduced  by  the 

Lederle  Antitoxin  Laboratories 

in  1914 


Since  the  introduction  of  Pollen 
Antigen  Lederle,  each  year  has  added 
evidence  to  the  value  of  this  product 
in  the  prevention  or  relief  from  symp- 
toms of  Hay  Fever,  and  each  year 


an  increasing  number  of  physicians 
have  familiarized  themselves  with 
the  Hay  Fever  problem  and  are  re- 
lieving patients  of  their  seasonal 
attacks. 


Ledfrle  Antitoxin  Laboratories  where  Pollen  Antigens  were  developed  in  1914 


PROPHYLACTIC 

TREATMENT 


may  be  commenced  as  late  as  two  weeks  be- 
fore the  date  of  the  expected  attack  Fifteen 
graduated  doses  of  an  appropriate  Antigen 
are  required.  Patients  usually  suffer  little  in- 
convenience from  the  injections,  and  many 
are  completely  protected  from  Hay  Fever 
attacks. 


Literature  on  request 

LEDERLE  ANTITOXIN  LABORATORIES 

NEW  YORK 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  provides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 


Radium  Therapy — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  to  confer  and  cooperate  with  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 
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Rex  Duncan,  M.  D. 
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Specialists  in  the  Southwest 


EL  PASO,  TEXAS 


J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

kOU  Roberts-Banner  Bldg.  El  Paso 


W.  E.  VANDEVERE,  M.  D. 

Eye,  Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 

218  Mills  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

1,01-2  Roberts-Banner  Bldg.  El  Paso 


Your  Professional  Card  in  this  space  reaches 
every  member  of  the  profession  in  the  entire 
southwest.  Write  for  rates. 


JOHN  W.  CATHCART,  M.  D. 

and 

C.  H.  MASON,  M.  D. 

Practice  Limited  to 

X-Ray  and  Radium 

311  Roberts-Banner  Bldg.  El  Paso 


E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 


LESLIE  M.  SMITH,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 


1029  First  National  Bank  Bldg. 


El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito-Urinary,  Skin  and  Rectal 
Diseases 


921  First  National  Bank  Bldg. 


El  Paso 


W.  L.  BROWN.  M,  D.  C.  P.  BROWN.  M.  D. 

BROWN  AND  BROWN 

j Suite  UOU  Roberts-Banner  Bldg.  El  Paso 


DR.  L.  A.  NEIL 

Practice  limited  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 


F.  C.  GOODWIN,  M.  D. 

Practice  Limited  to 

Orthopaedic  Surgery 


823-824  Mills  Bldg. 


El  Paso,  Texas 


JAMES  VANCE,  M.  D. 

Practice  Limited  to 

Surgery 


313-1,  Mills  Bldg. 


El  Paso 


HOURS:  11  TO  12:30 


K.  D.  LYNCH,  M.  D. 

Genito-Urinary  Surgery 


1,11,  Mills  Bldg. 


El  Paso 
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PHOENIX,  ARIZONA 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

22Jt-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON,  M.  D. 
Diseases  op  Children 
Heard  Building  Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
U07  Goodrich  Bldg.  Phoenix 

H.  T.  BAILEY,  M.  D. 

MAYO  ROBB,  M.  D. 

Practice  Limited  to 

Eye.  Ear.  Nose  and  Throat 
S2S  Ellis  Bldg.  Phoenix 


MIHAJLO  MATANOVICH,  B.S. , M D. 

Genito-Urinary  Diseases 

402  Heard  Building  Phoenix 


H.  M.  PURCELL,  M.  D. 

U ROLOGY 

207  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

50S  Goodrich  Bldg.  Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


TUCSON,  ARIZONA 


CLARENCE  E.  IDE,  M.  D.,  F. A.  C.  S. 
Eye.  Ear,  Nose,  Throat 
Neurology  and  Endocrinology 
Tonsillectomy  by  Electrocoagulation 
(Diathermy) 

Physicians  Building  Tucson 


Waite’s  Laboratory 

Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 

Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 

PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 
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Every  Doctor  in  the  world  knows  of  the 
Storm  Supporters 

Type  N.  “STORM”  Supporter 


Superior  to  Corsets. 
Long,  special,  laced 
back.  Soft,  low  ex- 
tension on  hips. 
Hose  supporters  at- 
tached. Patients  are 
writing  to  us  about 
these  belts,  but  we 
prefer  having  orders 
from  physicians. 


Ask  for  Literature 

Adaptable  to  Ptosis,  Hernia,  Obesity,  Preg- 
nancy, Relaxed  Sacro  Iliac  Articulations,  Kid- 
ney conditions,  High  and  Low  Operations,  etc. 

Katherine  L.  Storm,  M.  D. 

Originator,  Owner,  Maker 
1701  Diamond  St.  Philadelphia,  Pa. 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  panted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


Southwestern  Surgical  Supply  Company 


No.  121  North  First  St. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc. 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 


ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


Mellin’s  Food-” A Milk  Modifier 

Constipation  in  Infancy 

^HE  fact  that  Mellin’s  Food  makes  the  curd  of  milk  soft  and  flaky  when  used  as  the  modifier 
is  a matter  to  always  have  in  mind  when  it  becomes  necessary  to  relieve  constipation  in 
the  bottle-fed  baby;  for  tough,  tenacious  masses  of  casein  resulting  from  the  coagulation  of 
ingested  milk,  not  properly  modified,  is  a frequent  cause  of  constipation  in  infancy. 

^HE  fact  that  Mellin’s  Food  is  free  from  starch  and  relatively  low  in  dextrins,  are  other 
matters  for  early  consideration  in  attempting  to  overcome  constipation  caused  from  the 
use  of  modifiers  containing  starch  or  carbohydrate  compounds  having  a high  dextrins  content. 

^HE  fact  that  Mellin’s  Food  modifications  have  a practically  unlimited  range  of  adjustment 
is  also  worthy  of  attention  when  constipation  is  caused  by  fat  intolerance,  or  an  excess 
of  all  food  elements,  or  a daily  intake  of  food  far  below  normal  requirements,  for  all  such 
errors  of  diet  are  easily  corrected  by  following  the  system  of  infant  feeding  that  employs 
Mellin’s  Food  as  the  milk  modifier. 

Infants  fed  on  milk  properly  modified  with  Mellin’s  Food  are  not  troubled  with  constipation 

A pamphlet  entitled  r Constipation  in  Infancy”  and  a liberal  supply 
of  samples  of  Mellin’s  Food  will  be  sent  to  physicians  upon  request. 


Mellin’s  Food  Company,  177  State  Street,  Boston,  Mass. 


in  amebic  dysentery 


REG.  IN  U.  S.  PATENT  OFFICE 

ACETYLAMINO-OXYPHEINYLARSONIC  ACID 


Accepted  by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association 

Manufactured  by 

MERCK  & CO.  Inc. 

SUCCESSORS  TO 

POWE RS-WE IG HTM AIM -ROSE NG ARTE N CO. 

Literature  on  request  to  Philadelphia  Office  916  Parrish  St. 
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LAS  ENCINAS 


PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. r>hysicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


LAS  ENCINAS 
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Tempt  the  convalescent’s  appetite 
with  appealing  tidbits  made  from 
Knox  Sparkling  Gelatine 


In  charting  the  diet  of  the  convales- 
cent, the  doctor  has  to  make  provision 
against  monotony,  often  the  chief  ob- 
stacle to  the  patient’s  speedy  recovery. 
Fickle  appetites  must  be  coaxed  with  a 
variety  of  pleasing  and  dietetically  cor- 
rect dishes.  The  use  of  Knox  Sparkling 
Gelatine  permits  a number  of  refresh- 
ing variations  from  the  standard  menu. 
Not  only  does  it  break  monotony.  It 
contributes  essential  elements  of  nutri- 
tion. Each  ounce  contains  120  calories. 
This  known  food  value  is  a material  aid 
in  making  your  dietary  calculations. 

In  many  other  special  diets,  Knox 
Sparkling  Gelatine  can  be  employed  to 
advantage.  It  is  a pure  protein,  un- 
bleached, unflavored,  free  from  sugar. 
With  diabetics,  it  increases  protein  con- 
tent and  gives  the  additional  bulk 
needed  to  satisfy  the  patient’s  hunger. 
In  the  diet  for  anemia,  it  enables  the 
doctor  to  introduce  new  and  appetiz- 
ing preparations  of  the  inevitable  liver. 
With  infants,  its  colloidal  ability  re- 
duces the  formation  of  large  curds,  and 
so  helps  overcome  regurgitation  and 
vomiting.  Gelatinated  milk  is  more  readily 


QUALITY  WITH  ECONOMY 

Knox  Sparkling  Gelatine  is  the  highest  quality 
for  health.  It  is  a protein  in  its  purest  form, 
particularly  suitable  where  carbohydrates  and 
acids  must  be  avoided.  When  you  purchase 
Knox  Gelatine  you  not  only  get  quality  but 
economy,  for  each  package  makes  four  dif- 
ferent desserts  or  salads  of  six  generous 
servings  each. 


digested  and  absorbed.  It  is  indicated 
where  infants  have  colic  or  excessive 
gas  formation,  curdy  stools,  diarrhea 
or  constipation. 

Let  us  send  you  these  valuable 
booklets 

Prepared  by  dietitians  of  recognized 
standing,  they  bring  you  much  addi- 
tional data  on  the  medical  value  of 
Knox  Sparkling  Gelatine.  Each  is  filled 
with  tempting  recipes.  They  are  avail- 
able to  surgeons,  doctors,  dietitians  and 
members  of  hospital  staff's.  May  we  send 
you  copies?  The  coupon  is  for  your 
convenience. 


KNOX  GELATINE  LABORATORIES,  438  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me,  without  obligation  or  expense,  the  booklets  which  I have  marked.  Also  register  my  name  for 
future  reports  on  clinical  gelatine  tests  as  they  are  issued. 

Ed  Diet  in  the  Treatment  of  Diabetes  Ld  Varying  the  Monotony  of  Liquid  and  Soft  Diets 

□ Reducing  Diet  □ Recipes  for  Anemia 

□ Value  of  Edible  Gelatine  in  Infant  and  Child  Feeding 

N ame Address 

City State 
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ALBERT  SOILAND  CLINIC 

1407  South  Hope  Street  Los  Angeles,  California 

Hours  9:00  to  4:00  Telephone  WEstmore  1418 


An  institution  fully  equipped  for  the  study,  diagnosis 
and  treatment  of  neoplastic  diseases 


Albert  Soiland,  M.  D.  Wm.  E.  Costolow,  M.  D. 

Orville  N.  Meland,  M.  D.  Egbert  J.  Bailey,  M.  D. 

A.  H.  Warner,  Ph.  D.,  Physicist 


Quartz-Mercury  Arc  Lamps 

Priced  from  $300.00  to  $1800.00. 

Carbon  Arc  Lamps 

Priced  from  $47.50  to  $600.00. 

Deap  Therapy  Lamps 

Priced  from  $10.00  to  $350.00. 

Zoalites-Infra  Red 

Priced  from  $15.75  to  $185.00. 

Diathermy  Equipment 

Priced  from  $50.00  to  $600.00. 
Physio-Therapy  appliances  of  all  types  carried  in  stock. 
Liberal  discount  for  Cash  or  Easy  Installment  terms. 


KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  for  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheer©r,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-Scanlon  Company. 
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The  House  of  a Thousand  Windows 

“ For  the  Treatment  of  Tuberculosis” 

New,  fireproof  construction.  Electric  elevator  service.  Single  rooms  or 
en  suite.  Sleeping  porches.  Private  or  connecting  bath.  Showers.  Medi- 
cal Staff  in  constant  attendance.  All  approved,  modern  methods  used  in 
treatment.  Special  provisions  HELIOTHERAPY. 

Write  for  our  New  Booklet 
“A  STORY  OF  SUNSHINE  AND  HEALTH" 

THE  HOMAN  SANATORIUM 

EL  PASO,  TEXAS 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 

Write  us  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 


4o%  More  Snooks  Installed  In  1928 

THE  increasing  requirements  in  an  X - ray  machine  due  to  the  newer  technics 
in  more  recent  years,  have  served  to  bring  about  a greater  appreciation  of 
the  Snook.  While  the  number  installed  during  1927  far  exceeded  the  records 
of  previous  years,  the  year  1928  saw  the  1927  Snook  record  exceeded  by  40%. 


Was  this  because  of  low  price?  No,  for  there 
are  any  number  of  machines  offered  in  competi- 
tion  at  considerably  lower  prices,  and  claiming 
to  do  the  same  class  of  work.  Proof  thru  actual 
performance  and  the  visualization  of  end  results, 
plus  the  enthusiastic  endorsement  of  an  army  of 
satisfied  Snook  users  the  world  over,  are  the  con. 
crete  reasons  for  this  increased  popularity. 

There  is  only  one  Snook  — it  is  distinguished 
from  others  by  the  double  cross  arm  type  of 
rectification,  as  originally  designed  by  Mr.  Snook 


in  1906.  While  the  present'day  Snook  machine 
offers  certain  definite  refinements  over  the  original, 
such  as  added  convenience  of  operation,  improved 
control  system,  greater  capacity  and  more  artistic 
design  of  cabinet,  the  original  principles  remain  un- 
changed. Thus  it  has  adapted  itself  to  the  advances 
in  X-ray  technic  through  the  years  and  is  equal 
to  the  most  critical  requirements  of  the  present. 

All  of  which  is  eloquent  proof  that  the  funda- 
mental principles  are  right. 


DALLAS,  TEXAS— VICTOR  X-R  AY  CORPORATION  OF  TEXAS 
316-318  Medical  Arts  Bldg 
REGIONAL  SERVICE  DEPOTS 
Houston — 322  Medical  Arts  Bldg.  San  Antonio — Medical  Arts  Bldg. 


PHYSICAL  THERAPY  DEPARTMENT 


VICTOR  X-RAY  CORPORATION 


Manufacturers  of  the  Coolidge  Tube  (A  7 TfrSTfB j§)  Physical  Therapy  Apparatus,  Electro - 
and  complete  line  of  X-Ray  Apparatus  1 Jg  rpKj;J  cardiographs,  and  other  Specialties 

2012  Jackson  Boulevard  Branches  in  all  Principal  Cities  Chicago,  Illinois,  U.S.A. 
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A PHILADELPHIA  dispenser  who 
fits  80%  Tillyer  Lenses  (by  the  advice  and  consent  of  several  leading 
Philadelphia  oculists)  became  a Tillyer  enthusiast  by  way  of  his  own 
eyes.  Furthermore,  several  of  his  valued  patients  tried  Tillyer  Lenses, 
and  proved  the  difference.  Wearers  actually  experience  more  comfort- 
able vision  with  them,  and  you  can  readily  understand  why  this  is  true. 
The  more  precisely  your  prescription  is  filled,  the  better  your  vision. 
Tillyer  Lenses  are  new,  and  they  are  better — you  and  your  patients 
should  change  to  Tillyer  Lenses. 


AMERICAN  OPTICAL  COMPANY 


TILLY 


SENSES 


Accurate  to  the  very  edge 
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The  New  Menninger  Sanitarium 


oA  Complete  ^Heu ropsychiatnc  Service 


Psychiatry 

at  the  Menninger  Sanitarium 


Modern  Psychiatric  Treatment  of 
Mental  Disease.  Psychotherapy 
Physiotherapy,  Hydrotherapy 


Nervous  Children 

at  the  Southard  School 


A Home  School  for  Feebleminded  and 
Nervous  Children,  including 
Endocrine  Cases. 


Neurology 

at  Christ’s  Hospital 


Diagnostic  and  Therapeutic 
Procedures  for  Strictly 
Neurological  Cases. 


Diagnosis 

at  the  Menninger  Clinic 


Complete  Study  of  Neurological, 
Endocrine,  and  Psychiatric  Cases, 
and  Behavior  Problems 


Karl  A.  Menninger,  M.  D.  C.  F.  Menninger,  M.  D.  William  C.  Menninger,  M.  D 

3617  West  Sixth  Avenue, 

Topeka,  Kansas 
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THORACOPLASTY 

AND 

ITS  ANCILLARY  OPERATIONS 

FRANK  PORTER  MILLER,  M.  D. 

Los  Angeles,  California 

(Read  before  The  Medical  and  Surgical  Associ- 
ation of  the  Southwest,  at  Albuquerque,  New  Mex- 
ico, November  10,  1928.) 

Favorable  results  in  the  surgery  of  pul- 
monary tuberculosis  depend  upon  great  dis- 
cretion in  the  selection  of  cases,  early  and 
skilfully  executed  complete  operation's  and 
strict  attention  to  post-operative  care,  in- 
cluding not  less  than  six  months’  curing, 
preferably  in  a sanatorium.  There  exists 
among  physicians  and  patients  the  hazy  no- 
tion that  the  operative  shock  and  mortality 
are  terrific,  the  pain  unendurable,  and  that 
the  survivors  are  grossly  mutilated,  and  at 
best  are  only  able  to  eke  out  a burdensome 
existence  of  a few  years  at  the  most.  This 
is  greatly  at  variance  with  the  true  status 
of  affairs  as  understood  when  one  acquaints 
himself  with  the  present  day  technic  and 
results.  In  this  dissertation  on  compression 
therapy  we  have  permitted  ourselves  con- 
siderable leeway  inthat  it  is  necessary  to 
discuss  artificial  pneumothorax  in  conjunc- 
tion with  thoracoplasty.  Because  of  the  close 
interrelationship  existing  in  these  kindred 
subjects,  one  can  hardly  confine  his  discus- 
sion to  either  of  them  alone. 

The  ideal  form  of  compression  is  pneu- 
mothorax and  not  thoracoplasty,  but,  since 
the  latter  is  the  newer  mode  of  procedure, 
we  will  limit  our  remarks  to  the  so-called 
paravertebral  extrapleural  thoracoplasty.  It 
is,  as  its  name  implies,  an  operative  pro- 
cedure, extrapleural  in  Character  paraverte- 
bral because  of  its  location  and  it  involves 
the  resection  of  a portion  of  each  rib  from 
the  first  to  the  eleventh  inclusive.  The 
amount  of  rib  resected  must  be  entirely  in- 
dividualized and  is  dependent  upon  the 
amount  of  compression  desired.  In  attempt- 
ing to  compress  a large  cavity,  the  resection 
would  naturally  be  considerably  greater 


than  when  a small  one  is  compressed.  At 
times  it  is  necessary  in  this  procedure  to  do 
a parasternal  operation,  but  this  is  not  the 
rule.  The  amount  of  rib  resected  usually 
approximates  from  120  to  140  centimeters. 

EVOLUTION 

The  evolutionary  stages  prior  to  the  ad- 
vent of  thoracoplasty  are  particularly  in- 
teresting, and  I will  review  the  most  im- 
portant and  epochal  steps. 

Drainage  of  cavities  has  been  practiced 
for  the  past  few  centuries  with  only  a small 
amount  of  enthusiasm,  and  only  of  late 
years  has  added  impetus  been  given  to  this 
procedure  bv  the  work  of  Sauerbruch.  He 
is  of  the  opinion  that,  in  certain  cases 
where  adequate  compression  cannot  be  ob- 
tained by  paravertebral  and  parasternal 
means,  duQ  to  the  dense  thick  walls  of  the 
eavitv.  drainage  should  be  instituted. 

In  1880,  Carl  Spender  resected  ribs  from 
under  the  scapula  via  a peri  scapular  inci- 
sion. and  named  the  operation  extrapleu- 
ral thoracoolastv.  He  operated  cases  with 
an  effusion,  first  aspirating  and  then  re- 
secting. Brauer  conceived  the  idea.  that,  to 
effect  a reasonable  result,  we  must  have  a 
compression  comparable  to  that  obtained 
with  pneumothorax.  Instead  of  minimal  re- 
sections, as  heretofore  had  been  practiced, 
he  removed  the  entire  lengths  of  the  sec- 
ond to  the  tenth  ribs  inclusive.  His  surgeon. 
Frederieh.  performed  this  operation,  and  it 
is  known  as  the  “Brauer-Frederich  opera- 
tion.” 

Brauer  came  to  this  countrv  in  1908  and 
reported  a series  of  cases  with  the  prohibi- 
tive immediate  mortality  rate  of  27.5  per 
cent.  This  report  probably  dampened  the  ar- 
dor of  any  enthusiasts  that  the  method  mav 
have  had  in  this  country.  The  poor  results 
were  due  to  too  large  resections,  which  pro- 
voked cardiac  failure,  and  furthermore,  his 
failure  to  remove  the  first  rib  allowed  it 
to  act  as  a fulcrum  and  prohibit  compres- 
sion. 
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Lenhartz  used  the  same  technic,  and,  in 
addition,  pressed  the  apex  towards  the  hilus, 
and  killed  nineteen  out  of  twenty  patients. 

The  classical  operation  of  today  is  that,  of 
Sauerbruch,  and  it  is  the  one  most  uni- 
versally accepted,  though  a few  modifica- 
tions have  been  added  by  the  different  op- 
erators. Preliminary  to  this  operation,  a 
radical  phrenectomy  is  done,  and  after  a 
week  has  elapsed,  the  first  stage  operation 
is  performed,  removing  a portion  of  each 
rib  from  the  eleventh  to  the  sixth.  Approx- 
imately two  weeks  following,  portions  of 
the  remaining  ribs  are  removed,  from  the 
sixth  to  the  first  inclusive.  It  is  necessary 
to  do  the  second  stage  before  the  ribs  have 
had  a chance  to  regenerate  from  the  peri- 
osteum. The  number  of  ribs  resected  at  a 
single  sitting  is  dependent  upon  the  phvsi- 
cal  condition  of  the  patient  and  his  toler- 
ance to  the  operative  procedure.  Often  it  is 
necessary  to  do  the  operation  in  three  or 
four  stages.  Usually  the  ribs  are  resected 
from  below  upward,  as  manv  observers  have 
felt  that  this  precludes  aspiration  of  infect- 
ed material.  At  present  it  is  a much  moot- 
ed question  as  to  which  of  the  ribs  should 
be  removed  first.  Brauer  modified  his  or- 
iginal operation  in  1911  and  his  subseaou- 
lar  paravertebral  fhoracoolastv  differs  in  no 
wav  from  the  tvpical  Sauerbruch  operation 
except  that  he  resects  greater  lenofbs  of 
ribs  from  beneath  the  scaoula  and  allows 
it  to  fall  in  on  the  lung,  exerting  maximum, 
pressure  over  the  seat  of  greatest  disease. 
He  does  not  remove  the  eleventh  rib  nor  the 
first  rib.  if  the  apex  has  retracted  below  it. 

RADICAL  PHRENTCOTOMV 

Phrenicotomv,  or  simple  division  of  the 
phrenic  nerve  in  the  cervical  rep-ion.  was  first 
suggested  by  Steurtz  in  1911.  but  little  inter- 
est wa<5  manifested  until  Uoetz  and  Felix,  in 
1922,  beeran  reporting-  their  observations. 
Thev  showed  that  the  hemi -diaphragm  was 
not  compleetlv  paralvzed  in  twenty  to  thirty 
per  cent  of  the  cases  in  which  simple  section 
of  the  nerve  was  done.  This  was  due  to 
the  failure  to  intercept  the  accessory  branch 
of  the  phrem'c,  which  comes  off  about  seven 
centimeters  below  the  first  rib.  The  most 
popular  method  in  vogue  at  present  is  the 
“phrenicus  exeresis”  operation  of  Felix.  It 
consists  of  an  avulsion  of  the  cervical  and 
upper  thoracic  portion  of  the  nerve  below 
the  iunction  of  the  accessory  branch,  bv 
slowly  twisting  out  the  nerve  around  for- 
ceps. Alexander  is  of  the  opinion  that  it 
is  preferable  to  remove  at  least  twelve  cen- 
timeters of  the  nerve. 

The  result  of  the  operation  is  an  atonic 
paralysis  of  the  hemidiaphragm,  with  an 


elevation  of  the  diaphragm  into  the  chest. 
The  distance  which  it  will  rise  is  dependent 
naturally,  upon  the  number  of  pleural  ad- 
hesions and  the  amount  of  pulmonary  fi- 
brosis at  the  base.  In  the  report  of  Felix 
he  states  that  the  average  distance  in  height 
between  the  two  sides  of  diaphragm  after 
radical  exeresis  is  seven  centimeters  at  the 
end  of  inspiration  and  three  centimeters 
at  the  end  of  expiration.  The  diaphragm  is 
normally  two  centimeters  higher  on  the 
right  side.  Phrenicotomy  is  a relatively  sim- 
ple minor  operation.  An  oblique  incision  is 
made  along  the  upper  border  of  the  stemo- 
cleidomastoideus  muscle  and  the  nerve  evuls- 
ed.  Phrenicotomv  is  valuable  in  many  cases 
of  pulmonary  tuberculosis  and  is  preferably 
an  unilateral  procedure  and  particularly  when 
the  lesion  is  a basal  one.  Since  very  little, 
if  any,  additional  work  is  thrown  upon  the 
contra-lateral  lung,  it  does  not  necessitate 
the  opposite  lung  being  free  from  activity, 
and  in  this  respect  it  differs  from  thora- 
coplasty and  artificial  pneumothorax. 

The  applicability  of  this  procedure  is  in- 
dicated : First,  in  early  cases  of  tuberculo- 
sis, especially  those  in  which  response  to 
sanatorium  regime  is  not  satisfactory  and 
in  early  unilateral  cases  which  cannot  get 
an  adequate  result  bv  the  original  means. 
Second,  in  those  cases  with  a marked  ex- 
udative reaction  where  the  condition  is  bi- 
lateral. it  is  often  well  to  perform  this  on 
the  side  of  greater  involvement.  Third,  for 
chronic  type  of  cases  which  contraindicate 
pneumothorax  or  thoracoolastv,  because  of 
adhesions  and  the  lesion  is  largely  basal. 
Fourth,  as  a supplementary  measure  to  arti- 
ficial pneumothorax;  it  has  the  advantage 
that  pleural  effusions  are  smaller  and  fewer 
in  number  and  the  refill  time  considerably 
lengthened.  Fifth,  as  a preliminary  opera- 
tion to  thoracoplasty.  Its  advantages  pre- 
liminary to  surgical  collapse  are  la)  easier 
coughing  and  expectoration,  which  reduces 
to  some  extent  the  post-operative  risk  of 
aspiration:  (b)  greater  adiustment  of  tho- 
racic viscera  for  the  consequences  of  thora- 
coplasty. 

EXTRAPLEURAL  PNEUMOLYSIS 

This  is  the  separation  of  the  lung  and 
both  the  visceral  and  parietal  pleura  from 
the  ribs  and  chest  wall.  The  space  created 
bv  this  separation  may  be  filled  bv  various 
tissue  grafts,  paraffin,  or  not  filled  at  all. 
Pneumolysis  is  used  as  an  independent  pro- 
cedure, or  concomitantly  with  thoracoplasty. 

Because  it  is  practical  to  strip  the  pleura 
to  a limited  extent  only  one  can  readily  see 
its  usage  is  largely  found  in  lesions  of  a 
circumscribed  area.  Bull,  Shivers  and  Archi- 
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bald  perform  it  routinely  in  thoracoplasty 
after  the  removal  of  the  upper  ribs.  Other 
operators  do  the  same  if  they  feel  that  the 
compression  is  inadequate  with  thoraco- 
plasty. 

In  event  it  is  not  done  at  the  time  of  the 
thoracoplastic  procedure,  it  should  not  be 
advised  for  an  additional  six  months,  al- 
lowing ample  time  for  fibrosis  to  complete 
its  work  following  collapse.  It  has  some  spe- 
cific disadvantages : First,  the  danger  of 

tearing  into  infected  pleura,  or  lung;  sec- 
ond, the  fills  which  are  usually  fat,  gauze  or 
paraffin,  may  become  infected  and  extrud- 
ed through  the  wound  or  break  into  a pul- 
monary cavity  by  pressure  necrosis  of  its 
wall;  third,  pressure  exerted  upon  the  medi- 
astinum causing  cardiac  distress. 

OPEN  INTRAPLEURAL  PNEUMOLYSIS 

Open  intrapleural  pneumolysis  is  per- 
formed at  times  when  adhesions  prevent 
compression  with  pneumothorax.  This  is 
done  by  ordinary  thoracotomy  operation  and 
adhesions  severed  by  the  fingers  or  knife. 
If  the  adhesions  are  in  the  upper  portions 
of  the  chest,  it  is  usually  advisable  to  re- 
move a portion  of  the  rib  and  then  complete 
the  severance. 

CLOSED  INTRAPLEURAL  PNEUMOLYSIS 

Jacobaeus  has  devised  an  instrument  by 
which  adhesions  are  severed  without  the 
need  of  open  thoracotomy.  He  introduces 
two  cannulae,  under  local  anesthesia,  near 
the  adhesions  to  be  severed  and  in  one  he 
introduces  the  thoracoscope,  and  in  the 
other  the  thermocautery,  which  burns 
through  the  adhesions.  When  the  operation 
is  successful  it  prepares  the  patient  to  re- 
ceive a total  artificial  pneumothorax.  Un- 
verricht  has  modified  the  original  instru- 
ment as  devised  by  Jacobaeus,  and  the  pro- 
cedure is  usually  designated  as  the  Jacob  - 
aeus-Unverricht  operation.  It  is  not  devoid 
of  dangers  and  disadvantage  and  it  should 
be  borne  in  mind  that  string-like  adhesions, 
not  too  thick,  are  the  ones  for  which  it 
should  be  utilized. 

The  main  disadvantages  lie  in  hemorrhage 
at  the  time  of  operation,  and  empyema  fol- 
lowing in  the  wake.  Nevertheless,  it  has 
clinical  application  in  selected  cases,  even 
though  it  is  fraught  with  danger. 

The  greatest  proponents  in  this  country 
are  the  Matsons  in  Portland.  They  are  using 
it  with  a fair  degree  of  success. 

INDICATIONS 

I can  best  exemplify  the  indications  of 
the  operation  by  submitting  a case.  We 
have  here  an  individual  who  has  been  ill 
for  the  past  five  or  six  years.  He  has  fol- 


lowed all  the  prescribed  training  as  taught 
him  in  the  sanatorium,  has  persisted  intelli- 
gently in  the  cure,  and  he  has  reached  the 
point  where  his  condition  is  stationary.  In 
the  beginning  of  his  cure  he  had  a massive 
lesion  upon  the  left  side,  involvement  from, 
the  apex  to  the  base — a condition  which  was 
largely  exudative  in  character.  Due  to  the 
fact  that  he  had  some  involvement  in  the 
upper  right,  it  precluded  pneumothorax.  He 
now  has  maintained  his  regime  for  about 
five  years  and,  it  goes  without  saying,  he 
is  getting  “darned”  tired  of  his  job. 

Replacing  the  exudative  process  in  the 
left  lung,  we  find  a large  amount  of  fibrosis 
interspersed  with  air-containing  tissue,  and 
the  condition  now  has  largely  confined  it- 
self to  an  excavation  in  the  upper  left  lung 
from  which  he  expectorates  about  seventy 
cubic  centimeters  of  purulent  sputum  dur- 
ing a twenty-four  hour  period.  This  remains 
laden  with  bacilli.  The  right  side  has  con- 
tinued to  heal  out  and  its  condition  is  one 
of  apparent  arrest.  This  individual  realizes 
that  the  majority  of  far  advanced  cases 
pass  on  to  exitus  in  five  to  ten  years,  and 
he  is  anxious  that  something  additional  be 
tried.  It  is  an  unwritten  law  that  in  all 
cases  in  which  thoracoplasty  is  anticipated, 
pneumothorax  should  first  have  been  tried. 
It  was  tried  to  no  avail,  and  after  a pre- 
liminary radical  phrenicotomy,  thoraco- 
plasty was  done  in  a two  stage  operation.  It 
goes  without  saying  that,  in  any  case,  you 
must  have  a surgical  risk  free  from  com- 
plications and  preferably  afebrile.  In  the 
case  above  mentioned  the  patient  was  above 
his  normal  weight,  allowed  to  be  up  eight 
hours  per  day,  and  was  walking  three  miles 
per  day.  He  realized  the  potentiality  of  his 
health  and  this  provoked  the  operation. 

Another  factor  should  be  borne  in  mind. 
Prior  to  the  advent  of  this  operation  we 
exercised  considerably  more  patience  and 
struggled  along  with  cases  and  many  were 
arrested,  but  today,  unless  a far  advanced 
case  makes  a comparatively  rapid  recovery, 
he  is  very  prone  to  be  headed  for  surgery. 
Indications  are  almost  analogous  as  for 
pneumothorax,  but  more  care  should  be  ex- 
ercised in  the  selection  of  cases. 

CONTRA-INDICATIONS 

As  I stated  above,  these  candidates  should 
be  free  from  all  complications.  No  cases  of 
enteritis,  bone,  gland  or  joint  tuberculosis 
should  be  considered.  Injudicious  selection 
of  cases  is  placing  a very  worthy  operation 
in  ill  repute.  Personally,  I have  never  had 
any  good  results  from  cases  with  bilateral 
cavitation. 
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Thearle  recently  told  me  of  a case  in 
which  he  effected  a result,  but  he  caution- 
ed against  it.  In  view  of  the  fact  that  his 
series  now  has  accumulated  the  immense 
proportion  of  160  cases,  it  is  reasonable  to 
follow  his  advice.  A lesion  at  the  base  and 
considerable  trouble  in  the  hilus  of  the  con- 
tralateral lung,  is  a contraindication  which 
is  almost  universally  accepted. 

While  dwelling  upon  the  matter  of  con- 
tra-indications, I wish  to  add  a note  rela- 
tive to  fibrosis.  Heretofore,  in  the  curing 
process,  we  have  craved  the  formation  of 
fibrosis,  but  I am  of  the  opinion  that  fi- 
brosis in  excess  is  detrimental.  Where  the 
retractive  process  is  great  and  a chronic 
toxemia  has  been  present  for  many  years, 
we  are  sure  to  have  myocardial  changes,  and 
this  is  less  apt  to  occur  where  the  fibrosis 
is  only  moderate.  One  should  be  very  care- 
ful relative  to  the  status  of  the  myocardium, 
and  with  an  atrophic  heart  and  blood  pres- 
sure hovering  around  100,  reticence  should 
be  the  foreword.  The  majority  of  all  deaths 
in  tuberculosis  are  due  to  failure  of  the 
right  heart.  Cardiac  stress  can  easily  be 
determined  by  inspection,  as  the  respiration 
is  labored  and  the  accessory  muscles  of 
respiration  are  all  brought  into  play. 

MISTAKES 

This  patient  came  to  the  sanatorium  in 
1919,  with  his  left  chest  full  of  fluid  and 
a,n  extensive  involvement  throughout  the 
left  lung;  a small  amount  of  trouble  also 
in  the  upper  right;  no  respiratory  distress 
was  experienced,  so  the  fluid  was  not  mo- 
lested. He  remained  in  the  sanatorium  for 
two  years  and.  upon  leaving,  his  condition 
was  one  of  quiescence.  For  the  next  three 
years  he  had  his  ups  and  downs  with  an 
occasional  exacerbation.  We  performed  a 
two  stage  operation  upon  two  different  oc- 
casions, and  the  result  at  present  is  quite 
comparable  to  some  of  the  early  Brauer- 
Fred.erich  results.  Inability  to  get  the  de- 
sired result  from  the  initial  operation,  pro- 
voked the  removal  of  additional  sections 
of  the  ribs,  and  this  patient  was  operated 
upon  four  different  times.  Because  the  re- 
sections were  so  great  and  there  was  a 
failure  of  new  bone  formation  which  would 
ordinarily  immobilize  the  compressed  side, 
we  got  a flaccid  chest,  with  a resultant  para- 
doxical movement,  which  swings  inward 
upon  inspiration  and  outward  upon  expira- 
tion— the  so-called  pendulum  respiration 
which  allows  stale  air  from  the  collapsed 
lung  to  enter  the  uncompressed  side  upon 
inspiration  and  vice  versa  upon  expiration. 
In  this  case  we  defeated  our  own  purpose 
in  attempting  to  produce  rest  in  a diseased 
lung.  In  the  first  place,  we  removed  too 


large  sections  of  ribs  and  the  pendulum 
movement  keeps  the  grossly  diseased  lung 
in  constant  action  during  the  respiratory 
phase. 

Another  common  form  of  mistake  in  these 
cases  is  operating  upon  cases  in  which  the 
contra-lateral  lung  does  not  justify  such  a 
formidable  procedure.  We  have  under  treat- 
ment at  the  present  time  two  cases  in  which 
thoracoplasty  was  done  and,  six  weeks  fol- 
lowing the  operative  procedure,  the  contra- 
lateral lung  was  in  such  a condition  that 
pneumothorax  was  instituted.  I realize  that 
there  are  occasional  cases  in  which  you  will 
get  an  extension  to  the  better  side  after 
operative  work,  but  the  question  comes  to 
my  mind  as  to  whether  these  paritcular 
cases  were  ever  operative  risks.  In  both 
of  these  cases  the  ribs  were  not  resected 
wide  enough  and  there  was  a failure  to  pro- 
duce compression  upon  the  sick  side,  and 
this,  in  addition  to  pneumothorax  upon  the 
better  side,  makes  their  condition  very  pre- 
carious at  this  time.  I look  very  much 
with  disfavor  upon  bi-lateral  compression. 
It  appears  to  me  that  in  these  cases  we  are 
only  attempting  to  increase  the  longevity 
of  an  incurable  consumptive. 

In  my  series  of  cases,  another  mistake 
which  stands  out  quite  vividly  in  my  recol- 
lection is  the  following:  After  pneumotho- 
rax in  J.924,  an  emypema  developed,  and,  to 
combat  this  condition,  we  did  the  lower 
phase  of  thoracoplasty.  Temporary  im- 
provement followed  for  about  four  months 
and  year  later  we  attempted  to  remove 
the  upper  ribs  and  effect  a complete  com- 
pression. Of  course  we  were  unable  to  do 
this  because  the  lower  ribs  had  become  so 
thoroughly  immobilized  by  the  bridge  which 
forms  between  the  two  cut  ends.  This  is  an- 
other reason  why  the  second  stage  of  this 
operation  should  be  completed  before  the 
cut  ends  have  had  a chance  to  bridge  across. 

COMPLICATIONS  AND  RESULTS 

1.  The  most  common  postoperative  compli- 
cation is  cardiac  failure.  Every  case  of  ul- 
cerative phthisis  of  long  standing  has  more 
or  less  of  a myocarditis.  This  can  be  coun- 
teracted by  a pre-  and  postoperative  digi- 
talization. 

2.  Aspiration  pneumonia.  We  can  mini- 
mize the  danger  of  pneumonia  by:  (a)  Pre- 
operative emptying  of  cavities;  (b)  operat- 
ing in  an  analgesic  state  without  complete 
abolition  of  reflexes;  (c)  no  postoperative 
opiates,  which,  in  pain-abolishing  doses,  in- 
hibit coughing  and  produce  retention  of 
sputum  with  increased  toxicity. 

RESULTS 

The  best  statistics  at  present  in  this  coun- 
try are  probably  those  of  Thearle  and  Archi- 
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bald.  Thirty-five  per  cent  apparently  ar- 
rested, thirty-five  per  cent  improved,  seven 
per  cent  immediate  mortality  and  twenty- 
three  per  cent  late  deaths.  This  twenty-three 
per  cent  will  die  from  the  progression  of 
the  disease  irrespective  of  whether  you  op- 
erate or  not.  The  enormity  of  this  problem 
can  best  be  visualized  by  calling  your  at- 
tention to  the  fact  that  one  thousand  indi- 
viduals die  from  tuberculosis  every  week  in 
the  United  States.  By  a conservative  esti- 
mate we  have  here  in  the  States  30,000 
cases  where  surgical  interference  is  indicat- 
ed. This  represents  only  three  per  cent  of 
the  total  tuberculous  population  in  this 
country. 


THE  PRACTITIONER  AND  THE  DIAGNO- 
SIS OF  GENERAL  PARESIS 
NATHANIEL  H.  BRUSH,  A.  B.,  M.  D. 

Santa  Barbara,  California. 

(Read  at  the  Fourteenth  Annual  Meeting  of  the 
Medical  and  Surgical  Association  of  the  South- 
west, Albuquerque,  New  Mexico,  November  8,  9, 
10,  1928.  This  paper,  with  a few  minor  alterations, 
appeared  in  the  American  Journal  of  Psychiatry, 
Vol.  Ill,  No.  4,  April,  1924.) 

The  presentation  of  a topic  dealing  with 
certain  psychiatric  problems  as  viewed  from 
the  standpoint  of  the  internist,  would  not  be 
out  of  place  before  this  Association, 
eral  practitioner. 

In  the  everyday  practice  of  the  internist 
or  surgeon,  many  problems  must  arise  relat- 
ing to  the  recognition  and  diagnosis  of  many 
of  the  fairly  common  psychoses.  Therefore, 
it  seemed  to  me  that  a discussion  of  the 
chief  symptoms  and  diagnostic  points  of  a 
fairly  common  psychosis,  such  as  general 
paresis,  could  well  be  presented  here  for  the 
consideration  of  the  internist  and  the  gen- 
eral practioner. 

Paradoxical  as  it  may  sound,  general  par- 
esis may  be  one  of  the  easiest  of  the  major 
psychoses  to  diagnose,  or  it  may  be  one  of 
the  most  difficult.  Often  the  difficulty  aris- 
es from  the  inclination  to  regard  this  psy- 
chosis as  a rarity  or  a mystery.  The  ease  of 
diagnosis  depends  upon  several  factors:  (1) 
The  stage  of  the  disease;  (2)  the  type  and 
rom;  (3)  the  familiarity  the  practitioner 
may  have  with  this  condition. 

It  is  not  my  purpose  to  dwell  to  any  ex- 
tent upon  the  pathological  anatomy  of  gen- 
eral paresis,  for  the  practitioner  will  not  be 
be  so  much  concerned  with  the  finer  points 
in  the  diagnosis  as  he  will  be  in  the  mak- 
ing of  the  actual  diagnosis. 

Remembering  that  paresis  has  its  etiolog- 
ical agent  in  syphilis  and  syphilis  alone,  the 
internist  will  derive  some  help  in  the  knowl- 
edge that,  just  as  visceral  syphilis  is  a 
protean  disorder  and  can  simulate  any 
known  disease,  so  paresis  can  simulate  any 


known  mental  disorder.  But  this  point 
should  not  be  overlooked:  th  earliest  symp- 
toms of  paresis  may  be  entirely  somatic  and 
have  no  reference  to  the  central  nervous  sys- 
tem. Keeping  these  two  points  in  mind,  the 
practitioner  can  approach  the  problems  in 
diagnosis  with  a better  viewpoint  than  if  he 
had  not  considered  them. 

Proceeding  with  the  various  steps  in  the 
examination  of  a suspected  paretic,  the  ex- 
aminer will  find,  contrary  to  his  expecta- 
tions, that  the  history  may  be  decidedly 
misleading.  For,  when  one  has  had  the  op- 
portunity of  examining  a number  of  pare- 
tics, even  in  the  earliest  stages  before  an 
alteration  of  character  has  taken  place,  it 
will  be  noted  immediately  that  many  pare- 
tics deny  syphilis  both  by  name  and  symp- 
tom. A most  searching  inquiry  will  not  re- 
veal any  infection  that  remotely  resembles 
syphilis. 

Even  if  a suspected  paretic  admits  a spe- 
cific infection,  backed  up  by  the  evidence  of 
a genital  scar,  the  history  will  not,  in  the 
majority  of  instances,  bring  to  light  the  oc- 
currence of  any  secondary  manifestations. 
This  fact  has,  at  various  times,  aroused  con- 
jecture as  to  the  possible  existence  of  one  or 
more  strains  of  the  treponema  pallida. 

General  paresis  does  occur  among  the  ne- 
gro race,  but  not  with  the  frequency  that 
it  is  found  among  the  white  race.  This  and 
the  above  observation  regarding  secondary 
lesions,  have  been  used  as  arguments  by 
those  trying  to  prove  the  existence  of 
strains  of  the  treponema  pallida  of  varying 
virulence  and  selective  action.  In  the  ne- 
gro race,  the  treponema  pallida  seems  to 
have  a special  predilection  for  the  great 
vessels  of  the  heart.  Thus  we  hear  far  more 
frequently  of  aneurism  and  aortitis  in  this 
race  than  we  do  of  neuro-syphilis. 

In  many  instances,  the  onset  of  paresis  is 
so  insidious  that  the  patient’s  complaints — 
and  often  there  will  be  a multiplicity  of 
them — mask  the  vital  underlying  condition. 
This  multiplicity  of  complaints,  complaints 
referred  to  every  one  of  the  bodily  systems, 
is  quite  likely  to  throw  the  physician  off 
his  guard  and  make  him  think  that  he  is 
dealing  merely  with  a neurotic  or  neuras- 
thenic individual. 

Many  of  the  standard  text-books  on  psy- 
chiatry contain  excellent  word-pictures  of 
the  standard  paretic,  but  it  is  the  paretic 
who  is  not  “standardized”  that  causes  the 
greatest  number  of  faulty  diagnoses.  Often 
this  is  not  entirely  the  fault  of  the  physi- 
cian, but  in  some  instances  he  may  be  to 
blame  for  not  remembering  that  any  syphil- 
itic disease  is  tremendously  protean  in  its 
nature. 

Again,  many  text-books  have  outlined  the 
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classical  physical  findings  of  paresis  as  con- 
sisting of : Argyll-Robertson  pupils ; increas- 
ed deep  reflexes;  tremor  of  the  hands,  lips 
and  tongue;  disordered  speech  and  writing; 
and  possibly  some  ataxia  of  the  extremities. 
All  of  these  may  be  found  in  the  classical 
paretic,  but  their  absence  does  not  indicate 
that  the  patient  is  not  a paretic.  This  is 
especially  true  of  the  Argyll-Robertson  pu- 
pil. 

More  than  one  physician  has  told  me  very 
emphatically,  “Mr.  Blank  cannot  be  a par- 
etic, for  his  pupils  react  to  light.”  It  has 
been  quite  true  that  the  pupils  did  react  to 
light  but  it  was  not  true  that  the  pa- 
tient was  not  a paretic.  When  present,  the 
Argyll-Robertson  pupil  can  be  considered  as 
extremely  valuable  evidence  of  a neuro- 
syphilitic affection.  But  its  absence  does 
not  exclude  this  condition.  Here  is  where 
the  practitioner  is  liable  to  go  off  the  track. 
The  paretic’s  pupils,  even  if  they  do  react 
to  light,  wil,  if  examined  carefully,  often 
show  some  interesting  changes.  Inequality 
of  the  pupils  (anisocoria)  should  immedi- 
ately stimulate  suspicion,  as  also  should  any 
irregularity  or  notching  in  their  outline.  A 
sluggishness  in  the  light  reaction  warrants 
investigation.  Some  writers  lay  particular 
stress  on  the  loss  of  the  consensual  reflex 
and  consider  it  a valuable  sign  indicative  of 
early  neuro-syphilis,  and  perhaps  the  fore- 
runner of  the  Argyll-Robe'rtson  pupil. 

Too  many  internists  overlook  the  increas- 
ed deep  reflexes  and  regard  them  as  mere- 
ly a manifestation  of  some  psychoneurotic 
state.  In  this  way  another  valuable  sign 
may  be  passed  by  . 

The  tremor  so  often  shown  in  a paretic’s 
hands  may  not  attract  undue  attention.  It 
may  be  woven  into  the  above-mentioned  di- 
agnosis of  a psychoneurosis,  or  it  may  be 
made  to  fit  into  the  hyperthyroid  symptom 
complex. 

Not  suspecting  the  presence  of  a grave 
disorder  the  practitioner  will  not  be  on  the 
outlook  for  speech  or  writing  distortion  and 
may  omit  the  special  tests  that  would  reveal 
abnormalities  along  these  lines.  It  is  well, 
in  suspected  cases  when  no  speech  or  writ- 
ing disorder  is  at  first  observed,  to  examine 
on  these  points  when  the  patient  is  fatigued. 

The  ataxia,  if  present,  is  less  likely  to  be 
overlooked  for  it  may  be  observed  as  the 
patient  enters  the  office  or  may  perhaps  be 
noted  on  other  occasions.  There  are  certain- 
ly few  physicians  who,  noting  the  presence 
of  an  ataxia,  will  neglect  to  give  this  find- 
ing special  consideration. 

There  is  still  another  physical  sign  which 
I have  neglected  to  mention  up  to  the  pres- 
ent time:  I refer  to  the  paretic  seizure.  This 
seizure  may  be  easily  mistaken  for  and  con- 


fused with  a variety  of  other  conditions  giv- 
ing rise  to  convulsive  attacks,  i.  e.,  uremia, 
syncope,  epilepsy,  hysteria,  apoplexy,  etc., 
and  it  has  even  been  mistaken  for  sunstroke. 
Certainly  the  history  or  observation  of  a 
seizure  or  anything  suggestive  thereof, 
should  require  of  the  physician  a rigorous  in- 
vestigation into  the  etiology,  nor  should  he 
be  satisfied  until  he  has  arrived  as  nearly 
as  possible  at  the  correct  diagnosis. 

When  a medical  student,  I many  times 
heard  various  teachers  of  mine  remark, 
“When  in  doubt,  think  of  syphilis.”  The  in- 
ternist might  do  well  to  remember  this,  not 
only  in  connection  with  bodily  ailments  but 
also  in  dealing  with  what,  to  him,  may  ap- 
pear to  be  obscure  mental  or  nervous  disor- 
ders. For  the  assistance  of  the  practitioner 
we  might  say,  “When  in  doubt  suspect 
paresis,  and  do  not  be  satisfied  until  you 
have  exclded  it.” 

All  psychiatrists  are  acquainted  with  the 
classical  and  standard  physical  signs  of  pare- 
sis and  the  classical  mental  picture  of  the 
grandiose,  expansive  and  euphoric  paretic. 
This  picture  has  been  so  well  presented  in 
practically  all  text-books  that  it  has  come 
to  be  recognized  as  the  paretic  picture.  But 
when  this  picture  is  not  present,  as  is  quite 
commonly  the  case,  the  untrained  observer 
may  encounter  difficulties.  At  such  times 
it  is  well  to  remember  that  there  are  numer- 
ous other  mental  symptoms  that  are  dis- 
tinctly abnormal,  to  recall  that  the  disorder 
is  a dementing  one,  and  that,  in  place  of 
complacency  and  euphoria,  there  may  be  a 
depression  of  a degree  leading  to  suicidal 
attempts.  If  these  symptoms  can  be  cor- 
rectly observed  and  linked  up  with  other 
findings,  the  result  may  be  a correct  diag- 
nosis that  otherwise  might  be  missed. 

How  often  it  is  true  that  paresis,  like 
lightning,  strikes  when  and  where  it  is  least 
expected ! The  story  of  many  of  these  cases 
is  the  rapid  descent  from  affluence  to  pov- 
erty, from  a position  of  respect  and  esteem 
to  the  gutter  and  degradation.  The  unfortu- 
nate part  of  such  happenings  is  that  a cer- 
tain percentage  of  them  could  have  been 
prevented,  if  the  family  doctor  had  had  the 
foresight  to  recognize  and  to  heed  the  writ- 
ing on  the  wall. 

Countless  examples  could  be  cited  of  men 
of  wealth  and  influence,  as  well  as  of  men 
in  less  prominent  walks  of  life,  who  have 
first  attracted  the  attention  of  their  friends 
and  their  families  by  petty  eccentricities  and 
peculiarities.  How  willingly  the  family,  and 
even  the  patient  at  times,  have  accepted  the 
physician’s  statement  that  the  condition 
may  have  resulted  from  over-work  or  that 
it  was  merely  a neurasthenic  or  some  other 
psychoneurotic  state. 
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But  instead  of  responding  to  the  physi- 
cian’s well-intended  but  futile  remedies,  the 
condition  becomes  more  aggravated.  Slips 
from  virtue,  increasing  alcoholism,  careless- 
ness about  money  matters,  neglect  and  un- 
tidiness of  the  personal  appearance,  may  be- 
come at  last  so  prominent  as  to  demand 
recognition  and  attract  attention  to  the  fact 
that  there  is  something  vitally  wrong. 

Then  it  may  be  too  late  to  save  a char- 
acter that  has  become  morally  wrecked  and 
to  rescue  the  finances  that  may  have  be- 
come entangled  in  the  most  preposterous 
wild-cat  schemes. 

According  to  many  authorities,  the  cor- 
rect diagnosis  of  paresis  is  not  entirely  de- 
pendent upon  the  mental  symptoms,  and 
very  often  the  practitioner  has  nothing  but 
the  physical  examination  upon  which  to  form 
his  opinion.  Therefore,  I concluded  that  it 
might  be  of  value  to  suggest  some  few  sali- 
ent points  to  be  considered  in  the  physical 
and  mental  examination  of  a suspected 
paretic.  To  simplify  matters  I have  grouped 
these  points  under  various  headings.  In  this 
way  I feel  that  more  emphasis  can  be  put 
on  the  important  features  of  paresis  for  the 
benefit  of  the  internist  and  thus  place  him 
on  his  guard,  so  that,  when  the  suspected  or 
obscure  case  does  present  itself,  he  will  be 
more  adequately  equioped  to  deal  with  it. 

1.  History.  Always  question  carefully  as 
to  any  past  venereal  disease,  remembering 
that  an  intercurrent  gonorrhea  may  have 
masked  a primary  lesion,  particularly  if  the 
latter  be  very  slight.  Any  information  ob- 
tained from  the  relatives  regarding  a slump 
in  the  personality,  increased  or  unusual  irri- 
tability, and  recent  laxness  in  business  meth- 
ods, a decrease  in  the  patient’s  efficiency, 
any  financial  discrepancies  or  ventures  show- 
ing a lack  of  judgment,  and  a failing  mem- 
ory, is  of  primarv  importance.  These  ao- 
parently  simple  and  easily  over-looked  chang- 
es of  character  often  hold  the  key  to  the 
situation. 

Pay  particular  attention  to  what  the  pa- 
tient himself  has  to  say  regarding  com- 
plaints such  as  headache,  dizziness,  various 
aches  and  pains,  disturbances  of  vision  or  of 
locomotion,  and  question  about  his  libido 
and  potentia.  Furthermore,  the  history  of 
extremely  bizarre  behavior,  explosive  out- 
bursts of  violent  and  uncalled  for  temper, 
any  convulsive  attacks;  in  short,  any  devia- 
tion slight  or  otherwise  from  the  patient’s 
usual  behavior  or  character,  is  warning 
that  must  not  be  passed  by  lightly. 

2.  Physical  Examination.  Here  the  points 
to  be  stressed  are:  Pupillary  anomalies  of 
any  kind,  the  presence  or  absence  of  tremors 


of  the  hands,  tongue  or  lips,  the  reflex  pic- 
ture and  the  equality  of  the  reflexes,  the 
special  tests  for  speech  distortion  and  note, 
in  a sample  of  writing,  the  presence  of  tre- 
mor, mispelled  words  and  omission  of  words 
or  letters.  The  patient  will  occasionally  vol- 
unteer, or  admit,  that  he  has  difficulty  in 
writing  and  in  performing  work  requiring 
ready  coordination  of  finger  movements. 
Although  placed  last  in  this  enumeration  of 
important  points  in  the  physical  examina- 
tion, the  serology  of  the  blood  and  spinal 
fluid  is  of  paramount  importance.  Often  it 
is  the  court  of  last  resort.  The  physical  ex- 
amination of  a suspected  paretic,  must,  in 
the  absence  of  a complete  serological  exam- 
ination, be  considered  incomplete  and  inade- 
quate. 

3.  Mental  Examination.  One  must  not 
expect  the  internist  to  be  skilled  in  the  per- 
formance of  a complete  mental  status.  But 
there  are  certainly  a few  items  in  a men- 
tal status  with  which  the  internist  should 
be  sufficiently  familiar  so  that  he  can  avail 
himself  of  them. 

The  memory  can  be  quickly  and  often  ade- 
quately tested  for  discrepancies  by  asking 
the  patient  the  principal  dates  in  his  life, 
such  as  his  birth,  the  date  of  his  marriage 
and  age  at  the  time,  the  ages  and  dates  of 
birth  of  his  children,  the  age  of  his  wife, 
the  dates  of  well  known  historical  events, 
the  names  of  the  last  three  Presidents,  etc. 
Naturally  the  patient’s  answers  can  be 
checked  up  with  information  received  from 
the  relatives. 

Sometimes,  with  very  little  urging,  or  un- 
der the  stimulus  of  tactful  and  well-directed 
questions,  the  patient  will  elaborate  his  de- 
lusional system  in  regard  to  egotistical 
ideas  or  any  ideas  or  delusions  of  persecu- 
tion. Once  started  on  this  tack,  the  patient 
will  often  produce  statements  so  at  variance 
with  known  information  regarding  his  per- 
sonality, his  business  affairs  and  his  mode 
of  life,  that  the  internist  cannot  but  regard 
them  as  distinctly  pathological. 

To  Sum  Up.  Any  of  the  above  physical 
findings  to  which  I have  called  attention — 
the  mental  status  showing  memory  defects, 
poor  judgment,  a moral  slump  and  delapida- 
tion  of  the  personality,  combined  with  vague 
neurasthenic  symptoms — any  of  the  above, 
in  no  matter  how  mild  a form  they  may  be 
found,  should  at  once  be  to  the  internist  a 
red  lantern  and  should  demand  a most 
searching  inquiry  into  the  cause  and  exact 
nature  of  the  condition. 
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PEPTIC  ULCERS  AND  ASSOCIATES 

FREI)  A.  SPEIK,  S.  B.,  M.  D.,  F.  A.  C.  S. 

Los  Angeles,  Cal. 

(Read  before  the  Medical  and  Surgical  Associa- 
tion of  the  Southwest,  at  its  Fourteenth  Annual 
Meeting,  held  at  Albuquerque,  N.M.,  November  8-10, 
1928.) 

The  great  problem  in  the  medical  and  sur- 
gical treatment  of  peptic  ulcer  is  the  fre- 
quency of  the  association  of  lesions  of  the 
viscera  of  the  portal  lymphatic  system. 

There  is  not  only  a recurrence  of  the 
symptoms  complex  of  ulcer  of  the  duodenum 
and  stomach,  but  serious  conditions  may 
arise  in  any  viscera  in  the  portal  lymphatic 
system.  “Studies  have  shown  that  these 
viscera  are  closely  connected  through  the 
lymphatics — that  infection  readily  passes 
from  one  to  the  other.”' 

The  studies  of  E.  A.  Graham  and  especial- 
ly Scheichi  Kodama2  show  in  their  conclu- 
sions that  (1)  “The  lymphatics  of  the  duo- 
denum and  gall-bladder  are  intimately  and 
directly  connected.”  (2)  “Some  of  the  lymph- 
atic vessels  of  the  liver,  gall-bladder,  duo- 
denum, pancreas,  and  appendix  enter  the 
lymph  glands  which  are  located  about  the 
portal  vein.”  “And  that  bv  this  explana- 
tion it  is  easy  to  understand  why  there  ex- 
ists the  frequent  association  of  lesions  of 
the  portal  system  if  one  thinks  of  these 
portal  lesions  as  producing  a hepatitis  which 
spreads  by  the  lymphatics.” 

E.  S.  Judd3  emphasizes  the  fact  that  chol- 
ecystitis is  almost  invariablv  associated  with 
a certain  erade  of  hepatitis  or  pancreatitis 
or  both.  These  studies  emphasize  the  great 
importance  of  the  recognition  and  the  fur- 
ther study  of  the  pathological  processes  in 
the  viscera  of  the  portal  lymphatic  system. 

Clinically,  in  a review  of  156  cases  of 
peptic  ulcer  treated  by  the  Sippy  method  at 
the  Pasadena  Hospital,  we  were  impressed 
with  the  frequency  of  the  association  of  le- 
sions of  the  appendix,  the  gall-bladder,  the 
liver  and  the  pancreas,  with  duodenal  and 
gastric  ulcer. 

In  a review  of  the  156  cases  treated  in  the 
last  twenty-one  months,  the  records  show: 


Appendix  removed  prior  to  diagnosis  of  ulcer ....  35 

Chronic  appendix  diagnosed  during  management  28 

Appendix  out  during  management  8 

Appendix  out  following  treatment  6 

Gall-bladder  removed  prior  to  diagnosis  of  ulcer  6 
Gall-bladder  diagnosed  chronic  during  manage- 
ment   26 

Gall-bladder  out  during  management 2, 

Gall  bladder  with  stones  3 


114 

These  figures  present  a total  of  114  cas- 
es of  portal  lymphatic  lesions  in  association 
with  156  cases  of  ulcer,  aside  from  focal  in- 
fections elsewhere. 

Of  this  number  are  cited  three  case  re- 


ports, which,  since  they  are  complete  cases, 
focus  the  attention  on  the  lesions  of  viscera 
in  association.  The  necropsy  reports  are  at- 
tached in  two  cases,  clearly  demonstrating 
associated  lesions  of  peptic  ulcer. 

Case  1. 

Ulcer  of  lesser  curvature  with  stone  and  empyema 
of  gall-bladder. 

Dr.  G-  F.,  age  65,  was  diagnosed  peptic  ulcer, 
Dec-  7,  1927  (See  Fig.  1).  History  of  a similar  at- 
tack eight  years  prior,  associated  with  jaundice.  The 
size  and  depth  of  his  ulcer  made  it  seem  very  prob- 
able that  it  was  malignant.  There  was  but  slight 
evidence  of  shading  of  the  barium  shadow  around 
the  ulcer  and  no  real  filling  defect  adjacent  to  it. 
The  general  appearance  of  the  patient  and  the  fact, 
that  he  had  free  HC1  53  and  total  68,  gave  the  opin- 
ion that  it  was  benign.  He  was  put  to  bed  and 
treated  by  the  Sippy  method  A second  x-ray  series, 
Dec.  19,  1927,  showed  “Marked  progress  in  healing 
of  the  ulcer”  (See  Fig.  2.)  Patient,  symptom  free 
after  the  first  week. 


Fig.  l 

A third  x-ray  series  found  “Ulcer  shadow  much 
smaller.”  (See  Fig.  3.)  He  left  the  hospital. 

January  23,  1928,  at  midnight,  he  was  seized  with 
sudden  severe  pain  in  the  epigastrium,  with  nausea 
and  elevation  of  temperature.  With  the  knowledge 
that  his  ulcer  was  healing  and  the  association  of  por- 
tal lymphatic  infection,  a diagnosis  of  an  acute  ex- 
acerbation of  a chronic  cholecystitis  was  made- 

Dr.  John  Breyer,  the  surgeon,  found  the  gall- 
bladder buried  in  adhesions,  swollen,  tense  and  red- 
dish grey;  thickening  of  lesser  curvature  (area  of 
the  ulcer)  and  the  appendix  long  and  fibrous.  The 
laboratory  diagnosis  found  cholecystitis  (empyema) 
with  a single  stone. 

The  patient  left  the  hospital  February  1,  1928, 
having  gained  thirty  pounls  and  “feeling  fine.” 

October  1,  1928,  he  was  seized  with  severe  pain  in 
left  shoulder  and  abdomen.  Lungs  were  negative. 
Jaundice  and  tenderness  over  liver  suggested  hep- 
atitis. Leucocytes  16,500  with  94  per  cent  poly- 
nuclears.  The  second  day  he  developed  a chill,  tem- 
perature of  106.  A pleural  friction  rub  and  crepi- 
tation. Rales  in  the  left  chest.  Pneumonia  was  di- 
agnosed. 

Death  the  fourth  day. 


APRIL,  1929 
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Autopsy,  by  Dr.  Frank  Sturdevant,  was: 

Left  pleural  cavity:  Few  small  fibrinous  adhesions 
on  lower  lobe  near  the  base. 

Left  lung:  Healed  tuberculosis  foci  at  apex.  Small 
interlobular  adhesions.  Consolidation  of  one-third  of 
the  lower  lobe  (red  hepatization). 


Fig.  2 

Right  pleural  cavity:  Old  and  dense  adhesions  to 
lung  and  pleura  throught,  congestion  and  edema 
of  right  lower  lobe,  but  no  consolidation. 

Aorta:  Arterio-sclerotic  plaques  present  (nar- 
rowed and  sclerotic). 

Abdominal  cavity:  Omentum  is  adherent  to  the 
peritoneum  anteriorly. 


Fig.  3 

Liver:  Small,  mottled,  and  cuts  with  increased 
resistance.  Thrombosis  of  portel  vein.  A 2 cm. 
abscess  in  the  upper  part  of  right  lobe.  A stone  in 
the  common  duct,  measuring  0.6  cm.  in  diameter. 
Pancreas  edematous  and  fibrous  and  blood  vessels 
sclerosed  and  thrombosed.  Thrombosis  of  splenic 
artery. 


Appendix:  Fibrotic. 

Stomach : Ulcer  scar  at  the  pyloric  ring,  ob- 
structing pyloric  opening,  about  one-third.  On  the 
lesser  curvature,  midway  between  the  pylorus  and 
cardia,  an  old  healed  ulcer  1.2  cm.  in  diameter 
(Stomach  dilated). 

Bladder:  Contracted,  enlarged  plus  2. 

Left  kidney:  Enlarged  one-third.  Capsule  thick- 
ened and  adherent,  strips  leaving  a granular  sur- 
face. (Chronic,  with  an  acute  parenchymatous 
nephritis) . 

Right  kidney:  Similar  to  left,  except  for  a small 
amount  of  pus  in  the  pelvis.  Marked  arterio-sclero- 
sis  of  the  abdominal  arteries  and  iliacs. 

Summary : 

1.  Chronic  pleuritis  (right). 

2.  Healed  tuberculosis  of  left  apex. 

3.  Embolic  pneumonia  of  left  lower  lobe  with 
an  associated  acute  pleuritis. 

4-  Arterio-sclerosis. 

5.  Acute,  subacute  and  chronic  hepatitis,  pan- 
atitis  and  slpenitis. 

6.  Healed  ulcer  of  stomach. 

7.  Stone  in  common  duct  and  liver  abscess. 

8.  Portal  pancreatic,  and  splenic  thrombosis. 

9.  Healed  gastric  ulcers  with  pyloeric  obstruc- 
tion. 

10.  Acute  anii  chronic  neplv'tis. 

Cause  of  Death: 

Primary: 

1.  Portal  thrombosis. 

2.  Liver  abscess. 

3-  Stone  in  common  duct. 

Contributory : 

1.  Embolic  pneumonia. 

2.  Acute  parenchymatous  nephritis. 

This  illustrates  the  association  of  gastric 
ulcer  with  cholecystitis. 

The  right  upper  quadrant  is  the  surgical 
site  of  the  abdomen,  due  entirely  to  the 
evil  assoc:ations  of  the  important  viscera  of 
the  portal  lymphatic  system.  To  get  rid  of 
this  evil  the  possibilities  of  the  association 
of  the  appendix,  the  gall-bladder  and  the 
pancreas  with  ulcer  of  the  stomach  should 
be  borne  in  mind. 

Case  2. 

Duodenal  ulcer  and  appendicitis.  Mr.  H.  B.  S., 
age  48,  had  “stomach  trouble”  for  six  years.  Diag- 
nosed: Ulcer.  (Ulcer  of  the  duodenum  on  the  lesser 
curvature.  Sept.  17,  1923.)  Ambulatory  treatment 
for  three  weeks  yielded  no  improvement.  Hospital- 
ized, and  four  weeks  later  was  discharged  as  “im- 
proved.” Clinically  showed  ulcer  still  present  but 
smaller. 

Six  months  later  he  had  an  acute  attack  of  ab- 
dominal nain.  Fm-tv-eicht  hours  afterward  he  came 
to  the  office.  White  (blood  count,  30,000;  marked 
rigidity  of  rie-ht  lower  rectus.  “Acute  appendicitis” 
diagnosed  and  operated  upon  that  afternoon  by  Dr. 
H.  S.  McGee.  A gangrenous  appendix  was  re- 
moved. Death  on  tenth  day. 

CLINICAL  DIAGNOSES:  Peritonitis  secondary 
to  runtured  appendix  and  operation.  Duodenal  ulcer. 

AUTOPSY  by  Dr.  A.  M.  Moodv:  Partial  obstruc- 
tion of  ileum  with  dilatation  of  small  bowel  and 
stomach.  Healed  ulcer  of  duodenum.  Wound  dis- 
charging with  gutta  nercha  drain.  Localized  small 
abscesses  in  region  of  cecum. 

Case  3. 

Duodenal  ulcer  and  pancreatitis.  Mrs.  S.  C.,  age 
65,  was  diagnosed:  Duodenal  ulcer  with  low  grade 
obstruction.  Treated  at  the  hospital  six  weeks 
X-ray  report,  “Marked  deformity  of  the  duodenal 
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cap  throughout  the  series.”  Repeated  urine  exam- 
inations while  in  the  hospital  found  “no  sugar.” 

October  1st,  1927,  she  was  free  from  ulcer  pain, 
and  had  gained  in  weight  from  109  lbs.  to  152  lbs. 
At  this  time  she  was  hospitalized  on  account  of  ob- 
structive gastic  symptoms  and  sugar  in  the  urine. 
Blood  sugar  was  high.  (300  mg.  to  360  mg.) 
Treatment  wth  diet  and  Insulin  did  not  relieve. 
Gastroenterostomy  was  done,  performed  by  H.  S. 
McGee.  Patient  recovered  and  was  discharged 
March  24,  1928,  with  normal  blood  sugar,  and  has 
remained  so. 

Ulcer  in  association  with  pancreatitis  can 
cause  hyperglycemia.  Surgical  and  medical 
management  of  the  duodenal  ulcer  brought 
about  a return  to  normal. 

Although  gastro-duodenal  ulcers  heal  un- 
der proper  medical  treatment,  we  must  be 
constantly  on  the  alert  for  associated  path- 
ology. Intelligent  observation,  with  frequent 
x-ray  examinations,  finds  that  the  biggest 
and  deepest  ulcers  gradually  get  smaller 
until  they  disappear,  and  the  patient  is 
symptom  free.  However,  many  cases,  in 
which  lesions  of  the  portal  lymphatic  sys- 
tem exist,  may  have  a return  of  symptoms 
or  a recurrence  of  ulcer,  because  these  le- 
sions are  foci  of  infection  in  the  gall-blad- 
der or  appendix. 

Sippy  stated  that,  in  order  to  treat  peptic 
ulcer  intelligently,  it  is  necessary  to  deter- 
mine  the  age,  the  type,  the  location  and  com- 
plication of  ulcer.  It  is  necessary  to  go  fur- 
ther and  determine  if  there  are  any  lesions 
of  the  portal  system,  such  as  cholecystitis, 
appendicitis,  pancreatitis,  hepatitis  or  peri- 
toneal adhesions. 

The  taking  out  of  an  acute  or  chronic  ap- 
pendix does  not  cure  the  ulcer — note  the 
number  of  cases  in  the  table  who  had  an  ap- 
pendectomy before  an  ulcer  was  discovered. 
This  is  one  reason  why  patients  do  not  al- 
ways get  well  following  an  appendectomy. 
There  is  pathology  elsewhere. 

Patients  with  foci  of  infection  in  the  por- 
tal lymphatic  system,  should  have  them  re- 
moved at  earliest  recognition.  If  physicians 
are  on  the  alert  for  associated  ulcer  path- 
ology, the  diagnosis  will  be  made  more 
promptly,  and  better  end  results  will  be  had. 

CONCLUSIONS 

1.  The  lymphatic  drainage  of  the  stom- 
ach, liver,  pancreas  and  appendix  are  ana- 
tomically closely  connected. 

2.  In  sixty  per  cent  of  the  cases  reported 
above,  gastric  duodenal  ulcer  had  associated 
pathology  in  the  liver,  the  pancreas,  the 
gall-bladder  and  the  appendix. 

3.  Healed  ulcer  will  not  leave  the  patient 
symptom  free  unless  the  associated  path- 
ology is  eradicated. 
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DISCUSSION 

I)R.  V.  C.  HUNT,  Rochester,  Minn,  (opening)  : 
I want  to  compliment  Dr.  Speik  on  /bringing  this 
subject  before  the  Society-  I believe  it  is  one  which 
has  not  received  the  recognition  which  is  due  it,  and 
the  emphasis  that  Dr.  Speik  has  given  this  subject 
should  certainly  call  to  our  minds  the  fact  that  a pa- 
tient can  have  more  than  one  condition  at  the  same 
time. 

In  the  early  years  of  surgery,  the  appendix  was 
the  organ  chiefly  attacked  and  if  the  operator 
could  remove  the  appendix  with  an  incision  of  not 
more  than  an  inch,  he  was  something  of  a surgeon. 
He  simply  removed  the  appendix  and  was  not  inquis- 
itive as  to  what  else  might  be  associated.  Now, 
there  is  such  a definite  thing  as  inter-relationship 
of  infections  in  the  gall-bladder,  stomach  and  appen- 
dix. That  should  always  be  borne  in  mind,  and  it 
is  often  very  necessary  to  do  a general  exploration 
when  a patient  is  operated  upon,  so  this  has  given 
rise  to  a larger  incision.  Such  explorations  have 
oftentimes  found  lesions  in  the  stomach  and  gall- 
bladder whose  presence  had  not  previously  been  sus- 
pected. 

This  also  brings  to  mind  the  constant  difference 
of  opinion  that  exists  between  internists  and  sur- 
geons regarding  the  apparent  methods  of  treatment 
of  ulcers.  An  ulcer  is  not  strictly  a medical  con- 
dition, and  it-  is  only  through  cooperation  of  the 
internist  and  the  surgeon  that  the  best  results  are 
to  be  achieved. 

DR.  F.  P.  GENGENBACH,  Denver,  Colo.:  In 
speaking  in  connection  with  this  subject,  I want  to 
pay  a little  tribute  to  the  diagnostic  methods  of  the 
Mayo  Clinic.  A great  many  years  ago  I had  the 
pleasure  of  being  up  there  and,  while  I was  limiting 
my  work  to  pediatrics  at  the  time,  I noticed  the 
cases  which  went  through  the  Clinic.  After  all 
possible  diagnostic  methods  had  been  taken  and  had 
come  to  the  same  conclusion,  if  that  conclusion 
necessitated  operation,  in  the  abdominal  conditions, 
after  the  abdomen  was  opened  (and  they  always 
made  a very  free  incision),  the  operator  always 
looked  for  everything  else  except  the  condition  he 
expected  to  find.  Andthis  rule  I have  applied  in  my 
practice  with  children.  Mothers  will  come  in,  saying 
“I  came  because  the  child  has  a swollen  gland  on  the 
neck.”  It  would  be  very  easy  for  me  to  say:  “Yes! 
he  has  a sore  throat,  or  a cervical  adenitis,”  but 
it  has  been  my  practice,  and  especially  with  children 
who  are  brought  to  me  for  the  first  time,  to  strip 
the  child  and  look  for  everything  else  I caan  possibly 
find,  and  the  last  thing  I look  at  is  that  child’s 
neck  and  throat.  I have  found  that  the  observation 
I made  in  the  Mayo  Clinic  at  that  time,  of  looking 
for  every  other  possible  cause  of  the  child’s  fever, 
has  helped  me  tremendously.  It  is  awfully  easy  to 
see  the  things  that  are  evident,  and  quite  easy  to 
treat  those  things,  but  in  doing  so  you  may  overlook 
another  condition,  or  a number  of  things. 

Dr.  Speik  is  to  be  congratulated  upon  following 
up  these  cases — that  is  something  few  of  us  do.  It 
will  be  interesting  to  see  his  results  upon  this 
series  of  150  cases  published  in  five  or  ten  years 
from  now.  The  day  of  the  snapshot  diagnostician 
is  past.  We  know  now  we  cannot  see  a patient  once 
and  know  all  about  the  condition,  or  conditins, 
causing  the  complaint,  whether  it  be  hyperacidity, 
vomiting,  etc.  The  stomach  is  the  alarm-clock  of  the 
human  system  and  it  goes  off  at  the  slightest  provo- 
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cation,  whether  it  be  a bad  sight,  a dirty  story  per- 
haps, or  a blow  on  the  head.  It  is  rather  foolish  to 
treat  a patient  for  gastroenteritis,  when  really  a 
brain  tumor  is  at  the  base  of  his  trouble.  Ulcer 
was  given  out  readily  as  a diagnosis  in  some  of  these 
cases,  and  then  later  pathology  developed  lympha- 
denitis, perhaps,  as  the  cause  for  ulcer.  The  diag- 
nosis of  ulcer  is  one  thing  and  the  management  of  it 
is  another.  Surely  no  internist  would  think  of  treat- 
ing a gastric  ulcer  of  a patient  who  was  suffering 
from  pyorrhea,  or  infected  tonsils,  but  would  at- 
tempt to  clear  those  things  up.  He  would  not  at- 
tempt to  treat  gastric  ulcer  over  a long  period  of 
time  with  a chronically  infected  appendix  in  the  ab- 
domen, but  would  call  in  a surgeon  for  the  removal 
of  the  appendix;  and  this  is  likewise  true  with  ref- 
erence eto  the  gall  bladder.  We  have  to  see  our  pa- 
tients again  and  ag’ain,  and  intelligently  observe 
and  study  their  condition.  I know  they  expect  us 
tc  look  at  their  tongues  and  listen  to  their  com- 
plaints but  in  addition  we  must  try  to  learn  their 
condition  before  we  start  treating- 

Question : Should  a patient  with  gastric  ulcer, 
without  complications,  be  operated  or  treated  with 
medication  ? 

DR.  SPEIK  (closing)  : I might  say  in  regard  to 
treating  a gastric  ulcer  without  complications,  that 
the  treatment  is  essentially  medical,  because,  with- 
out complications,  it  is  not  necessary  to  operate, 
and  this  is  one  of  the  most  satisfactory  conditions 
to  treat.  In  other  words,  it  is  the  complications  of 
ulcer,  which  make  operative  procedures  necessary. 

In  regard  to  pyorrhea,  tonsillitis,  and  focal  in- 
fections, most  men  g'et  rid  of  these  conditions. 
Rosenau  said  he  found  that  these  patients  frequent- 
ly get  an  ulcer  of  the  stomach,  and  so  the  men  have 
been  taught  to  eradicate  the  tonsils  and  teeth.  I do 
not  think,  however,  that  they  have  as  yet  quite 
come  to  eradicating  the  gall-bladder  and  appendix. 


COMPLICATIONS  OF  POTT’S 
FRACTURES 
DENNIS  W.  CRILE,  M.  D., 
and 

ARCH  SPELMAN,  M.  D. 

Chicago,  111. 

(Read  before  the  Medical  and  Surgical  Associa- 
tion of  the  Southwest,  at  Albuquerque,  New  Mex- 
ico, November,  1928.) 

In  1768,  in  his  treatise  on  fractures,  Pott 
first  described  the  injury  to  the  ankle  which 
has  since  borne  his  name.  He  wrote  con- 
cerning the  fracture:  “It  gives  infinite  pain 
and  trouble  to  the  patient  and  surgeon  and 
very  frequently  ends  in  the  lameness  and 
disappointment  of  the  former,  and  the  dis- 
grace and  concern  of  the  latter!  I mean  the 
fracture  of  the  fibula  attended  with  disloca- 
tion of  the  tibia.” 

Nearly  fifty  years  later,  the  great  French 
Dupuytren,  writing  of  the  same  type  of  in- 
jury said:  “Under  the  most  favorable  cir- 
cumstances they  almost  always  leave  de- 
formity and  lameness  which  renders  pro- 
gression difficult  or  painful.” 

Since  that  time  considerable  work  and 
much  writing  have  been  done  in  an  attempt 
to  improve  the  standard  of  results  obtained 
in  the  treatment  of  ankle  fractures.  How- 


ever, because  of  complications  and  the  vari- 
ability of  individual  injuries,  and  sometimes 
because  of  inattention  to  cardinal  principles 
of  treatment,  incomplete  evaluation  of  mi- 
nute complications,  we  still  see  poor  results. 
From  a purely  practical  standpoint,  too 
much  has  been  written  in  an  attempt  to 
classify  ankle  fractures,  obviously  a diffi- 
cult task.  Some  ankle  fractures  have  been 
classified  from  an  anatomical  viewpoint, 
others  from  that  of  the  direct  etiology  or 
mechanism  of  injury,  and  others  according 
to  the  names  of  observers  by  whom  they 
were  first  described.  Considerable  attention 
has  been  given  to  the  definition  of  the  type 
of  ankle  fracture  Pott  referred  to  in  his 
treatise,  pointing  out  minor  errors  in  his 
anatomical  and  functional  description,  and 
some  confusion  still  exists  over  the  precise 
meaning  of  the  term  “Pott’s  fracture.”  So 
far  there  is  no  satisfactory  classification  of 
ankle  fractures  and  for  lack  of  better  term, 
and  because  of  its  convenience  and  long  use, 
we  choose  to  apply  the  term  “Pott’s  frac- 
ture” to  include  all  fractures  of  the  lower 
three  or  four  inches  of  the  fibula  and  to 
classify  associate  injuries  as  complications. 

Bizarro  of  London,  in  a recent  and  splen- 
did analysis  of  213  forearm  and  leg  frac- 
tures states  that  classic  Pott’s  and  Colle’s 
fractures  are  comparatively  uncommon.  In 
our  practice,  Pott’s  fracture  is  fairly  com- 
mon, although  I presume  its  frequency  com- 
pared to  all  fractures  has  decreased  consid- 
erably as  the  automobile  and  machinery 
have  increased  during  the  past  decade. 

There  are  many  peculiar  injuries  of  the 
ankle  region  seen  as  complications  to  lower 
fibular  fractures.  Among  the  more  common 
are  fractures  of  the  lower  end  of  the  tibia 
and  rupture  of  various  ligaments  of  the  an- 
kle joint  region.  By  far  the  most  common 
associate  fracture  of  the  tibia  is  that  of  the 
tip  of  the  internal  malleolus.  Less  common 
are  the  fractures  of  the  posterior  lip  of  the 
tibial  articular  surface ; and  occasionally 
there  is  fracture  of  the  entire  lower  end  of 
the  tibia  or  the  entire  internal  malleolus 
(the  last  named  forming  the  so  called  bi- 
malleolar  fracture  of  some  authors).  Less 
frequently  do  we  see  fractures  of  the  an- 
terior lip  of  the  tibial  articular  surface. 

Some  injury  to  joint  ligaments  occurs  in 
nearly  all  of  these  fractures,  the  most  com- 
mon being  the  tearing  of  the  internal  lat- 
eral ligament  from  the  internal  malleolus 
without  injury  to  the  malleolus.  Another 
ligament  injury  probably  less  frequent  but 
extremely  important,  as  will  be  pointed  out 
later,  is  the  rupture  of  the  tibio-fibular  liga- 
ment and  perhaps  the  splitting  of  the  inter- 
osseous membrane,  commonly  and  somewhat 
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inaccurately  known  as  Dupuytren’s  fracture. 

Less  commonly,  as  complications  of  Pott’s 
fracture,  one  sees  fracture  of  the  bones  ad- 
jacent to  the  tibia  and  fibula  at  the  ankle, 
such  as  the  astragalus  or  subastragaloid 
bones.  Fracture  of  the  astragalus  is  usually 
through  the  neck  or  body  and  that  of  the 
os  calcis  through  the  sustentaculum  tali. 

It  does  not  seem  necessary,  here,  to  deal 
in  detail  with  the  diagnosis  of  Pott’s  frac- 
ture, but  we  do  wish  to  emphasize  the  possi- 
bility of  overlooking  minor  bone  injuries  in 
this  region  and  the  danger  in  their  neglect, 
and  to  stress  the  fact  that  all  ankle  injuries 
should  be  considered  as  fracture  until  prov- 
en otherwise.  Many  disappointing  results 
have  followed  the  treatment  of  trivial  Pott’s 
fractures  in  the  belief  that  a sprain  was  the 
sole  injury.  The  x-ray  is  the  best  single 
means  we  have  for  examining  for  possible 
fractures,  especially  when  clinical  evidence 
is  absent. 

It  should  be  borne  in  mind,  in  examining 
skiagrams  of  the  ankle,  that,  according  to 
the  astonishing  studies  of  Geist,  more  than 
fourteen  per  cent  of  all  normal  individuals 
possess  accessory  bones  in  the  foot  and  an- 
kle which  may  be  confused  with  fractures. 
Those  of  practical  importance,  with  the  per- 
centage of  incidence  in  which  they  are  found 
(according  to  Geist),  are:  Os  trigoneum, 
seven  per  cent ; os  tibiale  externum,  fourteen 
per  cent ; os  peroneal,  seven  to  ten  per  cent ; 
os  vesalii,  one  per  cent ; and  secondary  os 
calces,  two  to  three  per  cent.  External  and 
internal  posterior  astragaloid  tubercles  suf- 
ficiently enlarged  to  be  confused  with  exos- 
toses, are  found  in  at  least  fourteen  per 
cent.  The  identification  of  such  accessory 
bones  is  often  extraordinarily  difficult,  espe- 
cially in  the  presence  of  fractures  at  the  an- 
kle. I have  seen  operations  performed  for 
the  removal  of  such  normal  bones  in  the 
belief  that  they  were  loose  chips.  The  dif- 
ferentiation between  these  bones  and  old 
rounded  off  joint  chips  is  sometimes  impos- 
sible. The  stereoscopic  x-ray  helps,  as  does 
an  anteroposterior  and  lateral  view.  These 
accessory  bones  are  never  free  in  the  joint 
space  and  their  positions  relative  to  bone 
or  tendon,  do  not  shift,  as  is  apt  to  be  the 
case  when  loose  joint  chips  are  present. 
The  rarity  of  Pott’s  fracture  in  young  indi- 
viduals, in  which  the  epiphyses  are  not  unit- 
ed, seldom  causes  confusion;  this  is  in  con- 
trast with  the  epiphyseal  shadows  about  the 
elbow,  which  are  often  confused  with  elbow 
fracture. 

The  reduction  of  these  fractures  is  a 
problem  chiefly  concerned  with  the  mechan- 
ism of  a mortise  joint  and  the  problems  of 
leverage.  The  principle  of  treatment  of  all 
Pott’s  fractures  and  the  various  bone  and 


ligament  complications,  is  exactly  the  same 
in  all  instances  excepting  only  the  uncom- 
mon fracture  of  both  malleoli  or  the  even 
less  common  fracture  in  which  a large  part 
of  the  articular  facet  of  the  tibia  has  been 
carried  away. 

It  is  our  custom  to  reduce  such  injuries  as 
soon  as  possible  after  they  are  seen  and  to 
follow  this  with  the  application  of  a plaster 
cast,  the  only  exceptions  being  cases  in 
which  there  has  already  occurred  much 
swelling  of  and  effusion  into  the  ankle  re- 
gion or  in  which  there  is  a compound  wound. 
Occasionally  we  use  splint  fixation  or  mere- 
ly a pillow  splint. 

The  usual  disabling  deformity  in  this  con- 
dition is  a spreading  of  the  ankle  joint,  de- 
stroying the  normal  snug  approximation  of 
the  astragalus  to  both  malleoli  and  resulting 
in  an  unstable  joint  which  wobbles  laterally 
when  weight  is  put  upon  it.  It  is  this  un- 
stability  which  causes  disabling  pain  and 
insufficiency  in  the  later  stages. 

In  the  recent  case,  reconstruction  can  be 
accomplished  by  forcible  inversion  of  the 
foot,  taking  advantage  of  the  malleolar  at- 
tachment of  the  external  lateral  ligament 
to  drag  back  the  distal  fragment  of  the  fib- 
ula. Consequent  upon  this  accomplishment, 
the  medial  articular  surface  of  the  astra- 
galus is  brought  against  the  internal  mal- 
leolus. In  so  doing,  the  strain  against  the 
ruptured  internal  lateral  ligament  is  reliev- 
ed. Dependent  upon  this  medial  relaxation, 
the  torn  surfaces  of  the  tibial  malleolus  or 
the  torn  internal  lateral  ligament  (as  the 
case  may  be)  are  opposed  with  east,  and  can 
be  fixed  in  place  for  healing.  If  there  is 
rupture  of  the  tibio-fibular  ligaments  or  the 
interosseous  membrane,  these  are  likewise 
held  in  place,  a most  important  procedure 
in  reforming  the  mortise. 

Another  procedure  of  considerable  import- 
ance in  the  reduction  is  the  dorsal  flexion 
of  the  foot,  which  will  replace  posterior  lip 
fragments  if  such  are  present  and,  at  the 
same  time,  may  lock  the  astragalus  in  posi- 
tion. If  posterior  dislocation  of  the  foot  is 
present,  this  can  be  reduced  by  anterior 
traction  on  the  foot,  best  done  before  dor- 
sal flexion  is  initiated. 

We  obtain  the  practical  accomplishment 
of  these  procedures  by  placing  the  patient 
face  down  on  the  operating  table  and  induc- 
ing sufficiently  deep  anesthesia  to  allow 
complete  muscle  relaxation.  (Spinal  anes- 
thesia provides  remarkable  relaxation  for 
surgical  procedures  involving  the  lower 
limb.)  During  manipulative  reduction,  the 
surgeon  stands  on  the  opposite  side  of  the 
table  from  the  injured  leg  and  flexes  the 
leg  to  a right  angle  at  the  knee,  thus  pre- 
senting the  sole  of  the  foot  toward  the  ceil- 


APRIL,  1929 


165 


ing.  This  relaxes  the  gastrocnemius  muscle 
and  allows  maximum  dorsal  flexion  of  the 
foot.  Maintaining  a hold  upon  the  ankle 
with  one  hand,  the  surgeon  then  holds  the 
toes  and  metatarsal  region  of  the  foot  in 
the  other  hand  and,  with  firm  lateral  pres- 
sure against  the  lower  end  of  the  tibia,  forc- 
ibly inverts  the  foot  and  applies  sufficient 
pressure  downward  to  maintain  full  dorsal 
flexion  of  the  foot.  It  may  be  necessary  to 
supplement  this  procedure  with  considerable 
rocking  of  the  foot  back  and  forth,  and 
definite  crepitus  or  preternatural  mobility 
should  be  felt.  It  may  be  necessary  also  to 
make  medial  pressure  against  the  calcan- 
eous. 

One  cannot  overemphasize  the  advisabil- 
ity of  firmness,  or  even  harshness,  during 
reduction,  always,  of  course,  avoiding  undue 
trauma,  but  remembering  that  a single  pur- 
poseful and  harsh  attempt  will  accomplish 
more  good  and  cause  less  additional  injury 
than  several  insufficient  and  inefficient 
manipulations. 

As  the  astragalus  is  felt  to  slide  medial- 
ly, and  after  it  comes  into  contact  with  the 
tibial  malleolus,  pressure  of  the  thumb  di- 
rected against  the  tibial  malleolus,  when  it 
is  fractured,  will  usually  cause  it  to  slide 
into  intimate  contact  with  the  tibia  at  its 
fractured  surface.  Finally,  the  foot  is 
brought  into  the  exaggerated  pigeon-toed 
position. 

This  places  the  ankle  in  a position  for 
fixation  and  the  assistant  should  give  his 
undivided  attention  to  maintainnig  this  po- 
sition during  the  application  of  the  cast. 
When  the  patient  lies  prone  with  the  knee 
flexed,  it  is  not  even  necessary  that  the  as- 
sistant move  his  hold  on  the  foot  and  leg 
except  that  he  slide  his  hand  along  the  leg 
from  time  to  time. 

There  are  many  instances  in  which  closed 
reduction  fails  to  produce  satisfactory  an- 
atomical reposition,  including  many  of  the 
bimalleolar  fractures,  some  of  the  lip  frac- 
tures, and  many  of  those  in  which  there  is 
generalized  comminution  of  the  ankle  joint 
impossible  to  classify.  Some  of  these  cases 
are  best  treated  by  immediate  operation  and 
in  some  of  them  reduction  must  be  delayed 
for  an  indefinite  period.  In  some  cases  it  is 
not  possible,  by  any  means  at  our  command, 
to  be  assured  that  full  function  will  result. 

We  must  now  consider  complications  aris- 
ing during  treatment.  Among  these  are 
ischemias  due  to  hematomas  or  tight  ban- 
daging and  occasionally  nerve  palsy  due  to 
pressure  upon  the  peroneal  nerve  near  the 
proximal  end  of  the  fibula.  Another  compli- 
cation to  be  looked  for  during  treatment,  is 
insufficient  reduction  with  a resultant  wide 


mortise  at  the  ankle,  a condition  which,  if 
neglected,  is  almost  certain  to  result  in  lim- 
ited and  painful  function.  Plantar  flexion, 
eversion  or  chips  of  bone  interposed  between 
articular  surfaces,  anterior  or  posterior  sub- 
luxations of  the  astragalus,  may  also  be 
seen. 

General  complications  sometimes  met  with 
are  those  of  cardiac  syncope,  old  age,  un- 
manageable people,  diabetes,  endarteritis  and 
local  luetic  conditions.  Pathological  Pott’s 
fractures  are  very  rare.  I am  not  convinced 
that  systemic  syphilis  exerts  a deterrent  ef- 
fect upon  callus  deposit  (except  in  case  of 
local  gumma).  In  Pott’s  fractures,  com- 
pound conditions  are  not  uncommon,  in 
which  we  find  the  internal  malleolus,  from 
which  a fragment  has  been  broken,  jutting 
through  the  skin.  These  may  usually  be 
treated  as  simple  fractures  after  disinfec- 
tion and  reduction.  The  grossly  compound 
fracture,  however,  presents  a peculiarly  dif- 
ficult problem  and  cannot  be  included  with- 
in the  scope  of  this  paper.  (See  Ochsner’s 
“System  of  Surgery,”  chapter  on  Compound 
Fracture,  by  Dennis  W.  Crile.) 

By  following  these  general  principles,  the 
recent  case  of  Pott’s  fracture  hardly  ever 
causes  of  serious  embarrassment.  In  the 
past  ten  years,  we  have  seen  a good  many 
cases  of  old  Pott’s  fracture  with  disabilities 
consequent  upon  the  persistence  of  the 
spread  condition  of  the  ankle  joint.  Most  of 
these  occurred  in  cases  presenting  some 
peculiar  complication  at  the  time  of  their 
primary  reduction,  and  our  most  interesting 
work  in  connection  with  Pott’s  fracture  has 
been  the  surgical  reconstruction  of  ankle 
joints  for  these  incapacitated  people.  The 
problems  of  such  reconstruction  are  so  varied 
and  individualized  that  detailed  presentation 
here  does  not  seem  advisable,  but  I cannot 
refrain  from  showing  you  a few  of  the 
x-ray  pictures  of  some  of  these  complex 
cases,  which  I have  treated  at  Augustana 
Hospital  within  the  past  two  years.  An  ac- 
quaintance with  a few  horrible  examples  is 
often  of  utmost  value  in  a physical  sense 
as  well  as  in  our  moral  lives.  (Lantern  slides 
of  eighteen  grossly  complicated  cases  were 
shown.) 

The  management  of  cases  of  Pott’s  frac- 
ture after  reduction  is  important  but  of  in- 
finitely less  importance  than  is  the  reduc- 
tion of  the  deformity. 

Fixation  is  maintained  in  the  average  case 
for  about  two  months.  During  this  time  the 
patient  is  encouraged  to  bear  weight  upon 
the  injured  limb  enclosed  in  its  plaster  cast. 
The  patient  is  instructed  to  keep  the  leg 
elevated  above  the  horizontal  position  when- 
ever (literally)  he  is  not  walking  upon  it. 
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This  routine  supplies  an  automatic  method 
for  providing  massage  and  venous  or  lym- 
phatic drainage  and  does  much  to  prevent 
the  atrophy  of  disuse,  which  one  finds  pres- 
ent in  so  many  of  the  unfortunate  cases. 

While  walking,  the  sound  foot  should  be 
kept  in  advance  of  the  injured  foot.  This  is 
especially  desii-able  during  the  early  stages 
of  recovery  after  the  cast  has  been  removed 
and  this  simple  rule  will  do  more  to  prevent 
and  overcome  ankle  stiffness  than  any  or  all 
other  after  treatment,  with  which  I am  fa- 
miliar— because,  so  long  as  the  injured  foot 
is  behind  the  sound  foot,  while  walking, 
there  is  a tendency  toward  dorsiflexion  at 
the  injured  ankle  joint. 

The  patient  is  advised  to  eat  vegetables, 
liver,  milk,  and  to  take  cod  liver  oil  with 
phosphorus  or  alphaden  (a  preparation  of 
minerals  in  the  percentage  found  in  normal 
bone).  During  this  interval  of  treatment, 
my  patients  often  show  mental  distress  and 
anguish  concerning  the  appearance  of  the 
encasted  foot — complaining  that  it  appears 
to  them  that  the  foot  is  twisted  out  of 
shape  and  fearing  that  I have  over-corrected 
the  foot  into  a club-foot — and  this  I have 
attempted  to  do.  They  are  readily  comfort- 
ed when  one  shows  them  the  amount  of  in- 
version and  varus  of  which  the  normal  foot 
is  capable.  In  fact,  few  medical  men  real- 
ize the  degree  of  inversion  which  is  possible 
in  the  normal  foot.  I mention  this  in  the 
hope  that  so  simple  a statement  may  en- 
courage us  to  practice  greater  inversion  in 
the  treatment  of  ordinary  Pott’s  fracture. 


CORTICAL  ABSCESS  OF  THE  KIDNEY 

VERNE  C.  HUNT,  M.  D., 

Division  of  Surgery, 

The  Mayo  Clinic,  Rochester,  Minnesota 

(Read  before  The  Medical  and  Surgical  Associa- 
tion of  the  Southwest,  Albuquerque,  New  Mexico, 
November  8 to  10,  1928.) 

Infection  of  the  kidney  is  usually  one  of 
two  types:  it  is  transmitted  to  the  kidneys 
by  way  of  the  urinary  passages;  or  it  is 
hematogenous  in  origin,  and  carried  by  way 
of  the  circulation  from  remote  foci  of  in- 
fection. The  first  type  is  often  encountered 
in  the  obstructnig  lesions  of  the  urinary 
tract,  particularly  in  prostatic  obstruction 
and  retention  of  urine,  and  usually  accounts 
for  the  various  degrees  of  renal  insuffi- 
ciency incident  to  such  urinary  obstruction. 
This  type  of  infection  is  one  to  be  antici- 
pated, is  readily  recognized  by  clinical  and 
laboratory  methods,  and  is  usually  controlled 
through  establsihed  principles  of  treatment. 
The  acute  embolic  infections  of  the  kidney, 
frequently  resulting  in  cortical  abscess,  are 
not  easily  recognized,  and  often  present 


many  difficulties  to  diagnosis.  In  the  con- 
sideration of  cortical  abscess  of  the  kidney, 
I wish  to  discuss,  chiefly,  its  relationship  to 
perinephritic  abscess  which  is  renal  in  or- 
igin. 

Cortical  abscess  is  frequently  seen  as  an 
acute  exacerbation  of  chronic  infection  of 
the  kidney.  The  infection  associated  with 
renal  and  ureteral  lithiasis  is  often  stimu- 
lated to  an  acute  process  in  the  event  of  sud- 
den complete  obstruction  at  the  ureteropel- 
vic  juncture  or  ureter  by  stone,  with  the  de- 
velopment of  many  abscesses  throughout 
the  cortex,  which  give  rise  to  chills  and 
fever.  The  development  of  multiple  cortical 
abscesses,  as  the  result  of  hematogenous 
metastatic  infection  from  remote  foci  of  in- 
fection, often  produces  generalized  symp- 
toms of  infection  few  of  which  are  indica- 
tive, by  localization  or  objective  data,  of 
renal  involvement. 

Unquestionably,  during  apparent  good 
health  many  bacteria  are  present  in  the 
blood  emanating  from  remote  chronic  foci 
of  infection  and  they  are  not  productive  of 
any  symptoms  or  manifestations  of  infec- 
tion, as  a result  of  the  ability  of  the  kid- 
neys to  filter  and  excrete  them  in  the  urine. 
Likewise,  such  organisms  may  be  of  a low 
grade  of  virulence.  The  bacteriemia  of  the 
acute  infections,  however,  is  not  always  as 
readily  handled  by  the  kidneys. 

Brewer,  from  his  experimental  data  and 
clinical  experience,  concluded  that,  during 
the  progress  of  any  acute  infectious  disease, 
numbers  of  microorganisms  find  their  way 
into  the  blood  stream  and  usually  are  excret- 
ed by  the  kidneys.  If  the  number  of  these 
organisms  is  comparatively  small,  if  their 
virulence  is  low,  and  if  the  kidneys  are  in 
a healthy  state,  their  transit  through  the 
renal  apparatus  does  nat  give  rise  to  a dem- 
onstrable lesion.  On  the  other  hand,  if  the 
number  of  organisms  is  large  and  their  viru- 
lence high,  or  if  one  or  both  kidneys  are  dis- 
eased, lesions  are  produced  which  may  go 
on  to  the  development  of  any  of  the  types 
of  renal  infection  or  suppuration.  Brewer 
concluded,  further,  that  hematogenous  infec- 
tion is  responsible  for  the  greater  number 
of  cases  of  renal  sepsis,  and  that,  even  in 
septic  conditions  of  the  lower  urinary  pas- 
sages, the  concomitant  renal  disease  may 
be  of  hematogenous  origin. 

The  frequency  with  which  perinephritic 
abscess  has  been  seen  to  occur  following  se- 
vere acute  superficial  infection,  has  called 
attention  to  the  frequency  with  which  cor- 
tical abscess  occurs  following  such  infec- 
tions, the  development  of  the  perinephritic 
abscess  resulting  as  an  accidental  termina- 
tion of  the  cortical  abscess,  instead  of  spon- 


APRIL,  1929 


167 


taneous  absorption  and  healing,  which,  in 
all  probability,  occurs  in  many  instances  of 
metastatic  embolic  infections  of  the  kidney. 

Furuncles,  carbuncles,  osteomyelitis,  acute 
tonsillitis,  and  so  forth,  are  superficial  and 
remote  types  of  infection  which  tend  to 
metastasize  and  form  cortical  abscesses  of 
the  kidney,  usually  several  weeks  or  months 
subsequent  to  their  onset ; often  such  metas- 
tasis presents  manifestations  of  generalized 
infection  after  the  original  remote  infection 
has  entirely  subsided.  This  is  particularly 
true  of  the  superficial  infections  of  the  skin, 
such  as  carbuncles  and  furuncles.  The  in- 
fection of  the  kidney  is  often  extensive  and 
may  result  in  multiple  abscesses  developing 
to  the  extent  of  involving  the  maior  por- 
tion of  the  cortex  and  an  overwhelming  gen- 
eralized infection  requiring  early  recognition 
and  nephrectomy.  In  many  cases  of  unilat- 
eral atrophic  pyelonephritis,  the  kidney  has 
probably  been  the  seat  of  early  extensive  in- 
volvement. Such  extensvie  infections,  how- 
ever, are  rather  the  exception  than  the  rule, 
when  they  occur  secondary  to  remote  super- 
ficial infections  of  the  skin,  and  often, 
through  the  ability  of  the  kidney  to  absorb 
the  abscess  and  the  infectious  material,  at- 
tention may  not  be  directed  to  the  infection 
until  symptoms  and  signs  of  perinephritic 
abscess  occur.  Israel,  Jordan  and  others, 
have  called  attention  to  the  frequency  with 
which  superficial  infections  precede  perine- 
phritic abscess. 

Pathologists  have  described  cortical  ab- 
scess as  areas  in  the  cortex  of  the  kidney 
where  bacteria  lodge  and  grow,  producing  at 
first  a circumscribed  area  of  hyperemia  or 
hemorrhage  and  necrosis,  with  subsequent 
gathering  of  leukocytes,  and  finally  disinte- 
gration of  tissue  and  formation  of  abscess. 
Such  kidneys  present  to  the  naked  eye,  un- 
der the  capsule  or  on  section,  small  whitish- 
gray  spots,  or  in  the  medulla,  streaks  which 
are  red,  gray  or  yellow,  deoending  on  the 
degree  of  advancement  of  the  lesion.  Em- 
bolic abscesses  are  commonly  present  in 
both  kidneys  and.  by  extensive  coalescence, 
may  give  rise  to  large  abscesses.  A case  of 
such  metastatic  origin  was  observed  at 
The  Mayo  Clinic  in  October  of  this  year. 

Case  1. 

The  patient,  a man  aged  thirty-one  years,  came 
for  consultation  because  of  a pain  over  the  area  of 
the  right  kidney.  When  the  history  was  taken,  it 
was  learned  that  the  patient  had  had  a boil  on  the 
left  wrist,  four  weeks  previously,  which  had  healed 
completely.  The  pain  in  the  area  of  the  right  kid- 
ney first  manifested  itself  two  weeks  after  the  boil 
first  appeared;  it  was  gradual  in  onset  and  its 
course  was  progressively  worse  without  radiation. 
Chills  and  fever  as  high  as  102°  had  occurred  the 
week  before  admission. 

The  general  examination  was  negative  except 


for  extreme  tenderness  high  in  the  angle  between 
the  twelfth  rib  and  the  vertebra  over  the  pole  of 
the  right  kidney.  Urinalysis  was  negative  except 
for  a few  pus  cells.  The  leukocytes  numbered 
22,000.  With  the  knowledge  of  the  relationship  ex- 
isting between  such  superficial  infections  and  in- 
fections of  the  kidney,  a diagnosis  of  abscess  of 
the  kidney  was  made  and  exploration  advised. 

Operation  did  not  disclose  perinephritic  infec- 
tion, but  when  the  capsule  of  the  kidney  was 
broken,  an  abscess  in  the  cortex  of  the  lower  pole 
was  found  to  contain  about  15  c.  c.  of  thick  yellow 
pus.  The  remainder  of  the  kidney  did  not  show 
evidence  of  disease.  Simple  drainage  of  the  ab- 
scess resulted  in  subsequent  subsidence  of  chills 
and  fever  with  immediate  recovery. 

This  case  apparently  represents  one  in 
which  coalescence  of  multiple  small  cortical 
abscesses  had  proceeded  to  a large  abscess 
which,  as  yet,  was  entirely  confined  to  the 
kidney.  Undoubtedly,  if  early  drainage  had 
not  been  instituted,  rupture  into  the  peri- 
renal tissue,  with  a resultant  perinephritic 
abscess,  would  have  taken  place. 

Perinephritic  abscess  is  the  usual  result 
when  resoluUon  of  cortical  abscesses  does 
not  occur,  and  unless  the  abscess  becomes 
sufficiently  large  to  become  palpable,  much 
difficulty  is  sometimes  encountered  in  mak- 
ing the  diagnosis.  These  extrarenal  or  met- 
astatic types  of  perinephritic  abscess  often 
present  symptoms  so  vague  and  difficult  of 
interpretation  that  marked  renal  injury  and 
general  sepsis  mav  supervene  before  its  true 
nature  is  determined. 

In  cases  of  primary  organic  lesions  of  the 
kidney,  such  as  pyonephrosis,  lithiasis  and 
tuberculosis,  the  urinalvsis  usually  discloses 
microscopic  evidence  which  leads  to  investi- 
gation of  the  urinary  tract.  A strikingly 
uniform  observation,  however,  has  been  the 
absence,  in  most  cases,  of  microscopic  ele- 
ments in  the  urine  if  the  cortical  abscess 
was  extrarenal  or  metastatic  in  origin.  Not 
until  the  cortical  abscess  communicates  with 
the  calices  or  pelvis  of  the  kidney,  do  pus 
or  blood  cells  appear  in  the  urine.  If  the  cor- 
tical abscess  is  small  and  does  not  communi- 
cate with  the  pelvis  or  calices,  pyelographic 
examination  may  be  negative.  In  the  pres- 
ence of  perinephritic  abscess  there  may  not 
be  enough  in  the  pelvic  outline  to  be  of 
diagnostic  value,  and  in  a few  instances  a 
diagnosis  of  extrarenal  tumor  will  result. 
The  renal  functional  tests  are  of  materially 
less  assistance  in  cases  of  perinephritic  ab- 
scess of  extrarenal  origin  than  in  those  of 
primary  origin. 

The  pain  is  usually  dull  and  achinor  in  the 
back  over  the  area  of  the  kidney,  often  not 
of  sufficient  magnitude  so  that  a suppura- 
tive process  is  considered.  Usually  there  is 
no  radiation.  Much  attention  has  been  di- 
rected to  the  point  of  tenderness  in  the  cos- 
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tovertebral  angle,  which  usually  may  be 
elicited,  but  sometimes  is  not  elicited  at  all 
or  only  with  uncertainty.  In  the  presence  of 
an  abscess  around  the  upper  pole  in  a high- 
lying  kidney,  it  may  be  absent.  With  the 
development  of  a tumor  in  either  area,  the 
diagnosis  is  suggested.  Pulmonary  compli- 
cations occur  sufficiently  often  in  cases  of 
metastatic  perinephritic  abscess  to  mask 
clinical  manifestations,  to  explain  symptoms, 
and  to  conceal  the  underlying  cause.  Chills 
and  fever  are  often  present  in  particularly 
virulent  infection  productive  of  cortical  ab- 
scess ; however,  after  perforation  through 
the  capsule,  chills  are  usually  not  present 
in  subsequent  perinephritic  abscess  unless 
there  are  still  associated  unresolved  cortical 
abscesses.  A septic  type  of  fever  and  marked 
toxemia  without  localizing  signs  or  positive 
urinary  or  urologic  data,  may  lead  to  much 
confusion  in  diagnosis.  The  leukocytes  are 
practically  always  between  20,000  and  30,- 
000.  The  early  diagnosis  of  perinephritic  ab- 
scess of  extrarenal  origin  embraces  the  con- 
sideration of  all  causes  of  high  fever,  leuko- 
cytosis, and  general  sepsis.  However,  the 
recognition  of  the  relationship  of  peripheral 
infection  to  perinephritic  abscess  may  early 
call  attention  to  the  possibility  of  such  a 
condition,  if  clinical  examination  or  the  his- 
tory discloses  preceding  infection.  In  order 
to  facilitate  early  diagnosis,  it  is  important 
to  bear  in  mind  the  definite  relationship  be- 
tween pre-existing  or  concomitant  furuncles, 
carbuncles,  paronvchiae  and  puerperal  infec- 
tions. 

Perinephritic  abscess  may  present  signs 
and  symptoms  so  indefinite  that  the  true 
nature  of  the  lesion  may  remain  unrecog- 
nized for  a long  time,  due  to  the  failure  to 
bear  in  mind  this  relationship.  This  is  illus- 
trated by  the  case  of  a young  man  observed 
in  May  of  this  year. 

Case  2. 

The  patient  came  to  the  clinic  because  of  pain 
in  the  left  side  of  the  chest.  He  had  had  left-sided 
pleurisy  for  about  six  months,  had  been  treated 
for  pulmonary  tuberculosis  most  of  the  winter,  and 
was  finally  informed  that  he  did  not  have  a pul- 
monary lesion.  However,  afternoon  fever  of  102" 
to  103°  had  persisted  for  months,  without  other 
localizing  symptoms  of  infection. 

The  patient  was  25  pounds  underweight,  had  fe- 
ver of  100°,  localized  moderate  tenderness  over  the 
left  renal  area,  very  little  leukocytosis,  no  evi- 
dence of  pulmonary  disease,  and  negative  urinaly- 
sis. Careful  questioning  revealed  the  fact  that,  five 
to  six  weeks  preceding  the  initial  illness,  he  had 
had  a series  of  boils  from  which  he  had  recovered 
entirely  before  the  onset  of  the  prolonged  illness. 
This  information  supplied  the  necessary  link  in  the 
chain  of  evidence  of  fever,  localized  pain,  tender- 
ness, and  so  forth,  to  establish  the  diagnosis  of 
left  perinephritic  abscess.  Exploration  resulted  in 
drainage  of  several  ounces  of  pus  from  an  abscess 
around  the  upper  pole  of  the  left  kidney.  This  was 
followed  by  rapid  complete  recovery. 


This  case  illustrates  the  prominence  that 
pulmonary  complications  may  attain  and  the 
thoroughness  with  which  they  may  be  mis- 
leading in  an  attempt  to  recognize  the  true 
nature  of  the  underlying  or  causative  fac- 
tor. Abscess  around  the  upper  pole  may  lead 
to  early  diaphragmatic  pleurisy,  directing  all 
attention  to  the  chest  through  subsequent 
pulmonary  involvement  as  localized  broncho- 
pneumonia. I have  observed  late  cases  in 
which  direct  extension  through  the  dia- 
phragm has  resulted  in  empyema. 

Some  time  ago  I reported  fifty-nine  cases 
of  perinephritic  abscess  observed  at  the 
Mayo  Clinic,  in  all  of  which  the  abscess  was 
secondary  to  multiple  cortical  abscesses  of 
the  kidney.  In  five  of  these,  single  or  mul- 
tiple cortical  abscesses  were  found  in  kid- 
neys so  badly  diseased  as  to  require  ne- 
phrectomy at  the  time  of  evacuation  of  the 
perinephritic  abscess.  In  none  of  these  was 
there  primary  disease  of  the  kidney,  such  as 
lithiasis  and  tuberculosis. 

The  prognosis  in  perinephritic,  metastatic 
abscess  is  dependent  largely  on  the  interval 
between  the  primary  remote  superficial  in- 
fection and  the  recognition  of  the  renal  le- 
sion and  its  treatment.  With  early  recogni- 
tion, simple  drainage  of  the  abscess  is  fol- 
lowed by  recovery.  Rarely  is  nephrectomy 
necessary.  However,  if  the  time  interval  is 
long,  gene'ral  sepsis  may  become  so  marked 
that  drainage  is  of  little  avail.  The  follow- 
ing case  is  an  example: 

Case  3 

A man  aged  thirty-nine  had  an  infection  of  the 
ring  finger  of  the  right  hand  which  was  accompa- 
nied by  a septic  type  of  fever.  Although  the  finger 
had  been  incised  and  drained  many  times,  the  pic- 
ture of  general  sepsis  continued  and  later  was  ac- 
companied by  chills.  The  chills  subsided  with  ampu- 
tation of  the  finger  but  the  fever  persisted.  Nearly 
three  months  after  the  initial  infection  of  the  fin- 
ger, pain  developed  high  in  the  right  side  of  the  ab- 
domen, followed  in  a few  days  by  pain  high  in  the 
left  side  of  the  abdomen  which  continued  until  the 
patient’s  admission  to  the  clinic  four  months  after 
the  onset  of  the  initial  infectin. 

The  patient  was  emaciated  and  appeared  septic; 
the  temperature  was  102°.  A huge  mass  bulged  pos- 
teriorly in  the  region  of  each  kidney.  The  urine 
contained  a few  erythrocytes  and  pus  cells.  The 
hemoglobin  was  30  per  cent,  the  erythi’ocytes  num- 
bered 2,550,000,  and  the  leukocytes  18,700.  The  re- 
nal functional  tests  were  practically  normal.  Roent- 
gen-ray examination  of  the  chest  disclosed  an  area 
of  consolidation  at  the  right  base-  A diagnosis  of 
bilateral  pernephritic  abscess'  was  made  and  drain- 
age posteriorly  was  instituted;  a liter  of  pus  drained 
from  the  left  side  and  500  c.c.  from  the  right.  The 
patient’s  general  condition  was  so  poor,  and  general 
sepsis  so  marked,  that  drainage  affected  the  course 
very  little.  Dissemination  of  the  pulmonary  infec- 
tion progressed  and  death  occurred  seventeen  days 
later.  Necropsy  disclosed  bilateral  cortical  abscess- 
es, with  extension  of  the  perinephritic  abscess  to 
the  peritoneal  cavity,  localized  peritonitis,  and 
multiple  abscesses  of  the  lungs. 
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Bilateral  perinephritic  abscesses  are  ex- 
ceedingly uncommon;  however,  a number  of 
cases  are  to  be  found  in  the  literature.  The 
organism  producing  cortical  abscess  and 
perinephritic  infection  is  practically  always 
a staphylococcus. 

COMMENT 

I have  presented  this  subject  for  the  pur- 
pose of  calling  attention  to  the  necessity  of 
wearing  in  the  hat,  so  to  speak,  a picture  of 
a condition  which,  when  all  signs  and  symp- 
toms fail  to  establish  the  diagnosis,  may  be 
solved  by  developing  a sequence  of  events 
emanating  from  an  earlier  superficial,  ap- 
parently inconsequential  or  miner  infection. 

I would  emphasize  that  a definite  relation- 
ship exists  between  superficial  infections  of 
the  skin,  such  as  furuncles,  carbuncles,  paro- 
nychiae,  acute  osteomyelitis,  acute  tonsil- 
litis, and  so  forth,  the  subsequent  develop- 
ment of  renal  sepsis  in  the  form  of  cortical 
abscess  of  the  kidney  or  perinephritic  sup- 
puration should  always  receive  consideration 
if  there  is  unexplainable  septic  fever  and 
leukocytosis,  with  or  without  localization  of 
pain  or  tenderness.  It  is  a “ten  strike”  when 
one  makes  the  diagnosis  not  on  the  inde- 
terminate evidence  at  hand  at  the  moment, 
but  on  the  knowledge  of  the  relationship  of 
the  present  indeterminate  evidence  to  what 
the  patient  had,  and  apparently  recovered 
from,  weeks  or  months  previously. 

DISCUSSION 

DR.  K.  D.  LYNCH,  El  Paso,  Texas  (opening)  : 

I think  it  is  rather  superfluous  to  discuss  Dr.  Hunt’s 
paper,  but  believe  it  would  be  rather  impolite  not 
to  say  a word  of  praise  in  regard  to  his  wonderful 
paper,  especially  the  diagnostic  part  of  it. 

These  conditions,  especially  in  comparison  with 
other  infections  we  have  in  the  kidneys,  arb  rather 
uncommonly  detected  and  known,  but  they  come 
much  more  frequently  than  we  have  suspected. 

In  1911,  some  17  years  ago,  one  of  my  patients 
was  seized  with  an  attack  like  renal  stone,  the  pain 
being  most  agonizing.  X-ray  negative.  The  kidney 
was  explored  and  a solitary  deep-seated  abscess 
about  the  size  of  a quarter  was  found.  The  diffi- 
culty in  diagnosing  even  the  cases  in  which  the 
symptoms  are  referable  to  the  kidney  is  that  we 
have  no  evidence  coming  in  on  the  pelvic  side  of  the 
kidney  and  cystoscopic  examination  does  not  give 
us  very  much  help,  so  we  are  often  inclined  to 
doubt  that  the  kidney  is  infected.  However,  by  a 
careful  examination  of  the  kidney  and  the  history, 
we  have  oftentimes  been  able  to  make  a positive 
diagnosis. 

The  solitarv  abscesses  are  often  easier  to  diag- 
nose than  multiple  ones.  Occasionally  we  get  just 
a little  blurring  in  the  pyelogram  if  the  lesion  is 
in  the  lower  pole  of  the  kidney  and  sometimes  we 
get  a blurring  in  the  outline.  In  one  of  Dr.  Vance’s 
cases',  when  the  patient  was  referred  for  operation 
for  acute  appendicitis,  Dr.  Vance  suspected  the 
case  was  misdiagnosed.  We  cystoscoped  him  and, 
though  the  evidence  would  not  seem  to  indicate  any 
lesion  in  the  kidney,  yet  a few  days  later  we  were 
able  to  palpate  the  lesion  in  the  kidney  itself.  It 
was  one  of  those  cases  we  treat  expectantly  and 


the  abscess  finally  showed  up.  I have  seen  a fair 
number  of  these  cases — some  we  have  had  to  oper- 
ate and  relieve  and  some  we  could  get  well  with- 
out operation.  I recall  one  case,  that  of  a woman 
where  we  were  very  crtain  of  the  condition,  and 
when  we  operated  her  later  for  another  kidney 
condition,  sure  enough  we  discovered  the  scars  of 
the  abscess.  Some  of  these  kidneys  go  on  to  true 
septic  infections.  While  the  kidney  substance  is 
infiltrated,  there  does  not  seem  to  be  any  point  of 
free  pus  in  them;  at  other  times,  the  whole  kidney 
is  hard  and  swollen  and  you  could  almost  suspect 
tumor,  but  you  have  the  septic  infection.  The  only 
thing  to  do  in  those  cases  is  a nephrectomy,  and 
this  we  have  had  to  do  several  times,  once  in  the 
case  of  a pregnancy.  On  looking  up  the  literature, 
I found  one  man  had  reported  nine  cases  m which 
he  did  nephrectomy  with  complete  recovery  m all. 

Certainly  Dr.  Hunt’s  outline  of  the  method  of  go- 
ing about  diagnosing  these  cases  has  been  very  log- 
ical and  remarkable  for  accuracy  and  thoroughness. 

DR.  HUNT  (closing)  : I have  nothing  to  add  ex- 
cept that  I appreciate  Dr.  Lynch’  discussion  very 
much  and  want  to  express  also  my  appreciation  to 
the  Association  for  the  privilege  of  being  -with  you 
at  this  meeting. 


ADDISON’S  DISEASE 
With  a report  of  two  cases  treated  by  the 
Muirhead  Regime. 

R.  J.  GROOM,  B.  A..  M,  D. 

Santa  Rita,  N.  M. 

THE  SUPRARENAL  GLAND 

Embryology 

The  adrenals  or  suprarenal  glands  were 
discovered  in  1563  by  Eustachious,  but  then 
importance  was  first  suggested  by  Addison 
in  *1855.  They  are  two  small  triangular 
glands  situated  just  above  the  kidneys  and 
anatomically  are  divided  into  two  distinct 
parts,  the  medulla  and  the  cortex.  The  cor- 
tex is  derived  from  mesodermic  cells  of  the 
genital  ridge,  while  the  medulla  originates 
from  the  intramural  ectoderm  which  gives 
rise  to  the  nerve  cells  of  the  sympathetic 
ganeha  and  is  a part  of  the  general  chro- 
maffin svstem,  so  called  because  the  cells 
have  a definite  affinity  for  chromium. 

Physiology 

Removal  of  both  adrenals,  whether  at  the 
same  time  or  separately,  causes  death  in 
most  animals.  It  is  questionable  just  how 
small  an  amount  of  adrenal  tissue  is  neces- 
sary to  maintain  life  and  it  probablv  de- 
pends on  the  amount  of  accessory  adrenal 
tissue  elsewhere  in  the  body.  There  are 
varying  numbers  of  accessory  adrenals  and, 
on  the  destruction  of  part  of  the  suprarenal 
glands,  these  hypertrophy  and  take  up  the 
work  of  the  glands. 

The  adrenals  furnish  an  internal  secretion 
which  acts  on  (1)  the  circulatory  system, 
(2)  the  muscular  system,  (3)  pigmentation 
of  the  skin,  (4)  metabolism,  (5)  the  sexual 
development.  The  substance  known  as  ad- 
renalin is  manufactured  only  in  the  medulla 
of  the  gland.  The  internal  secretion  of  the 
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gland  acts  as  a hormone  on  other  glands  of 
internal  secretion,  stimulating  some  and  in- 
hibiting others. 

ADDISON’S  DISEASE 

In  1855,  Addison,  in  a monograph  on  the 
disease  which  now  bears  his  name,  defined 
it  as  an  idiopathic  anemia,  related  to  disease 
of  the  suprarenal  bodies,  characterized  by  a 
bronzing  of  the  skin  and  mucous  mem- 
branes, digestive  and  nervous  disturbances, 
leading  to  chronic  cachexia  and  terminat- 
ing fatally. 

Etiology 

There  has  been  some  difference  of  opin- 
ion as  to  the  etiology  of  Addison’s  disease. 
Three  theories  have  been  advanced:  (1)  a 
congenital  defect  in  the  chromaffin  system, 
especially  of  the  sympathetic  ganglia;  (2)  a 
lesion  of  the  suprarenal  cortex;  (3)  a com- 
bination of  the  two.  The  latter  is  the  most 
feasible  explanation.  The  lesions  most  often 
producing  Addison’s  disease  are:  (1)  tuber- 
culosis of  the  adrenals,  (2)  syphilis  of  the 
adrenals,  (3)  influenza,  (4)  pneumonia.  (5) 
malignancy  of  adrenals,  (6)  sudden  frights 
or  shock.  It  is  found  more  often  in  males 
than  females,  the  rate  being  about  sixty  to 
forty  and  while  cases  as  young  as  twelve 
years  and  as  old  as  sixty  have  been  reoort- 
ed,  it  is  common  between  twenty  and  thir- 
ty-five. 

Symptoms 

The  onset  is  insidious  as  a rule,  although 
in  rare  cases  the  symptoms  progress  rapid- 
ly. The  chief  characatristics  are:  progres- 
sive muscular  weakness,  nausea  and  vomit- 
ing, increased  pigmentation  of  skin  and  mu- 
cous membranes,  hypotension. 

(a)  Ga«tro-intestinal  symptoms.  Loss  of 
appetite,  with  nausea,  acid  and  vomiting  are 
frequent  symptoms.  Sometimes  there  is 
diarrhea  accompanied  by  cramp-like  pains 
of  abdomen  and  legs ; more  often,  especially 
in  the  terminal  stages,  there  is  obstinate 
constipation  with  uncontrollable  vomiting, 
retracted  abdomen,  simulating  peritonitis. 

(b)  Circulatory  symptoms.  The  out- 
standing circulatory  disturbance  is  the 
marked  hypotension.  The  systolic  pressure 
may  be  as  low  as  50  or  40  mm.  of  Hg.  The 
blood  shows  anemia  with  reduction  of  red 
cells  and  lowered  hemoglobin.  There  is  no 
edema  and  rarely  arteriosclerosis. 

(c)  Psychic  and  nervous  symptoms.  In 
all  cases  there  is  a feeling  of  prostration  and 
utter  exhaustion.  There  may  be  a partial 
loss  of  memory  and  intellect.'  Headache  and 
neuralgia  are  common  in  acute  cases.  Stu- 
por, coma,  maniacal  outbursts  and  epileptic 
convulsions  may  occur. 

(d)  Pigmentation.  This  is  a bronzing  of 


varying  intensity  appearing  first  on  the  ex- 
posed parts  of  the  skin  and  where  there  is 
pressure  from  clothing  or  irritation.  The 
first  involvement  is  on  the  face  at  the  bor- 
der of  the  lip,  the  neck,  back  of  hands,  areola 
around  the  nipples,  the  lines  alba  and  the 
genitalia.  Areas  of  pigmentation  appear  on 
the  buccal  membranes  and  side  of  the  tongue 
and  rarely  in  the  vagina  and  rectum. 

(e)  Metabolism.  Usually  there  is  loss  of 
weight  and  finally  extreme  cachexia.  The 
blood  shows  hypoglycemia  and  there  is  a 
high  sugar  tolerance. 

(f)  Course.  The  course  varies  as  a rule 
from  one  to  three  years.  One  case  reported 
lasting  17  years. 

Diagnosis 

Without  pigmentation,  diagnosis  is  diffi- 
cult, but  rapid  fatigability,  extreme  weak- 
ness, low  blood  pressure,  and  gastric  dis- 
turbance are  all  suspicious  symptoms  and, 
combined  with  bronzing  of  skin  and  mucous 
membranes,  should  lead  to  a diagnosis.  In 
tuberculosis  of  the  adrenals,  the  x-ray  will 
sometimes  show  calcareous  deposits. 

Differenital  Diagnosis 

In  considering  a diagnosis  of  Addison’s 
disease,  the  lesions  causing  pigmentation 
must  be  ruled  out.  These  include:  (1)  Per- 
nicious anemia,  which  gives  more  of  yellow 
color  and  is  more  general  than  the  bronzing 
of  Addison’s.  (2)  Exophthalmic  goiter,  giv- 
ing a less  marked  bronzing  and  accompanied 
by  other  signs,  such  as  increased  metabol- 
ism, exophthalmia,  enlarged  thyroid.  (3) 
Jaundice  is  more  acute,  general  and  of  a 
different  hue  than  the  pigmentation  of  Ad- 
dison’s disease.  (4)  Pigmentation  from  ar- 
senic or  silver  poisoning  is  more  general  in 
distribution  and  gives  history  as  well  as  a 
different  color  of  bronzing.  (5)  Pregnancy 
— the  pigment  is  less  marked  and  the  his- 
tory is  of  importance.  (6)  Bronzed  diabetes 
shows  low  sugar  tolerance  and  other  signs 
of  diabetes. 

Other  diseases  simulating  some  of  the 
symptoms  of  Addison’s  are:  malignancy, 
with  its  cachexia;  pigmentation  and  gastric 
and  nervous  disorders ; neurasthenia  with 
gastric  disturbance ; tumors  of  the  ovary 
with  pigmentation.  The  most  difficult  to 
differentiate  are : pernicious  anemia,  mal- 
ignancy and  exophthalmic  goiter.  One  help- 
ful test  in  diagnosis  of  diseases  giving  pig- 
mentation is  the  fact  that  in  Addison’s  dis- 
ease the  systolic  blood  pressure  will  be 
raised  about  ten  per  cent  by  the  adminis- 
tration of  three  grains  of  adrenalin,  while 
it  has  little  effect  in  other  lesions.  Progno- 
sis is  always  grave,  death  coming  in  varying 
lengths  of  time,  but  always  certain. 
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Treatment 

The  underlying  cause  must  not  be  over- 
looked and  should  be  treated  as  indicated. 
Rest,  general  hygienic  care,  diet  and  stimu- 
lation are  important.  In  addition  to  these, 
glandular  therapy  should  be  added. 

THE  MUIRHEAD  REGIME 

History 

In  the  spring  of  1920,  Dr.  A.  L.  Muir- 
head,  Professor  of  Pharmacology  at  Creigh- 
ton University,  Omaha,  presented  himself 
at  the  Mayo  Clinic  for  treatment  for  Addi- 
son’s disease  in  an  advanced  stage.  Togeth- 
er he  and  Dr.  Roundtree  worked  out  the 
following  line  of  treatment.  Epinephrin  was 
given  hypodermically  and  by  rectum  three 
times  a day  and  the  whole  gland  by  mouth 
three  times  a day  up  to  his  maximum  toler- 
ance. This  Dr.  Roundtree  has  named  the 
Muirhead  regime  and  to  date  has  reported 
twenty-eight  cases  so  treated.  The  principle 
of  the  treatment  is  the  administration  of 
eninenhrin  by  bowel  and  hypodermically 
and  the  whole  eland  or  cortex  bv  mouth  to 
the  point  of  tolerance,  which  varies  widely 
with  the  individual  case.  The  untoward  re- 
sults which  mav  occur  are  eeneral  weakness 
and  tremors  with  palpitation ; from  rectal 
reiection.  tenesmus-  and  from  oral  admin- 
istration of  the  whole  gland  or  cortex, 
nausea  and  vomitine  and  intestinal  eramns. 
The  other  therapeutic  measures  emoloved 
are  rest,  moderate  exercise,  diet,  out-door 
life  and  sunshine. 

Case  Reports 

Case  1.  Woman  of  42.  married,  had  3 children, 
had  had  active  oulmonary  tuberculosis  at  20  but 
no  activity  for  12  years.  For  the  past  year  she 
had  been  growing  prradually  weaker  until,  when 
first  seen,  she  was  bedfast  and  said  even  feeding 
herself  was  more  effort  than  she  felt  ecrnal  to. 
She  had  some  intermittent  diarrhea  followed  by 
periods  of  obstinate  constipation. 

On  examination,  the  patient  w’as  emaciated, 
there  was  deep  bronzing  of  back  of  hands  and 
forearms,  tongue  and  buccal  surfaces.  The  blood 
pressure  was  62/50. 

She  made  rapid  improvement  on  treatment  and 
at  present  (four  years  later)  is  teaching  a country 
school  and  walking  six  miles  a day.  She  is  still 
taking  adrenalin  by  bowel  and  the  whole  gland  by 
mouth  twice  daily. 

Case  2.  A frightened  woman  of  about  thirty- 
eight  came  into  the  office  one  evening.  I had 
noticed  her  loitering:  about  the  hall  for  some  time 
before  she  gathered  up  courage  enough  to  come 
into  the  waiting  room.  She  complained  of  tiring 
on  the  least  exertion,  and  had  noticed  a discolora- 
tion of  the  back  of  her  hands  which  was  slowly 
growing  more  marked.  She  gave  a history  of  be- 
ing perfectly  well  until  a vear  before,  wTien.  at  din- 
ner at  a family  reunion,  her  brother  had  drawn  a 
revolver  and  killed  her  father.  The  shock  was  so 
great  that  she  had  been  a nervous  wreck  from  then 
on,  and  had  rapidly  lost  strength.  She  had  marked 
pigmentation  of  the  back  of  hands  and  wrists, 
areola  of  breasts,  and  slightly  pigmented  areas  on 


tongue  and  cheeks.  Blood  pressure  was  64/48.  On 
treatment  she  made  rapid  improvement  for  aboul 
six  weeks,  at  which  time  she  returned  to  her  home 
in  Nebraska.  I have  made  several  attempts  to 
follow  up  the  case  but  have  never  had  a reply  to 
any  of  my  inquiries. 

SUMMARY 

1.  Addison’s  disease  is  more  common 
than  the  text  books  would  indicate. 

2.  Both  the  adrenals  and  the  sympathetic 
system  bear  a part  in  the  pathology  of  Ad- 
dison’s. 

3.  There  are  various  other  etiological 
factors  than  tuberculosis. 

4.  The  Muirhead  treatment  of  Addison’s 
is  not  a cure  for  the  disease  but  offers  the 
best  results  of  any  method  of  treatment  so 
far  developed. 
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CASE  RECORD 

An  Irish-American  farmer  sixty-eight  years  old 
entered  March  9 complaining  of  swelling  of  the 
ankles  of  four  months’  duration. 

Eight  years  before  admission  the  patient  had  an 
illness  similar  to  the  present  one,  with  dyspnea  and 
edema  of  the  legs,  lasting  for  a few  weeks. 

For  a year  or  two  he  had  urinated  three  or  four 
times  at  night  and  had  had  a little  difficulty  in 
starting  the  stream.  For  a year  he  had  not  been 
quite  so  “spry”  in  his  work  as  usual.  He  had,  how- 
ever, continued'  to  do  a great  deal  of  work  every 
day  until  four  months  before  admission.  Then  he 
began  to  have  dyspnea  on  exertion,  orthopnea,  swell- 
ing of  the  ankles  and  high  colored,  often  reddish 
urine.  He  continued  to  do  some  work  until  three 
weeks  before  admission.  He  thought  that  exercise  as 
well  as  a night’s  rest  caused  the  edema  to  go  down. 
When  it  was  marked  he  had  pain  in  his  shins  and 
calves,  severe  at  times,  especially  at  night.  He  had 
grown  more  and  more  dsypneic  and  in  the  past 
month  had  begun  to  have  attacks  of  nocturnal 
dyspnea  waking  him  from  a sound  sleep,  lasting 
about  an  hour  and  forcing  him  to  sit  up  to  breathe. 
For  six  weeks  he  had  had  cough,  chiefly  at  night, 
with  a quarter  of  a glassful  of  whitish  sputum  daily. 
For  four  weeks  he  had  been  taking  digitalis.  Two 
weeks  ago  he  had  nausea  and  vomiting  for  two  days, 
due  his  doctor  said  to  overdosage  of  digitalis. 

His  mother  had  heart  disease  and  rheumatism 
for  the  last  twelve  years  of  her  life.  She  died  of 
pneumonia. 

Clinical  examination  showed  a man  sitting  up 
in  bed  with  slightly  rapid  hut  not  labored  breathing. 
Skin  loose;  apparent  loss  of  weight.  Small  deep 
bilateral  supraclavicular  glands.  Bean  sized  in- 
guinal glands.  Barrel  chest.  Moist  rales  at  both 
bases.  Heart  fibrillating  at  a slow  rate.  Forceful 
apex  impulse  seen  and  felt  in  the  sixth  space.  Left 
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border  of  dullness  15  centimeters  to  the  left  mid- 
sternum, 4.5  centimeters  outside  the  midclavicular 
line,  right  border  3.5  centimeters,  supracardiac  dull- 
ness 8 centimeters.  Sounds  of  gocd  quality.  A soft 
systolic  murmur  all  over  the  precordium,  best  heard 
over  the  tricuspid  area.  Blood  pressure:  right  142 
to  128/72;  left  145  to  125/75.  Pulse  normal.  Ar- 
tery walls  palpable  and  tortuous.  Liver  dullness 
from  the  fifth  rib  to  4.5  centimeters  below  the  costal 
margin;  edge  palpable.  Resistancce  to  palpation, 
probably  liver,  6 centimeters  below  the  costal  mar- 
gin, slightly  tender.  Marked  pitting  edema  of  the 
legs  from  the  thighs  down.  Skin  over  the  right 
instep  and  lower  leg  red,  wrinkled  and  in  places 
broken.  Slight  edema  of  the  prepuce.  A red  area 
over  the  tip  of  the  sacrum — non-patent  fistula.  Pros- 
tate large,  firm,  symmetrical,  not  tender.  Pupils 
normal.  Fundi : right  disc  margin  indistinct,  left 
showed  a white  lateral  crescent;  vessels  tortuous. 
Reflexes  normal. 

Amount  of  urine  not  recorded,  specific  gravity 
1.022,  cloudy  at  both  of  two  examinations,  a large 
trace  of  albumin  at  both,  sediment  negative.  Blood 
normal.  Wassermann  not  recorded.  Non-protein  nit- 
trogen  43  milligrams.  Icteric  index  5. 

Temperature  97.1°  to  101.9°,  rectal.  Pulse  61  to 
102.  Respirations  25  to  14. 

March  12  the  blood  pressure  was  190/105.  The 
following  day  the  heart  rate  was  about  85.  At  the 
apex  was  a fairly  loud  short  systolic  murmur,  trans- 
mitted toward  the  axilla.  The  first  sound  here  was 
of  fair  quality,  the  second  sound  normal.  In  diastole 
there  was  a middiastolic  third  sound.  There 
was  no  systolic  at  the  base  and  diastolic  here  or 
along  the  left  border  of  the  sternum.  On  March  13 
there  were  small  shallow  ulcerated  areas  on  the  third 
and  fourth  right  toes,  painful  and  tender,  partly  cov- 
ered with  white  dead  skin.  The  entire  right  foot  and 
lower  leg  were  dusky  red  and  slightly  colder  than 
the  left.  The  dorsalis  pedis  pulsation  was  felt  in  the 
left  but  not  in  the  right  foot.  On  the  left  a vessel 
could  be  felt  to  pulsate  anterior  to  the  external  mal- 
leolus. A surgical  consultant  advised  no  further 
treatment. 

The  patient  was  so  noisy  that  he  had  to  be  trans- 
ferred to  a private  room.  Plans  were  made  for  his 
care  at  home,  though  it  was  questioned  whether  he 
was  able  to  stand  the  journey.  It  was  thought  that 
possibly  digitalis  might  be  responsible  for  his  de- 
mentia. He  became  more  and  more  unmanageable. 
He  made  response  to  morphia  but  only  limited  use 
of  the  drug  was  possible  because  of  his  respira- 
tions. In  spite  of  it  he  overpowered  his  attendants 
several  times  and  got  out  of  bed.  March  IS  in  such 
an  excursion  he  became  hyperactive  and  fell  sud- 
denly to  the  floor,  cyanotic  and  breathing  rapidlv. 
Soon  after  being  put  back  to  bed  he  died. 


Discussions  by  Group  I,  of  the  Yavanai 
County  Medical  Society  and  the  Medical  Of- 
ficers of  Fort  Whipple,  at  their  meeting  of 
Feb.  19,  1929: 

DR.  C.  C.  BENEDICT,  Whipple,  Ariz. 

I believe  that  Dr.  Cabot  would  be  fairly  well 
pleased  with  the  history  in  this  case,  inasmuch  as 
it  seems  to  me  there  is  considerable  information  in 
it.  I want  to  emphasize  just  a few  points  which 
we  believe  have  definite  bearing  on  the  diagsosis. 
It  will  be  noted  that  eight  years  before  this  man’s 
admission  to  hospital  he  had  an  attack  of  similar 
nature,  which  lasted  a few  weeks  and  from  which 
he  apparently  recovered.  As  a farmer  he  had  been 
accustomed  to  hard  work  every  day.  About  a year 
before  admission  he  had  to  let  down  in  the  amount 


of  work  he  was  doing  because  of  dyspnea  on  exer- 
tion and  edema  of  the  legs.  Then  about  four  months 
before  admission  he  had  to  do  still  less  work  every 
day;  in  other  words,  I suppose  he  had  to  stay 
around  the  house  part  of  the  time  and  take  longer 
rests.  In  three  weeks  probably  he  had  to  stop  work 
entirely ; perhaps  he  went  to  bed.  That  gives  a 
definite  decline  in  the  amount  of  work  he  was  able 
to  do  showing  symptoms  growing  progressively 
worse,  which  brings  him  to  the  date  of  admission 
to  hospital.  He  was  in  the  hospital  nine  days. 

On  admission,  physical  examination  showed  two 
rather  prominent  symptoms,  dyspnea  and  edema. 
Two  causes  come  to  mind  immediately, — cardiac  and 
renal.  We  find  later  that  the  urinalysis  is  almost 
normal;  two  examinations  show  specific  gravity  of 
1.022,  a large  trace  of  albumin  only,  probably  no 
casts  because  it  is  said  the  sediment  was  negative; 
amount  of  urine  not  recorded.  That  urinalysis 
showed  no  evidence  which  would  contribute  to  a diag- 
nosis of  diabetes  or  nephritis,  although  a man  of 
this  age,  68  years,  could  have  a low  grade  nephri- 
tis without  showing  a very  marked  urinary  abnor- 
mality. N.  P.  N.  43. 

The  edema  was  not  confined  to  the  legs  but  in- 
volved other  dependent  parts.  We  must  remember 
that  because  we  will  refer  to  it  later. 

In  regard  to  his  dyspnea  on  exertion,  we  believe 
we  will  show  you,  bv  my  colleague’s  discussion, 
where  this  as  well  as  his  edema  originates.  We  be- 
lieve these  to  be  of  cardiac  origin. 

The  examination  of  the  chest  showed  it  to  be 
barrel  shaped,  which  is  not  uncommon  in  a man 
of  that  age  and  with  the  history  he  has  given.  Aus- 
cultation of  the  chest  showed  moist  rales  at  both 
bases,  which  fact  will  also  tend  to  confirm  our  diag- 
nosis of  the  pathology,— a moisture  resulting  from 
interference  with  the  pulmonary  circulation. 

Examination  of  the  eyes  showed,  on  the  right,  a 
cloudiness  of  the  margin  of  the  fundus,  and.  on  the 
lefL  a slight  crescent,  light  in  color,  which  is  prob- 
rbly  the  result  of  hemorrhage  a long  time  before. 
The  vessels  around  the  fundi,  or  of  the  retina,  were 
tortuous  The  other  vessels  were  palpable  and  tor- 
tuous. However,  the  blood  pressure  in  an  earlv  ex- 
amination was  not  high,  the  systolic  being  143,  later 
190-105.  a rather  high  pulse  pressure.  It  is  diffi- 
cult to  say  that  there  was  an  arteriosclerosis  when 
the  blood  pressure  systolic,  went  to  90  only  rather 
late.  With  an  arteriosclerotic  condition  he  should 
really  have  shown  a high  systolic  pressure  at  the 
first  examination.  However,  with  the  appearance 
of  the  retinal  vessel  and  the  palpable  condition  of 
arteries,  we  are  rather  inclined  to  think  he  had  ar- 
teriosclerosis. 

Liver.  The  dullness  about  6 cm.  below  the  costal 
border  is  undoubtedly  liver  dullness.  The  negative 
Wassermann  we  believe  would  rule  out  syphilis,  al- 
though that  is  not  absolute;  but  we  have  other  con- 
ditions which  are  much  more  likely  to  account  for 
the  enlarged  liver,  such  as  interference  with  artreial 
circulation.  We  believe  enlargement  of  the  liver  is 
due  to  passive  congestion. 

We  come,  then,  to  the  edema  of  the  lower  extrem- 
ities. Here  is  a rather  rare  condition : the  edema  is 
apparently  the  same  on  both  sides  but  there  is  a 
difference  in  the  local  temperature  of  the  two  legs, 
the  right  being  a little  colder,  a little  more  dusky 
red  below  the  knee.  That  means  one  of  two  things, 
— thrombosis  or  embolism,  obliterative  arteritis  or 
Raynaud’s  disease.  Let  us  consider  first  Raynaud’s 
disease,  because  I believe  it  is  more  easily  eliminat- 
ed. In  it  we  find  that  a gengrene  or  black  discol- 
oration appears  at  the  tip  of  the  toe  and  gradually 
progresses  upward  along  the  toe;  it  is  not  so  in  this 
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case,  which  shows  rather  a shallow  ulcerative  area 
covered  apparently  with  a little  dry,  whitish  skin.  It 
is  also  said  that  the  skin  on  the  leg  was  wrinkled 
and  broken  in  places.  Raynaud’s  disease,  as  we  un- 
derstand it  so  far,  is  a disease  of  the  artery,  but  there 
is  a difference  in  the  appearance  of  the  leg  or  the 
foot  as'  compared  to  that  of  thrombosis.  A venous 
thrombosis  will  result  in  swelling  of  the  leg.  In 
Rayneud’s  disease  which  is  interference  with  the  ar- 
terial supply,  the  result  is  blanching  of  the  extremity 
and  the  foot  may  be  almost  pallid.  Further,  the 
temperaure  will  drop,  as  in  this  case.  In  a throm- 
botic condition  of  the  leg,  a natural  symptom  which 
I failed  to  mention,  and  an  early  symptom,  is  pain 
of  varying  character  and  severity.  In  this  case 
there  is  no  mention  of  pain,  but  pain  depends  upon 
the  rapidity  of  occlusion  of  the  vessel.  If  there  is 
slow  occlusion  so  that  collateral  circulation  may  be 
provided,  there  is  apt  to  be  an  absence  of  pain  or 
it  may  be  very  slight.  If  occlusion  be  rapid  there 
is  usually  a gueater  amount  of  swelling  and  likewise 
a greater  amount  of  pain.  In  this  case  there  is  no 
mention  of  pain.  There  is  mention  made  that  the 
dorsalis  pedis  could  be  felt  in  the  left  but  not  in  the 
right,  which  is  further  indication  that  there  is  suf- 
ficient pressure  on  the  artery  because  of  the  ex- 
udate in  the  surrounding  tissues  to  interfere  with 
transmission  of  pulse  to  the  skin  where  it  can  be 
felt.  We  believe,  therefore,  that  Raynaud’s  disease 
can  be  excluded  from  our  diagnosis.  Another  rath- 
er pertinent  thing  is  that  history  states  a surgeon 
was  called  in  consultation,  probably  in  view  of  the 
idea  that  it  was  Raynaud’s  disease,  and  his  advice 
was  that  nothing  further  could  be  done  (probably 
of  a surgical  nature),  so  that  we  believe  the  artery 
was  about  to  thrombose. 

We  believe  we  haveampleground  for  this 
diagnosis  because  there  is  evidence  of  endocarditis, 
which  would  provide  for  the  embolus  being  dislodged 
and  producing  the  thrombosis. 

Coming  to  the  terminal  condition,  the  dementia, 
we  find  it  was  a stage  of  what  might  be  called  “ex- 
citation,” as  a meningitis.  Did  he  develop  menin- 
gitis in  the  last  few  hours  to  account  for  this  ab- 
normal excitability?  The  reflexes  were  normal  and 
we  could  hardly  have  a meningitis  of  that  nature 
developing  and  have  normal  reflexes.  However, 
with  the  interference  with  the  circulation  that  ex- 
isted we  believe  it  possible  that  there  could  have 
been  sufficient  exudate  in  the  brain,  probably  in 
the  region  of  the  fissure  of  Rolando,  to  produce  this 
confusion.  The  statement  is  made  that  this  con- 
fusion. might  be  due  to  digitalis.  While  it  is  com- 
mon or  frequent  that  digitalis  will  produce  nausea 
and  vomiting  in  overdose,  we  could  find  no  instance 
where  a dementia  or  abnormal  excitation  would  fol- 
low. 

It  is  believed,  therefore,  that  this  patient  had  a 
thrombosis  from  embolism,  involving  the  right  leg; 
arterio  sclerosis  and  possibly,  nephritis. 


DR.  JAMES  H.  ALLEN,  Prescott,  Ariz. 

Everything  in  the  history  of  this  case  points  to- 
wards a lesion  in  the  cardio-vascular  system.  There 
is  very  little  evidence  of  any  gross  kidney  lesion. 
The  mere  fact  that  he  had  reddish  urine,  we  do1  not 
believe  is  sufficient  to  warrant  a diagnosis  of 
nephritis.  There  were  no  casts.  In  a nephritis  of 
any  severity  there  would  probably  be  an  increase 
of  non-protein  nitrogen,  which  was  43  milligrams,  in 
this  case,  a normal  amount.  We  believe  the  urin- 
ary condition  was  probably  due  to  passive  conges- 
tion. However,  in  view  of  the  arteriosclerotic 
changes  that  are  manifestly  present,  there  may  be 
some  evidence  of  a slight  intertitial  nephritis  found 
at  autopsy. 


The  symptoms  date  back  over  a period  of  eight 
years.  The  history  states  there  were  enlarged 
lymphatic  glands  throughout  the  body,  which  might 
suggest  syphilis  of  the  cardio-vascular  system.  In 
most  cases  of  this  kind,  the  base  of  the  heart  is  pri- 
marily involved  and  in  the  presence  of  a negative 
Wassermann  we  do  not  believe  there  is  enough 
evidence  to  support  that  diagnosis. 

We  believe  this  man  began  eight  years  ago  with 
endocarditis  and,  at  his  time  of  life,  this  is  very 
frequently  caused  by  a focal  infection.  A man  liv- 
ing in  a rural  community  probably  would  not  take 
very  good  care  of  his  teeth  and  mouth.  We  have 
no  physical  examination  at.  that  time,  eight  years 
ago,  so  we  do  not  know  what  kind  of  endocarditic 
lesion  he  had.  But  the  present  examination  shows 
that  in  addition  to  dyspnea,  orthopnea  and  edema, 
he  had  a definitely  enlarged  heart,  which  is  un- 
doubtedly evidence  of  dilatation  and  hypertrophy 
and  is  in  part  due  to  the  undoubted  arteriosclerosis 
present.  However,  in  addition  he  had  a loud  systol- 
ic murmur  which  was  heard  best  at  apex  and  trans- 
mitted toward  the  axilla.  This  we  believe  is  very 
good  evidence  that  the  man  had  endocarditis  involv- 
ing the  mitral  valve,  which  became  thickened  and 
shortened,  and  probably  later  on  there  was  stenosis 
along  with  regurgitation.  Apparently  he  resnonded 
to  theranv  and  was  able  to  get  comoensa- 
tion.  which  persisted  un  to  a year  before 
admission  to  hospital  when  he  began  to  fail. 
With  an  incompetence  of  the  mitral,  you  have 
during  the  contraction  of  the  left  ventricle 
a flow  of  blood  not  onlv  through  the  aorta  but  back 
into  the  left  auricle,  which  puts  increased  strain  on 
the  heart,  causes  dilatation  of  the  left  auricle  and 
snheeouent  thickening  of  the  wall  of  that  chamber. 
Thi«.  in  turn,  produces  an  increase  in  the  size  and 
possibly  the  number  of  muscle  fibres  of  the  left  ven- 
tricle. As  loo g as  this  hvpertronhv  can  compen- 
sate for  that  flow  of  blood  coming  back,  just  so  long 
will  that  individual  be  free  from  svmntoms  But  le+ 
fhis  compensation  fail,  and  there  will  he  a damming 
back  of  blood  in  the  pulmonarv  circulation  and 
resulting  nulmorarv  congestion.  This  is  evidenced 
in  this  case  bv  the  rales  heard  at  the  base  of  both 
lungs.  This  damming  back  process  evidentlv  oc- 
curred and  the  congestion  extended  back  from  the 
lungs  and  involved  the  svstemic  and  portal  circula- 
tions as  evidenced  bv  edema  and  enlargement  of  the 
liver  Another  complication  is  that  of  auricular- 
fibrillation.  which  is  present  in  this  case.  In  the 
novmal  heart  the  impulse  starts  from  the  sino-auri- 
cular  node  and  passes  to  the  auricle  and  thence  over 
the  auriculo-ven+ricular  bundle  to  the  ventricles, 
producing  an  orderlv  and  regular  heart-beat.  In  au- 
ricular fibrillation,  the  impulses  start  from  multiple 
foci  in  the  auricles,  and  manv  of  them  are  so  weak 
that  verv  few  get  through  into  the  ventricle.  This 
produces  a verv  rapid  and  irreg’ular  heart  action. 
It  seems  that  this  increases  the  tendencv  to  loss  of 
compensation  in  the  heart.  Auricular  fibrillation  is 
very  frequentlv  found  in  mitral  stenosis  and  inas- 
much as  that  is  vein'-  freauentlv  a complication  of 
regurgitation,  we  believe  there  is  more  than  a pos- 
sibilitv  we  have  it  here.  Also  we  know  that  there 
is  no  hpart  lesion  with  a greater  tendencv  to  throw 
off  emboli.  In  addition  to  the  fibrillation,  which 
can  cause  this  loss  of  compensation,  we  have  arterio- 
sclerosis which  causes  an  increase  in  the  back  pres- 
sure, thus  making  it.  harder  for  the  heart  to  work. 

We  believe  the  diagnosis  in  this  case  is  purely 
cardiovascular.  (1)  Arteriosclerosis.  (2)  Chronic 
endocarditis  with  mitral  regurgitation  and  stenosis. 
(3)  Auricular  -fibrillation.  (4)  Dilatation  and  hy- 
pertrophy of  the  heart. 
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SOUTHWESTERN  MEDICINE 


Discussion  at  the  Massachusetts  General 
Hospital: 

RICHARD  C.  CABOT,  M.  D. 

NOTES  ON  THE  HISTORY 

1.  “Exercise  as  well  as  a night’s  rest  caused 
the  edema  to  go  down.”  That  is  a thing  that  we 
are  struck  with  sometimes  in  taking  histories  of 
cardiac  patients.  Ordinarily  the  rule  is  the  other 
way;  exercise  makes  the  edema  come.  There  are 
some  patients — and  I have  not  been  able  to  dis- 
tinguish of  what  type  they  are — who  walk  off 
edema  instead  of  walking  it  on.  That  seems  to  be 
the  case  here.  Ordinarily  when  the  patient  gets  up 
in  the  morning  the  edema  comes  and  when  he  goes 
to  bed  it  goes  off.  But  sometimes  a patient  can 
get  rid  of  edema  by  using  his  muscles. 

2.  “Pain  in  his  shins  and  calves.”  I suppose 
that  is  from  the  same  cause  that  makes  edematous 
parts  so  tender.  When  you  are  feeling  along  the 
shins  you  will  find  that  every  now  and  then  the 
patient  winces.  There  is  tenderness  there  more 
than  elsewhere.  I suppose  it  is  due  to  some  physi- 
cal or  chemical  change  in  the  nerve  endings  from 
the  presence  of  the  fluid. 

3.  As  the  mother’s  heart  disease  and  rheuma- 
tism occurred  in  the  last  twelve  years  of  her  life 
we  probably  can  infer  that  it  was  not  the  rheuma- 
tism that  produces  heart  disease  but  the  stiffness 
and  soreness  about  the  joints  which  old  people 
have,  and  which  have  no  connection  with  heart 
disease. 

NOTES  ON  THE  PHYSICAL  EXAMINATION 

1.  The  right  and  left  blood  pressures  were 
identical.  Those  differences  are  less  than  any 
we  can  measure  wtih  any  blood  pressure  machine 
that  I know.  I suppose  that  thev  were  thinking 
of  the  possibility  of  aneurvsm.  That  is  the  only 
condition  in  which  we  get  big  differences  of  blood 
pressure  on  the  two  sides. 

2.  The  red  area  over  the  tip  of  the  sacrum  is  a 
danger  signal  for  a bedsore.  If  that  is  not  very 
carefully  taken  care  of.  shielded  by  “doughnuts” 
and  things  of  that  kind,  you  do  not  escape  the 
bedsore.  Where  else  should  we  look  for  red  areas  ? 

Students:'  On  the  ankles— heels — scapulae — great 
trochanter  of  the  femur. 

3.  Dr.  Cabot:  There  was  an  opening  into  which 
they  could  put  a probe,  but  into  which  they  could 
not  get  far.  I should  say  it  was  not  a fistulous 
opening,  but  a pilonidal  sinus. 

4.  What  do  you  infer  from  the  fundi? 

A Student:  Arteriosclerotic  changes. 

Dr.  Cabot:  With  or  without  hypertension. 

5.  The  laboratory  findings  are  all  negative. 

6.  If  we  were  certain  that  he  had  a third  sound 
and  not  a murmur  we  could  infer  nothing.  It  is 
one  of  the  most  difficult  things  in  ausculation  to 
tell  a third  heart  sound  from  a mid-diastolic  mur- 
mur. Very  few  practicing  physicians  that  I know 
can  do  it.  It  is  quite  a possible  thing  to  teach, 
but  it  did  not  come  up  as  a thing  necessary  to 
teach  in  our  medical  schools  until  recently.  We 
have  no  positive  evidence  here  either  at  the  apex 
or  anywhere  else  of  a diastolic  murmur. 

7.  If  the  man  could  not  stand  the  journey  home 
he  could  not  stand  amputation.  It  ^was  considered 
and  refused. 

8.  That  death  again  is  one  of  those  incidents 
that  you  would  much  rather  have  happen  in  an  in- 
stitution than  outside.  If  it  happened  outside  it 
would  certainly  be  said  that  the  nurse  murdered 
him. 


DIFFERENTIAL  DIAGNOSIS 

From  a purely  medical  point  of  view  I do  not 
think  the  case  offers  much  difficulty.  We  have 
been  given  the  facts  on  the  heart  and  we  have  to 
say  there  is  hypertrophy  and  dilatation.  We  know 
that  hypertensive  heart  disease  at  his  age  is  over- 
whelmingly more  common  than  any  other  type  of 
heart  disease.  Hypertensive  heart  disease  with  car- 
diac hypertrophy  and  dilatation  are  the  funda- 
mental things.  Failure  of  the  heart  in  that  condi- 
tion is  what  gives  the  dyspnea  and  the  tender 
condition  and  edema  of  the  legs.  We  have  to  ac- 
count for  that  arterial  embolism  which  I have  no 
doubt  he  had  in  the  right  leg.  We  have  got  to 
suppose  the  possibility  of  an  intracardiac  throm- 
bus in  the  left  ventricle.  Experience  shows  that 
these  arterial  thrombi  usually  extend  farther  up 
than  we  expect.  We  have  evidence  only  below 
the  knee.  Unless  I am  mistaken  I think  we  shall 
find  that  his  goes  away  up  into  the  pelvis. 

What  can  we  say  about  the  kidneys  ? I think 
they  will  be  found  to  be  arteriosclerotic.  There  is 
no  good  evidence  of  nephritis.  There  is  good  grav- 
ity of  urine,  a negative  sediment,  a fairly  low  non- 
protein nitrogen.  I should  say  the  kidneys  ought 
to  show  general  arteriosclerosis  but  not  nephritis. 

A Student:  Was  the  sugar  test  done? 

Miss  Painter:  The  urine  showed  no  sugar. 

Dr.  Cabot:  As  to  his  brain  we  will  not  argue,  as 
Dr.  Mallory  did  not  get  permission  to  examine  the 
head. 

The  lungs  should  show  general  passive  conges- 
tion and  hydrothorax,  although  we  have  no  evi- 
dence of  the  latter. 

The  liver  of  course  will  show  passive  congestion. 
Presumably  there  will  be  some  fluid  in  the  peri- 
toneum. 

A Student:  Do  you  have  to  suppose  an  arterial 
embolus  in  that  leg? 

Dr.  Cabot:  No,  you  do  not.  You  can  have  peri- 
pheral arterial  thrombi  with  no  source  found.  You 
always  wonder  if  you  have  not  missed  something. 
I am  right  in  that,  am  I not,  Dr.  Mallory? 

Dr.  Tracy  B.  Mallory:  Yes,  sir. 

A Student:  Is  a concentrated  urine  red,  as  it 
says  here  ? 

Dr.  Cabot:  Yes,  reddish. 

A Student:  What  was  the  leading  cause  of  death? 

Dr.  Cabot:  Exertion  in  a patient  with  a heart 
having  very  little  marginal  reserve. 

A Student:  Do  you  think  that  it  is  necessary  to 
assume  cerebral  thrombosis  or  meningitis  or  any- 
thing of  that  sort? 

Dr.  Cabot:  I do  not  care  to  spend  time  on  that. 
If  the  head  had  been  examined  it  would  have  been 
worth  while  to  go  into  it  I do  not  believe  he  had 
meningitis.  I doubt  if  he  had  anything  more  than 
the  arteriosclerotic  process;  that  could  account  for 
all  the  mental  symptoms.  Patients  have  to  be  put 
into  insane  asylums  for  pure  cerebral  arteriosclero- 
sis. 

A Student:  How  far  may  renal  arteriosclerosis 
go  without  being  called  nephritis? 

Dr.  Cabot:  As  far  as  the  pathologist  allows. 
That  is  up  to  the  individual  expert.  I am  predict- 
ing what  Dr.  Mallory  will  say.  You  have  to  know 
your  pathologist,  however. 

CLINICAL  DIAGNOSIS  (From  Hospital  Record) 

Arteriosclerosis,  general  and  cerebral. 

Congestive  failure. 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS 

Hypertensive  heart  disease. 


APRIL,  1929 


175 


Hypertrophy  and  dilatation  of  the  heart. 

Embolism  of  the  right  leg. 

ANATOMIC  DIAGNOSES 

1.  Primary  disease. 

Cardiac  infarction. 

2.  Secondary  or  terminal  lesions. 

Bronchopneumonia. 

Arteriosclerosis,  generalized  (including  pulmo- 
nary). 

Passive  congestion,  general. 

DR.  MALLORY 

The  most  important  finding  in  the  case  was  an 
immense  heart  weighing  840  grams.  Both  cavities 
took  part  in  the  hypertrophy,  the  left  however  con- 
siderably more  than  the  right.  The  entire  apex  of 
the  ventricle  was  destroyed  by  a large  infarct 
nearly  5 centimeters  in  diameter.  Over  this  a 
thrombus  was  adherent  on  the  endocardial  surface. 
There  was  no  change  in  the  epicardial  surface. 
A portion  of  this  thrombus  had  broken  loose  and 
produced  the  embolus  in  his  leg.  It  is  also  quite 
possible,  although  we  have  no  evidence,  that  an 
embolus  in  the  cerebrum  may  have  been  the  im- 
mediate terminal  cause  of  death. 

The  descending  branch  of  the  left  coronary 
artery  showed  very  marked  sclerosis,  with  at  one 
point  a small  calcified  mass  which  almost  com- 
pletely— not  quite — occluded  the  lumen  of  the  ves- 
sel. There  is  always  the  possibility  in  these  cases, 
of  course,  that  a thrombus  has  occurred  at  some 
previous  time  and  has  become  recanalized,  so  that 
in  many  of  these  cases  of  long-standing  infarct  of 
the  heart  we  do  not  find  completely  occluded  coro- 
naries. The  infarct  here  was  of  long  standing, 
since  marked  fibrosis  had  occurred.  The  heart  mus- 
cle had  been  for  the  most  part  absorbed,  thinning 
the  wall  of  the  ventricle  at  the  apex  down  to  less 
than  two  millimeters.  At  this  point  it  bulged  out 
in  the  form  of  a small  but  quite  definite  aneurysm 
of  the  heart  itself. 

Thel  ungs  showed  a slight  degree  of  emphysema, 
and  microscopically  a few  areas  of  bronchopneu- 
monia were  found,  but  not  enough  to  have  been  of 
much  significance  in  the  clinical  picture. 

The  rest  of  the  organs  showed  a marked  chronic 
passive  congestion. 

The  kidneys  showed  only  a moderate  degree  of 
arteriosclerosis,  many  changes  in  the  larger  and 
medium  sized  vessels,  very  few  in  the  glomeruli 
themselves. 

I think  in  answer  to  what  Dr.  Cabot  was  saying 
as  to  when  we  can  call  vascular  changes  in  the 
kidney  nephritis,  there  is  no  hard  and  fast  rule. 
Every  pathologist  does  have  his  own  criteria.  Pos- 
sibly the  chief  point  is  whether  there  is  a more 
or  less  generalized  process  in  the  glomeruli. 
With  arteriosclerosis  of  the  large  vessels  only, 
clusters  of  glomeruli  supplied  by  the  single  vessels, 
which  have  become  thrombosed  and  occluded,  un- 
dergo a slow  type  of  infarction,  and  we  get  fi- 
brous scars.  In  general  that  type  of  fibrous  kidney 
seems  to  produce  no  clinical  symptoms  other  than 
possibly  hypertension.  When,  however,  one  has  a 
diffuse  process  affecting  to  a slight  degree  only 
perhaps,  all  the  glomeruli,  we  have  signs  of  renal 
insufficiency  at  one  stage  or  another.  In  this  kid- 
ney there  was  practically  no  change  in  the  minute 
arteries,  the  afferent  arteries  of  the  glomeruli,  and 
very  few  changes  in  the  glomerular  capillaries.  It 
is  a case  in  which  I should  feel  quite  confident  in 
saying  from  the  histologic  section  only  that  he 
would  not  have  shown  any  true  renal  symptoms 
other  than  hypertension. 

Dr.  Cabot:  How  far  did  the  embolism  extend  in 
the  artery  ? 


Dr.  Mallory:  It  was  down  below  the  thigh. 

Dr.  Cabot:  This  man  had  a cardiac  infarct.  What 
is  the  ordinary  symptom  of  cardiac  infarct? 

A Student:  Pain. 

Dr.  Cabot:  Yes;  and  he  did  not  have  that.  It  is 
not  extremely  rare  to  have  a case  of  cardiac  in- 
farct without  the  only  symptom  by  which  we  can 
distinguish  it.  If  there  is  no  pain  we  cannot  make 
the  diagnosis.  _The  very  large  majority  of  cases 
that  I have  known  have  had  pain.  If  this  man  had 
it  he  did  not  tell  anybody,  or  nobody  told  us.  Was 
this  a matter  of  months? 

Dr.  Mallory:  Yes;  it  was  two  months  at  the 

very  least. 


COMA— CAUSE? 

(Discussion  of  Case  14341.  Case  Records 
of  the  Massachusetts  General  Hospital,  New 
Eng.  Jour,  of  Med.,  Oct.  11,  1928,  p.  736.) 

CASE  RECORD 

A married  West  Indian  negresa  thirty -five  years 
old  was  brought  to  the  Emergency  Ward  June  7 
in  coma 

A month  before  admission  her  sixth  child  was  un- 
eventfully delivered.  She  was  unusually  slow  this 
time  in  regaining  the  loss  of  weight  which  was  usual 
during  her  pregnancies.  Five  days  before  admission 
she  developed  throbbing  fronatl  headaches  which  dis- 
appeared in  two  days  after  taking  aspirin.  The 
day  of  its  onset  she  had  a sense  of  constriction  in  the 
chest.  The  morning  of  June  5 she  felt  dizzy,  and  on 
trying  to  walk  to  the  bathroom  fell  downstairs,  bruis- 
ing her  right  arm  and  cutting  her  foot.  After  five 
minutes  sihel  was  able  to  go  back  to  bed.  She  was 
alone  in  the  house.  That  morning  a physician  found 
her  blood  pressure  high.  All  that  day  and  the  next 
she  was  dizzy.  For  two  days  she  had  not  been  able 
to  move  her  right  arm.  The  morning  of  June  6 her 
breath  had  a bad  odor.  Since  that  morning  she  had 
not  urinated.  That  night  she  went  into  coma  from 
which  she  could  not  be  roused.  The  physician  found 
her  blood  pressure  still  high. 

There  was  no  known  history  of  familial  disease. 
The  patient  had  had  small-pox.  During  an  epidemic 
she  was  in  bed  two  weeks  with  influenza.  Her  gen- 
eral health  had  always  been  good.  All  her  six  chil- 
dren were  living  and  well.  She  had  had  no>  miscar- 
riages. Her  husband  denied'  venereal  disease  in  him- 
self and  his  wife,  though  he  admitted  several  expos- 
ures. 

Clinical  examination  showed  a rather  obese  color- 
ful woman  in  coma  from  which  she  could  not  be 
roused.  Lungs  clear,  Apex  impulse  of  the  heart  not 
seen  or  felt.  Percussion  measurements  not  recodred 
Heart  otherwise  normal.  Blood  pressure  175/115.  Ab- 
domen normal.  Vaginal  and  rectal  examinations  not 
done.  Right  arm  maintained  in  flexion;  extension 
resisted.  Left  arm  normal.  Neck  not  stiff.  Right 
knee-jerk  and  other  reactions  to  stimuli  of  the  right 
leg  less  than  those  of  the  left.  Bilateral  Babinski. 
Kernig  positive  on  the  left. 

Amount  of  urine  not  recorded.  Both  of  two  speci- 
mens dark  red,  specific  gravity  1.034,  a trace  of  al- 
bumin at  both  examinations,  sediment  of  one  speci- 
men loaded  with  leuocytes,  red  blood  cells  and  casts 
A slowly  centrifuged  specimen  showed  60  to.  70  leu- 
kocytes per  field,  3 to  4 red  blood  cells  and  occa- 
sional casts.  Blood:  hemoglobin  90  per  cent,  reds 
5,690,000.  Nonprotein  nitrogen  43  milligrams. 

A lumbar  puncture  was  done  the  day  of  admission. 
The  third  lumbar  space  was  entered  with  slight  dif- 
culty,  as  the  patient  struggled,  5 cubic  centimeters 
of  bloody  fluid  was  withdrawn  which  on  centri- 
fuging was  very  faintly,  initial  pressure  about  400, 
pulse  and  respiratory  oscillations  normal,  other  dy- 
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namics  not  done;  alcohol  and  ammonium  sulphate 
positive,  25,750  red  cells  in  the  first  tube,  24,000  in 
the  second,  22,750  in  the  third,  many  crenated  white 
cells;  18  per  cent  polymorphonuclears,  12  per  cent 
lymphocytes,  2000  large  mononuclears,  total  leuko- 
cytes 42  Goldsol  1122332100.  Total  protein  29.  Was- 
sermann  negative.  At  a second  puncture  the  same 
day  30  cubic  centimeters  of  fluid  was  withdrawn 
slowly,  bloody  as  at  the  first  tap.  The  fluid  was  with- 
drawn until  the  drops  came  out  slowly.  Initial  pres- 
sure 400,  final  pressure  5 to  10. 

Portable  x-ray  films  of  the  skull  showed  no  frac- 
ture, but  were  not  entirely  saistfactory. 

Nine  hours  after  admission  and  several  hours  af- 
ter the  first  lumbar  puncture  the  patient  had  ster- 
torous breathing  and  was  generally  spastic.  The 
pulse  went  up  from  60  to  120.  For  two  hours  there 
were  alternate  periods  of  this  condition  and  of  her 
previous  quiet  coma.  The  pupils  were  now  both  di- 
lated and  fixed  and  neither  arm  nor  leg  was  spastic. 
Eleven  hours  after  admission  the  secodn  lumbar 
puncture  was  done.  Ten  minutes  later  the  patient 
sudednly  stopped  breathing  in  inspiration  and  en- 
tered a terminal  phase  of  absolute  respiraotry  par- 
alysis. Five  minutes  later  the  heart  stopped  beating. 


Discussions  by  Group  II,  of  the  Yavapai 
County  Medical  Society  and  the  Medical  Of- 
ficers of  Fort  Whipple,  at  their  meeting1  of 
Feb.  19,  1929:— 

DR.  CLARK  B.  DEVINE,  Whipple,  Ariz. 

The  presenting  symptom  in  this  case  is  the  coma. 
Until  this  woman  entered  the  hospital,  only  three 
important  symptoms  had  been  obtained  in  the  his- 
tory— headache,  dizziness  and  increased  blood  pres- 
sure. This  /emphasizes  the  fact  that  a history  is  of 
vital  importance  in  the  diagnosis  of  the  cause  of 
coma;  generally  the  failure  to  diagnose  the  cause 
of  coma  properly  is  due  to  inadequate  history. 

The  cause  of  this  dizziness  and  headache  is  prob- 
ably the  gradual  seepage  of  blood  into  the  brain  tis- 
sues. That  there  was  blood  in  the  cerebro-spinal 
fluid  for  several  days  is  shown  by  the  fact  that  it 
was  slightly  hemolyzed.  The  history  states  that 
the  prenatent  liquid  in  the  centrifuged  specimen  was 
slightly  yellow  due  to  hemolysis. 

The  chest  and  abdomen  are  practcially  normal. 
There  were  a few  neurological  findings  which  also 
pointed  to  the  brain  as  a point  of  insult.  The  right 
arm  was  flexed  and  resisted  extension.  On  the 
right  side  the  knee  jerk  and  the  reaction  to  stimu- 
lus was  less  than  on  the  left;  that  might  mean 
there  was  no  response  or  very  little  on  the  right 
and  a little  more  on  the  left,  or  it  might  have  been 
normal  on  the  right  and  increased  on  the  left.  It 
is  impossible  to  speculate  much  on  the  initial  lesion 
in  the  brain.  With  the  cerebro-spinal  fluid  bloody, 
increased  pressure  and  globulin  positive,  increased 
cells  and  a luetic  curve  to  the  gold  solution,  ordi- 
narily this  would  mean  a suspicion  of  syphilis,  but 
the  negative  Wassermann  probably  rules  that  out. 
The  increased  cells  and  increased  globulin  are  prob- 
ably due  to  septic  meningitis  caused  by  the  pres- 
ence of  the  blood  in  the  cerebro-spinal  fluid.  Em- 
bolus and  thrombosis  will  have  to  be  mentioned  in 
a woman  who  is  recovering  from  the  puerperal  con- 
dition, but  in  the  case  of  the  plugging  of  a vessel 
with  a clot  of  some  kind,  unless  a large  vessel  is 
involved,  the  coma  that  is  produced  is  very  much 
less  than  in  hemorrhage;  also  the  cerebro-spinal 
pressure  is  not  much  increased  and  there  is  very 
rarely  blood  in  the  spinal  fluid. 

Tumors  should  be  mentioned — tumor  causes  in- 
creased pressure, — but  of  the  triad  of  headache, 
vomiting  and  choked  disk,  only  the  first  is  present 


in  this  case  and  without  the  other  two  we  would  not 
be  justified  in  thinking  strongly  of  tumor,  although 
one  could  imagine  cystic  tumor  with  hemorrhage 
within  it, — a rare  condition. 

This  woman,  after  she  had  been  eleven  hours  in 
the  hospital,  became  markedly  worse,  breathing  be- 
came stertorous  and  she  became  generally  cyanotic, 
with  pulse  (increasing)  from  60  to  120,  pupils  fixed 
and  dilated.  Another  lumbar  puncture  was  done; 
about  ten  minutes  later  her  respiration  became  par- 
alyzed in  inspiration  and  soon  the  heart  stopped 
beating.  We  believe  the  lumbar  puncture  had  quite 
a little  to  do  with  her  death-  A pressure  con  un- 
doubtedly formed  when  they  removed  the  pressure 
from  below  by  the  lumbar  puncture  that  allowed 
the  pressure  above  to  push  the  medulla  down  into 
the  foramen  magnum,  either  by  direct  pressure  or 
by  interference  with  the  blood  supprt.  causing  par- 
alysis of  respiration.  Usually,  when  a spinal  punc- 
ture is  to  be  done,  where  there  is  tremendous  pres- 
sure in  the  brain,  a decompression  is  first  done  by 
going  into  the  lateral  ventricle  and  removing  enough 
fluid  to  lower  the  pressure  to  such  an  extent  that  a 
lumbar  puncture  may  be  done  and  the  fluid  removed 
in  safety. 

We  believe  we  have  a case  of  cerebral  hemorrhage. 


DR.  ROBERT  S.  FLINN,  Prescott,  Ariz. 

Coma  appears  to  be  the  presenting  symptom. 
Coma  is  defined  as  a state  of  deep  unnatural  sleep 
accompanied  by  irregular  or  stertorous  breathing 
and  often  ending  in  death.  It  may  be  caused  by  a va- 
riety of  agents  and  may  be  roughly  divided  into  two 
general  groups;  Group  A,  in  which  it  comes  on  late 
in  the  disease  and  there  are  other  symptoms  which 
usually  point  to  the  diagnosis;  Group  B,  in  which  it 
comes  on  early  in  the  course  of  the  disease  and  is 
often  the  presenting  symptom. 

Under  Group  A we  may  note  the  terminal  phases 
of  certain  infectious  diseases,  as  typhoid,  malaria, 
malignant  endocarditis  and  influenza;  the  terminal 
phases  of  certain  infections  of  the  cerebro-spinal 
system,  such  as  encephalitis  lethargica,  suppurative 
meningitis;  and  also  less  acute  lesions  of  the  central 
nervous  system,  such  as  brain  tumor,  cerebral  ab- 
scess and  syphilis  of  the  brain.  Coma  coming  on 
late  is  also  seen  in  diseases  such  as  uremia,  dia- 
betes and  Addison’s  disease. 

In  Group  B,  where  coma  comes  on  early  and  is 
a presenting  symptom,  we  think  first  of  trauma, 
cerebral  concussion,  vascular  disease  of  the  brain; 
then  of  embolism,  hemorrhage,  thrombosis  either  ar- 
tificial or  of  a venous  sinus  such  as  the  superior 
longitudinal  or  the  cavernous;  and  then  certain 
drugs  and  poisons  such  as  alcohol,  opium,  morphia 
and  veronal.  Coma  also  comes  on  early  in  heat  pros- 
tration, excessive  cold,  excessive  loss  of  blood  from 
ruptured  tubal  pregnancy,  hemoptysis,  intestinal 
bleeding  and  ruptured  aneurism;  also  in  hysterical 
trance  and  like  disorders. 

I think  in  this  case  we  can  eliminate  those  under 
Group  A and  restrict  the  diagnosis  to  those  under 
Group  B in  which  the  coma  comes  on  early.  Let  us 
consider  the  cause  in  this  group — vascular  disease 
of  the  brain  such  as  embolism  or  thrombosis,  con- 
cussion or  fracture  of  the  skull.  The  other  con- 
ditions are  lead  poisoning,  alcoholism,  heat  pros- 
tration, excessive  loss  of  blood,  etc.,  which  we  be- 
lieve can  be  easily  eliminated.  We  have  decided 
the  lesion  in  this  case  is  probably  due  either  to 
fracture  of  the  skull  or  vascular  disease  of  the 
brain. 

Let  us  consider  the  cerebro-spinal  fluid  of  which 
the  normal  is  described  as  crystal  clear  fluid  un- 
der pressure  of  from  12  to  15  c.c.  of  water;  con- 
tains a very  slight  amount  of  globulin  which  is  in- 
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creased  in  inflammatory  conditions.  In  practice, 
ammonium  sulphate  added  to  the  spinal  fluid  be- 
comes opalescent  if  the  globulin  is  increased.  Nor- 
mally the  spinal  fluid  contains  a very  few  lym- 
phocytes, perhaps  from  1 to  1V2  per  cubic  m.m. 

We  can  regard  this  fluid  as  patholigical.  You 
will  note  that  5 c.c.  of  bloody  fluid  was  removed 
and  that  the  fluid  was  bloody  in  three  specimens. 
This  would  point  to  the  fact  that  the  blood  was  al- 
ready present  in  the  spinal  fluid  and  not  the  re- 
sult of  faulty  technic.  In  hemorrhage  from  the 
meninges  blood  appears  almost  immediately  in  the 
spinal  fluid  and  the  spinal  fluid  collected  in  three 
tubes  is  uniformly  red. 

Analysis  of  the  spinal  fluid  does  not  permit  us  to 
say  whether  a meningeal  hemorrhage  or  a ventricu- 
lar hemorrhage  has  occurred,  because  of  the  ex- 
tremely rapid  diffusion  of  blood  throughout  the 
spinal  fluid.  Blood  may  be  seen  in  the  spinal 
fluid  following  meningeal  hemorrhage,  particularly 
in  syphilitics,  and  following  an  intra-ventricular 
hemorrhage  from  the  basal  nuclei. 

It  is  quite  impossible  for  me  to  attempt  to  in- 
terpret the  two  thousand  large  mononculars  in  the 
blood  in  the  face  of  the  total  cell  count  of  only 
42  leukocytes. 

The  pressure  was  tremendously  increased,  over 
400,  (normal  12  to  15). 

Wassermann  was  negative  and  the  gold  chloride 
curve  was  in  the  paretic  zone. 
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I have  indicated  on  the  board  in  a rough  way  (see 
chart)  the  typical  goldsol  curve.  The  gold  chloride 
test  of  Lange  is  performed  with  a solution  of  gold 
chloride,  potassium  carbonate  and  formaldehyde. 
The  control  tube  is  salmon  red  in  color.  When  dilu- 
tions of  spinal  fluid  are  added  to  the  normal  tube, 
we  record  the  change  in  color  according  to  this  nu- 
merical marking;  No.  0 no  change,  No.  1 red-blue, 
No.  2 lilac  or  purple,  No.  3 blue.  No.  4 pale  blue. 
No.  5 complete  decoloration. 
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a typical  Normal  curve 
a typical  Paretic  curve 
a typical  Luetic  curve 
a typical  Meningitic  curve 
case  under  discussion. 


You  will  observe  that  the  case  under  discussion 
falls  in  the  luetic  zone  and  I suppose  we  should  con- 
sider syphilis.  However,  the  Wassermann  is  nega- 
tive and  the  spinal  fluid  contains  blood.  An  im- 
portant consideration  in  the  coldsol  solution  reac- 
tion is  that  minute  traces  of  blood  accidentally  pres- 
ent will  almost  invariably  give  erroneous  readings. 
It  appears  then  that  we  must  disregard  the  find- 
ings in  this  ase. 

The  history  states  that  a number  of  red  and  white 
cells  -were  found  in  the  urine  and  a trace  of  albumin, 
specific  gravity  1.034.  However,  the  non-protein 


nitrogen  was  normal  and  we  are  not  justified  in 
stating  that  there  was  any  marked  kidney  damage 
on  these  findings,  although  I shall  not  be  surprised 
if  the  kidneys  show  arteriosclerotic  changes. 


DR.  H.  T.  SOUTHWORTH,  Prescott,  Ariz. 

Dr.  Devine,  in  presenting  his  part  of  the  case, 
has  called  attention  to  the  faulty  reflexes  which 
this  patient  had,  has  given  an  interpretation  of  them 
and  has  spoken  of  our  inability  to  localize  the  les- 
ion within  the  brain.  Thrombosis  has  been  men- 
tioned and  eliminated,  also  tumor.  Dr.  Flinn  has 
given  his  interpretation  of  the  spinal  fluid,  show- 
ing why,  although  this  fluid  is  in  the  luetic  zone, 
it  has  very  little  to  do  with  our  case.  He  has  also 
interpreted  the  blood  chemistry  and  urine  and  has 
given  the  reason  why  we  think  that  uremia  had 
nothing  to  do  with  the  coma.  By  the  same  reasoning 
meningitis  of  any  kind,  excepting  possibly  secon- 
dary, is  also  ruled  out.  He  has  told  something  of 
the  blood  in  the  cei’ebro-spinal  fluid  which  enables 
us  to  say  definitely  that  this  patient  had  a cerebral 
hemorrhage. 

At  this  time  I should  like  to  say  that  we  have 
found  this  a very  interesting  case  to  study.  Had 
this  patient  had  coma  without  a fall,  it  would  have 
been  interesting;  coma  following  a fall  and  without 
prodromal  symptoms,  it  would  have  been  interest- 
ing; but  since  she  had  the  two  together  it  has 
been  intensely  interesting. 

Let  us  discuss  as  the  cause  of  coma,  cerebral 
hemorrhage  as  a result  of  apoplexy.  There  is  much 
against  apoplexy  as  cause;  this  woman  was  only 
thirty-five  years  old  and  it  would  be  rare  to  find 
it  in  one  so  young,  and  then  it  would  probably  be 
a result  of  prematurely  atheromatous  vessels.  We 
know  she  had  hypertension  before  this;  a physician 
who  saw  her  prior  to  admission  to  hospital  said  she 
had  a high  blood  pressure — how  high  we  do  not 
know;  after  admission  to  hospital  it  was  175/115, 
but  that  would  hardly  justify  saying  she  had  ar- 
teriosclerosis. How  many  are  walking  the  streets 
with  a pressure  up  to  250  and  having  no  cerebral 
hemorrhages?  It  is  possible  they  could  have  that 
hypertension  without  atheromatous  blood  vessels. 
In  addition  to  her  hypertension  she  had  a vertigo 
and  one  day  some  findings  in  the  urine  which  might 
point  toward  that  condition  of  the  brain. 

Syphilis  is  ruled  out,  at  least  we  are  not  justi- 
fied in  mentioning  it.  Embolism  could  be  thought  of, 
but  there  is  nothing  in  the  heart,  nothing  in  the 
history  and  no  findings.  A brain  embolus  is  usually 
caused  from  a vegetative  valve  in  the  heart.  This 
brings  us  to  the  question  of  injury  to  the  head.  She 
was  sick,  complained  of  a throbbing  headache  re- 
lieved by  aspirin.  Two  days  before  admission  she 
had  a dizzy  spell  and  fell  down  stairs,  bruised  her 
right  arm  and  cut  her  foot.  After  five  minutes  she 
got  back  to  bed;  we  don’t  know  whether  she  was 
unconscious.  The  mildest  form  of  injury  to  the 
head  is  that  of  concussion.  If  she  had  concussion 
following  an  injury  to  her  head  it  passed  off  very 
rapidly.  The  next  class  of  injury,  in  severity,  to 
the  head,  is  laceration  or  contusion  of  any  grade. 
It  was  not  an  injury  of  this  kind.  Let  us  consider 
fracture;  we  have  no  escape  of  cerebro-spinal  fluid 
from  the  ears  or  nose,  no  bulging  of  the  pharynx 
indicating  hemorrhage,  nothing  to  indicate  basal 
fracture.  However,  let  me  state  this  very  positively, 
that  because  there  is  an  absence  of  these  symptoms 
and  a negative  x-ray,  basal  fracture  or  fracture  of 
the  skull  can  by  no  means  be  ruled  out.  Speaking 
for  a fracture,  we  have  a very  prominent  man  who 
says  that  following  an  injury  to  the  head,  a lucid 
interval,  followed  by  coma,  probably  means  only  one 
thing  and  that  is  the  hemorrhage  of  fracture.  Usu- 
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ally  we  think  of  a depressed  fracture,  or  com- 
minuted fracture,  but  it  may  be  nothing  but  a fis- 
sure and  may  be  responsible  for  tremendous  dam- 
age, not  necessarily  at  the  time,  but  later.  Fracture 
can  be  easily  fitted  into  this  picture. 

Upon  admission  a lumbar  puncture  was  done  and 
5 c.c.  of  fluid  removed.  We  believe  that  was  done 
for  diagnostic  purposes,  and  we  have  the  reading 
of  the  bloody  contents  and  goldsol.  The  pressure 
was  tremendous — 400  millimeters  of  water  and  the 
normal  only  about  15.  They  knew  she  had  a tremen- 
dous intracranial  pressure;  they  knew  that  they 
had  blood  and  serum  in  the  cerebro-spinal  fluid, 
and  they  knew  she  did  not  have  meningitis  or 
syphilis  causing  this  condition.  So,  a few  hours  lat- 
er she  was  doing  so  badly  they  decided  to  remove 
some  of  that  pressure — a second  puncture  was  done 
and  30  c.c.  of  fluid  removed.  Ten  minutes  later  the 
patient  died.  Are  we  justified  then,  working  in  a 
crab-like  fashion,  in  saying  that  because  they  did 
a lumbar  puncture  to  relieve  pressure,  she  did  not 
have  a fracture?  No!  Because  with  a fracture  with 
intra-cranial  pressure  the  most  modern  thuoght  is 
that  it  should  be  removed  in  this  manner.  How- 
ever, a pressure  cone  evidently  formed  following 
the  lumbar  puncture,  allowing  the  pressure  above 
to  push  down  the  medulla  into  the  foramen  magnum, 
thus  causing  paralysis  of  respiration. 

We  are  making  a diagnosis  of  hemorrhage — 
whether  due  to  disease  wholly  and  increasing  pres- 
sure of  cerebro-spinal  fluid  (with  blood  in  it),  or 
whether  due  to  fracture,  or  a combination  of  the 
two,  we  are  not  prepared  to  say. 


Discussion  at  Massachusetts  General 
Hospital 

RICHARD  C-  CABOT,  M.  D. 

NOTES  ON  THE  HISTORY 

When  patients  come  here  in  coma  we  are  unusual- 
ly prone  to  make  mistakes  in  our  diagnoses  because 
we  depend  so  much  on  an  accurate  history,  which 
that  particular  condition  precludes.  We  have  very 
little  given  us  up  to  the  day  of  the  onset. 

“Since  that  morning  she  had  not  urinated.”  Of 
course  we  argue  that  that  may  be  due  (a)  to  accu- 
mulation of  urine  in  the  bladder  due  to  coma  or 
(b)  to  a failure  of  secretion.  My  guess  is  that  it 
is  the  first. 

We  have  really  very  little  evidence  here  before 
we  come  to  the. physical  examination.  We  have  a 
high  arterial  tension.  We  have  coma  and  appar- 
ently paralysis  of  one  arm,  which  so  often  goes 
with  coma.  We  may  or  we  may  not  find  something 
definite  in  the  brain. 

NOTES  ON  THE  PHYSICAL  EXAMINATION 

“Percussion  measurements  not  recorded.”  That 
was  wise,  I think. 

“Fundi  appeared  normal.”  If  that  was  a good 
examination  that  is  important. 

“Neck  not  stiff.”  They  are  looking  for  meningitis. 

The  reflexes  are  just  the  opposite  of  what  we 
should  expect.  We  generally  get  increased  reflexes 
on  the  affected  side.  Again,  the  Kernig  is  on  the 
wrong  side. 

That  is  a rather  dubious,  equivocal  urinary  sedi- 
ment. It  could  go  with  a nephritis  and  perfectly 
well  with  a normal  kidney. 

The  non-protein  nitrogen  is  practically  normal. 

They  were  courageous  men.  They  must  have 
been  perfectly  sure  there  was  not  a brain  tumor 
there,  for  they  did  a lumbar  puncture.  I have 
seen  many  deaths'  due  to  lumbar  puncture  in  cases  of 
brain  tmor,  the  brain  pressing  down  into  the  fora- 


men magnum.  They  must  have  been  very  confi- 
dent to  exclude  it.  Some  symptoms  of  it  are  pres- 
ent here.  Puncture  was  done  of  course  to  relieve 
coma.  It  sometimes  does,  but  it  is  not  obvious  to 
me  that  lumbar  puncture  did  good. 

DIFFERENTIAL  DIAGNOSIS 

We  have  blood  in  the  spinal  fluid  and  therefore 
presumably  blood  in  the  brain.  Hence  presumably 
the  case  is  cerebral  hemorrhage — cerebral  hemor- 
rhage in  a person  with  hypertension,  with  presum- 
ably some  enlargement  of  the  heart,  with  presum- 
ably normal  kidneys;  and  that  is  all  that  I can  say. 
I hope  we  examined  the  brain,  Dr-  Mallory? 

Dr.  Tracy  B.  Mallory:  Yes. 

Dr.  Cabot:  I commit  myself  then.  I say  it  is 
cerebral  hemorrhage  Which  side  it  is  on  I am 
in  doubt.  I think  it  is  probably  on  the  left. 

A Student:  Do  you  think  that  the  lumbar  punc- 
tures had  any  effect  in  producing  blood  in  the 
puncture  fluid? 

Dr.  Cabot:  I think  it  is  safe  to  conjecture  that 
they  excluded  this. 

A Student:  How  can  you  be  sure,  if  the  patient 
struggled  ? 

Dr.  Cabot:  You  can  not. 

A Student:  There  is  no  record  of  a sugar  test  in 
the  urine. 

Dr.  Cabot:  That  is  true.  I am  glad  you  pointed  it 
out.  But  I do  not  believe  that  she  died  of  diabetes. 
Do  you? 

A Student:  Do  you  thnk  the  last  baby  had  any- 
thing to  do  with  this?  There  are  no  findings  in  the 
viscera  of  toxemia. 

Dr.  Cabot:  I think  not.  She  was  well  during  most 
of  this  month.  If  she  had  not  had  the  cerebral  hem- 
orrhage she  would  have  been  well  a long  time 
more,  I think. 

A Student:  The  fundi  were  normal.  Would  not 
the  lumbar  puncture  be  therefore  justified? 

Dr.  Cabot:  That  is  a good  point.  The  absence  of 
edema  in  the  retinae  tends  to  exclude  tumor  and 
tends  to  make  it  safe  to  do  a lumbar  puncture, 
though  it  is  not  absolutely  reliable.  But  I imagine 
it  was  done  chiefly  for  diagnosis,  which  of  course 
would  be  important  if  there  was  fever. 

A Student:  Do  you  consider  falling  down  stairs 
immediately  responsible  for  the  lesion? 

Dr.  Cabot:  No.  I think  it  is  the  other  way. 
Sometimes  it  is  a question  whether  or  not  a person 
falls  accidentally,  strikes  his  head  and  gets  a 
fracture  or  becomes  dizzy  from  brain  lesion  and  so 
fails  to  obstruct  his  fall.  It  is  very  hard  to  de- 
cide. But  there  is  no  fracture  found  by  the  x-ray. 

A Student:  Which  came  first,  the  hypertension 
or  the  cerebral  hemorrhage? 

Dr.  Cabot:  I think  probably  the  hypertension. 

A Student:  Do  you  think  she  had  more  than  one 
hemorrhage? 

A Student:  It  is  stated  that  the  blood  pressure 
before  delivery  was  normal. 

Dr.  Cabot:  That  is  rather  a staggering  fact.  It 
is  only  a month  since  then.  That  is  a short  time  to 
get  up  a high  blood  pressure.  That  rather  tends 
to  show  that  the  hypertension  is  due  to  the  cere- 
bral hemorrhage  rather  than  vice  versa. 

A Student:  Why  did  they  do  the  second  lumbar 
puncture? 

Dr.  Cabot:  I do  not  know.  I suppose  they 
thought  that  perhaps  they  did  not  get  a fair  speci- 
men the  first  time.  But  as  long  as'  they  got  crenat- 
ed  red  cells  I think  they  got  enough  evidence. 
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A Student:  What  do  the  urinary  findings  mean? 
She  had  bloody  urine,  leukocytes  ahd  albumin. 

Dr.  Cabot:  I should  not  say  she  had  bloody  urine. 
By  that  phrase  we  ordinarily  mean  gross  blood  that 
you  can  see  with  the  naked  eye.  You  see  fully  as 
much  as'  this  after  a foot  ball  game  in  normal  men, 
fully  as  much  after  a boat  race.  You  see  as  much 
as  this  in  pneumonia  when  the  kidney  does  not  show 
anything  uost  mortem. 

A Student:  According  to  this  the  specific  gravity 
is  fixed. 

Dr.  Cabot:  High  fixed  specific  gravity  does  not 
mean  anything,  so  far  as'  I know.  It  is  perfectly 
conceivable  that  there  is  a nephritis,  but  I do  not 
think  that  we  have  evidence  of  it.  The  pupils  in 
coma  are  useless.  I have  seen  a great  many  pupil- 
lary chnages  in  cases  of  coma  and  very  seldom 
have  found  anything  post  mortem  to  explain  them. 

A Student:  Are  there  not  some  things'  here  sug- 
gesting syphilis? 

Dr.  Cabot:  What? 

A Student:  Cerebral  hemorrhage  in  a young  per- 
son. 

Dr.  Cabot:  Yes.  She  is  young  for  cerebral  hem- 
orrhage. 

A Student:  Isn’t  that  goldsol  suspicious  of  luetic 
disease? 

Dr.  Cabot:  I should  not  say  so.  Of  course  we  can 
not  with  certainty  exclude  lues.  We  never  can. 
We  have  a negative  Wassermann,  but  that  is  not 
enough  to  exclude  the  disease.  I think  we  have 
very  little  evidence  of  it  aside  from  that  point  men- 
tioned, that  lues  is  a common  cause  of  early  cere- 
bral hemorrhage. 

CLINICAL  DIAGNOSIS  (FROM  HOSPITAL 
RECORD) 

Intracranial  hemorrhage. 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS 

Hypertrophy  and  dilatation  of  the  heart. 

Hypertension. 

Cerebral  hemorrhage. 

ANATOMIC  DIAGNOSIS 

1.  Primary  disease. 

Cerebral  hemorrhage. 

Acute  intracapillary  glomerulonephritis.  (Neph- 
ritis of  pregnancy?) 

2.  Secondary  or  terminal  lesions. 

Focal  hemorrhages  in  the  liver,  slight. 

Subinvolution  of  the  uterus. 

DR.  TRACY  B.  MALLORY 

This  was  a puzzling  case  clinically,  and  it  is  still 
something  of  a puzzle  from  a pathologic  point  of 
view. 

To  start  with  the  most  obvious  things,  she  did 
have  a cerebral  hemorrhage.  In  the  left  p arietal 
lobe  was  a large  clot  and  surrounding  softening  of 
the  brain  tissue  9 centimeters  in  diameter.  There 
was  also  a considerable  degree  of  subdural  and  sub- 
pial  hemorrhage  scattered  rather  irregularly  over 
the  entire  surface  of  the  brain.  That  checks'  pret- 
ty well  with  the  clinical  findings,  with  the  one 
definite  symptom,  paralysis  of  the  left  arm,  and 
left  parietal  intracranial  hemorrhage  to  go  with 
that.  The  other  reflex  changes  were  rather  vague 
and  might  easily  have  been  caused  by  the  subpial 
hemorrhage  on  the  surface. 

The  heart  weighed  350  grams.  That  is  very 
slight  enlargement  for  a fairly  large  woman.  Con- 
sequently we  must  presume  the  hypertension  was 
not  of  iong  duration,  and  that  agrees  with  the  state- 
ment that  the  blood  pressure  was  normal  some  time 
before  her  delivery. 

The  liver  was  considerably  enlarged.  In  gross  I 
was  not  able  to  make  out  anything  abnormal  about 


it.  Histologically  however  we  did  find  a few  small 
focal  hemorrhages  and  minute  healed  areas  of  focal 
necrosis. 

The  kidneys  weighed  325  grams.  They  were  very 
deep  red  in  color.  The  markings  were  normal. 
There  were  no  hemorrhages  beneath  the  capsule.  The 
cortex  measured  8 millimeters,  perhaps  slightly  in- 
creased. Microscopic  examination  showed  an  ex- 
tremely acute  intracapillary  glomerulonephritis,  ev- 
ery glomerulus  being  filled  with  polymorphonuclear 
leukocytes,  20,  30  and  40  of  them  in  each  glomer- 
ular cross  section. 

Now  to  try  to  put  the  thing  together.  The 
glomerulonephritis  could  have  caused  the  hyperten- 
sion, possibly  could  have  caused  the  cerebral  hemor- 
rhage. A nephritis,  focal  lesions  in  the  liver,  and 
cerebral  hemorrhage  are  a combination  very  sug- 
gestive of  eclampsia.  Nine  weeks  after  delivery  is 
a long  time  for  eclampsia.  I have  seen  it  two  weeks 
after  delivery,  but  not  later  that  that.  What  is  your 
experience,  Dr.  Cabot? 

Dr.  Cabot:  I never  heard  of  it  after  so  long  a 
period. 

Dr.  Mallory:  It  certainly  is  not  a typical  case. 
Except  for  the  long  period — and  I do  not  think  that 
it  is  utterly  impossible  that  eclampsia  should  be  de- 
layed as  long  as  that — that  would  be  the  best  ex- 
planation for  the  combination  of  the  lesions. 

Dr.  Cabot:  There  was  no  special  evidence  of 
syphilis? 

A Student:  Was  a blood  culture  done? 

Dr.  Mallory:  There  was  a blood  culture  post  mor- 
tem that  was  negative,  but  not  during  life. 

A Student:  What  is  the  etiology  of  eclampsia? 

Dr.  Cabot:  Nobody  knows. 

A Student:  Did  this  woman  come  out  of  her  coma 
before  she  died? 

Dr.  Mallory:  No. 

Dr.  Cabot:  There  are  various  degrees  of  coma. 
One  can  answer  questions  and  act  reflexively,  and 
think  of  course.  It  could  not  have  been  a very  deep 
coma. 


CASE  REPORTS  AND  DISCUSSIONS 
FROM  VALMORA  SANATORIUM 
C.  H.  GELLENTHIEN,  M.  D 
Valmora,  N.  M. 

At  the  staff  meeting  of  Valmora  Sana- 
torium, held  on  Dec.  8,  1928,  several  inter- 
esting cases  were  presented  and  discussed. 
Those  present  were  Drs.  F.  H.  Crail  of  Las 
Vegas,  H.  W.  Gibbs  of  Las  Vegas,  W.  E. 
Kaser  of  Las  Vegas,  E.  B.  Shaw  of  Las  Ve- 
gas, J.  H.  Steele  of  Wagon  Mound,  W.  J. 
Latta  of  Wagon  Mound,  W.  T.  Brown  and 
C.  H.  Gellenthein  of  Valmora.  The  cases  dis- 
cussed presented  a variety  of  diagnostic  and 
therapeutic  problems : 

The  Valmora  Sanatorium  is  maintained 
by  a number  of  large  Chicago  corporations 
for  their  employees  who  break  down  with 
tuberculosis.  Dr.  W.  T.  Brown  is  superin- 
tendent and  Dr.  C.  H.  Gellenthein  is  medi- 
cal director. 

CASE  NO.  1 

In  the  first  case  there  is  still  some  question;  it  is 
hoped  that  the  group  here  tonight  will  make  some 
helpful  suggestions.  He  came  with  a letter  dated 
March  27,  1928,  from  Dr.  Johnson  of  La  Junta  as 
follows : 

“I  am  sending  you  who  first 
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entered  this  hospital  on  January  3,  1927,  with  a 
collapsed  lung.  He  was  watched  by  x-ray  and  by 
repeated  examinations,  and  this  lung  expanded  with- 
in a month  and  remained  so.  Our  pictures'  show  an 
apparent  cavity  in  the  base  of  the  lung.  He  im- 
proved so  much  in  strength,  that  we  allowed  him 
to  return  to  work,  but  he  has  again  returned  to  us, 
with  his  sputum  showing  some  blood,  especially 
after  exercise.  Repeated  examinations  have  been 
negative  for  tubercle  bacilli,  and  there  has  been 
some  suspicion  that  he  has  tuberculosis.  If  he  has 
a malignancy,  it  is  an  unusual  type.  Recent  x-ray  is 
much  clouded  in  both  lungs.  Previous  pictures 
clear  except  at  base.” 

Past  History:  Born  in  Wales,  where  he  lived 
for  7 years;  has  lived  in  Pueblo,  Colo.  42  years; 
worked  in  steel  mills  two  years;  has  been  black- 
smith 27  years. 

Family  History:  Negative;  married  28  years; 
health  of  consort  good;  no  known  exposure  to  tu- 
berculosis. 

Personal  History:  General  health  fair  during 
first  five  years;  scarlatina  at  age  of  three;  measles, 
mumps,  pertussis  in  childhood;  quinsy  when  child. 
Health  in  youth  and  early  adult  life  good;  vaccinated 
in  1905;  typhoid  in  1901;  rheumatism  in  1910; 
right  ankle  crushed  in  1911,  no  anesthetic;  poisoned 
by  canned  lobster  in  1914;  influenza  in  December, 
1926,  with  pleural  effusion.  Gonorrhea  and  syphilis 
denied. 

Present  Symptoms:  Paroxysmal,  tight,  productive 
cough,  most  severe  in  morning  and  on  changing 
position.  One-fourth  cup  expectoration  in  24  hours, 
yellow,  mucoid,  blood-tinged.  T.  B.  absent  (Jan.  2, 
1927).  Dyspnea  when  lying  down  and  on  exertion; 
strength  poor;  fatigue  easily.  Appetite  fair,  diges- 
tion unimpaired,  aversion  to  no  foods,  drinks  3 to  4 
glasses  of  water  in  24  hours.  Urination  5 to  6 times 
in  day,  twice  at  night.  Bowels  regular;  hemor- 
rhoids. Sweats  on  exertion.  Sleep  normal  on  left 
side;  feels  rested  in  a.m.  Burning  pain  under  ster- 
num; cold  hands'  and  feet.  One  cup  coffee  a meal; 
four  cigarettes  per  day. 

Physical  Examination : Average  weight  last  three 
years  125.  Highest  weight  145  in  1902;  lowest  was 
115  in  June,  1928.  General  condition,  good  develop- 
ment, fingers  cyanotic  nails  curved,  neurotic;  re- 
flexes negative.  Lips  pink;  teeth  all  out;  tongue 
moist  and  coated.  Voice  husky  at  times.  Heart 
murmur.  Liver  normal.  Chest  long,  broad  and 
deep;  clavicles  and  scapulae  prominent;  shoulders 
square;  right  handed;  scoliosis  with  left  deviation 
in  lumbar  region,  flexible.  Breathing  mixed;  lag- 
ging right  excursion.  Temp.  96  to  99;  pulse  86 
to  100;  height  5 ft.  5 in.;  weight  117  lbs.  Depres- 
sion above  clavicles  right  and  left.  Atrophy  of  scap- 
ular muscles  both  sides. 

Chest  examination  revealed  no  definite  findings, 
and  during  his  residence  here  wTe  were  unable  to 
find  anything  but  vague,  indefinite  evidence  of  lung 
involvement.  There  have  been  no  rales. 

We  will  now  have  tell  his  own  story: 

“December  22,  1927,  I was  working  as  black- 
smith. Did  not  feel  bad,  but  that  evening  went  to 
wash  hands  and  pain  struck  me  through  the  right 
breast  to  the  shoulder.  I walked  home  and  took 
45  min.  instead  of  15  min.  as  it  usually  did.  The 
sharp  pain  continued.  Took  warm  bath  and  wife 
put  on  hot  water  bottle  and  Antiflogistine.  In  the 
morning  it  was  the  same,  but  next  day  better. 
Called  the  doctor,  but  he  did  not  seem  to  under- 
stand it  well.  Stayed  in  bed  for  a few  days  and 
got  up  some  thick  clots  of  blood  and  my  breath  was 
very  short.  This  continued  for  several  days.  Got  up 
and  walked  around,  but  still  short  of  breath.  Went 
to  doctor  and  he  told  me  to  go  to  bed.  Gave  me  ex- 


amination next  day  and  ordered  me  to  hospital  at 
La  Junta.  Still  got  up  blood.  They  x-rayed  me  and 
found  out  that  my  right  lung  was  collapsed.  From 
then  on  just  coughed  up  this  black  blood.  After  be- 
ing at  hospital  for  60  days,  doctor  gave  permission 
to  go  home  as  I wasn’t  coughing  up  blood.  Must 
have  exerted  myself  for  on  return  to  hospital  con- 
tinued to  get  up  blood.  Kept  me  at  hospital  but 
not  in  bed.  They  were  very  much  puzzled.  Two 
doctors  thought  it  was  tuberculosis,  but  one  did  not. 
Conference  at  La  Junta  of  doctors  from  Ft.  Lyons 
and  they  sent  me  there  for  x-ray.  Gave  diagnosis 
of  cancer  of  lung.  I asked  the  doctor  what  he 
thought  about  my  outlook  and  he  said  I had  better 
call  in  the  undertaker.  I went  home  and  so  far  it 
hasn’t  proved  to  be  cancer  of  the  lung.  Was  or- 
dered to  Valmora  and  Dr.  Gellenthien  has  had  me 
in  charge  ever  since.  Was  in  bed  here  for  10  or  12 
days  and  coughed  up  black  blood.  Sent  me  to 
clinic  at  Pueblo  Doctor  there  examined  sputum 
for  three  weeks  and  came  to  conclusion  it  was  not 
tuberculosis  After  the  first  five  months  went  back 
to  work  and  worked  for  four  months  apparently 
getting  along  fine  and  had  slight  hemorrhage  of 
black  blood.  Sometimes  the  sputum  is  streaked. 
Other  times  it  is  just  spotted.” 

At  the  time  first  x-ray  was  taken  January  3,  1927 
he  was  still  expectorating.  He  complained  that  at 
first  breathing  intensified  nain,  but  not  now.  Dvs- 
nnea  at  times.  When  coughing  felt  lumn  in  right 
lnne  whieh  raised  up  on  couching.  Cough  loose  at 
times.  Most  severe  in  mornins-  at  first,  not.  now. 
Snasms  of  coughing  continue  until  vomiting.  Snutum 
errav.  streaked  with  blood.  Fourth  cupful  in  24 
hours.  Oral  rales  present.  Changing  of  position 
used  to  agora vate  cough-  Tn  gome1  over  the  x-ravs, 
there  are  shadows  at  the  base  that  have  been  diag- 
nosed  cavities,  but  we  felt  that  thev  were  not.  but 
were  examnles  of  bullous  emphvsema.  A second 
picture  was  taken  Februarv  9 1927,  shows  thick- 
ening1 of  bronchial  tree  extending  un  almost  into 
anices.  Diaphragm  erect,  narrow  vertical  heart. 
Absence  of  calcified  nodes  and  consolidated  lung 
tissues.. 

In  the  picture  taken  Februarv  25,  1927.  cavities 
at  right  base  are  smaller  and  walls  of  cavities  left 
base  not  as  definitely  demarcated.  Film  on  March  13. 
1927.  shows  cavities  at  right  base  apparentlv  merg- 
ing and  left  base  camties  almost  disanneared.  Films 
on  March  29.  Sent.  3 and  Oct.  22.  1927.  showed  lit- 
tle further  change.  On  January  14.  1928,  film  did 
not  show  much  change;  cavitv  right  base  gone,  left 
base  present.  Cavities  usuallv  present  no  such  be- 
havior as  this.  On  Februarv  20,  1928,  diagnosis  of 
carcinoma  was  made  at  Ft.  Lvons  on  x-ray  film.  On 
Mav  8,  1928.  suspicious  feathery  streaking  un  into 
left  apex.  On  Julv  13,  1928.  greater  extension  of 
interlacing  dense  fibers  into  left  anex.  On  Septem- 
ber 4,  1928.  interlacing  stil  evident  into  left  apex, 
right  cleared  up. 

In  our  analysis  of  this  case  we  have  a man  49 
years  old,  family  history  negative.  Onset  ruptured 
right  lung.  etc.  His  temperature  range  now  is 
from  99.2  to  95.  Pulse  120  to  70.  Not  much  dif- 
ference in  his  svmtoms.  He  has  cough,  expectora- 
tion blood  streaked  sputum.  No  night  sweats  nor 
chills.  Has  languor,  anorexia,  lack  of  endurance 
and  strength. 

Laboratory  Reports:  Sputum  on  December  5,  1928, 
gray,  no  odor,  tenacious  mucus;  slightly  alkaline; 
no  elastic  fibers,  many  epithelial  cells,  few  pus  cells. 
No  tubercle  bacilli.  Other  bacteria,  staphylococci, 
streptococci  and  pneumococci.  Guinea  pig  died  of 
a septicemia  5 days  after  inoculation  with  some  of 
the  sputum. 

Von  Pirquet  negative.  Urine  negative. 

On  admission,  B.P.  was  122/70,  red  count  4,520,- 


APRIL,  1929 


181 


000  and  white  count  5400.  At  present  B.P.  is 
108/70,  red  count  4,830,000,  hemoglobin  90,  white 
count  6200. 

The  sputum  has  been  watched  for  fragments  of 
tumor  mass  with  no  avail.  The  question  resolved 
itself  to  tuberculosis,  carcinoma  or  bronchiectasis. 
And  we  finally  concluded  that  it  was  a case  of  bron- 
chiectasis. I showed  the  films  to  Dr.  Sampson  at 
Saranac  Lake,  and  he  confirmed  my  findings.  Now 
we  intend  to  make  an  intra-tracheal  injection  of 
lipiodol  which  should  give  us  evidence  of  the  di- 
lation of  the  bronchi  and  definite  fluid  levels,  with 
film  taken  in  the  vertical  position.  Bleeding  is  due 
to  erosion  of  the  bronchial  wall  and  collection  of 
blood  in  the  sacs  of  the  bronchi  as  in  hemoptysis 
from  a cavity. 

Bronchiectasis  per  se  is  unusual.  According  to 
Lord,  one-third  of  all  cases  are  secondary  to  tu- 
berculosis. The  dilation  of  the  bronchi  may  be  cyl- 
indrical, fusiform  or  saccular  and  there  are  three 
theories  ^attempting  to  explain  bronchiectasis. 
(1)  Bronchial:  By  Laennec.  A bronchial  catarrh 
and  stagnation  of  secretion  with  the  mechanical 
effect  of  cough  and  a disturbance  in  the  nutrition  of 
the  bronchial  wall,  with  loss  of  elasticity,  contract- 
ibility  and  ciliary  motion.  (2)  Pulmonary:  Ad- 
vanced by  Corrigan  in  the  Dublin  Journal  1838, 
and  according  to  him,  due  to  a shrinkage  of  fibrotic 
lung  tissue  between  the  bronchi.  (3)  Broncho-pul- 
monary: A combination  of  the  pulmonary  and  bron- 
chial theories. 

Dr.  Latta:  I have  seen  clotting  in  gangrene  and  I 
wonder  how  you  ruled  out  gangrene  and  lung  ab- 
scess. I had  one  case  of  carcinoma  of  the  gall 
bladder  and  liver  with  formation  of  biliary  sinus 
draining  into  the  lower  right  lung,  some  20  years 
ago. 

Dr.  Gellenthien:  If  this  were  an  abscess  or  a lung 
gangrene  the  sputum  would  be  purulent  and  would 
have  a very  foul  odor  and  the  general  symptoms 
wold  be  those  of  a septicemia  with  rigors,  chills, 
high  temperature,  sweats,  etc. 

After  we  had  committed  ourselves  to  the  diag- 
nosis of  bronchiectasis,  went  to  Pueblo, 

where  he  was  under  Dr.  Maynard’s  observation  for 
three  weeks.  Following  is  his  report: 

“Specimens  of  sputum  have  been  submitted  on 
June  22,  23,  25,  30,  July  3,  4,  and  6.  Specimen  of 
July  4 was  old  when  brought  to  laboratory,  so  was 
discarded. 

Fresh  slides  of  all  specimens  have  showed  pus 
and  epithelial  cells  but  no  elastic  fibers,  spirals  or 
crystals.  On  June  23,  a few  large  spores  were  pres- 
ent, but  no  mycelium,  and  the  spores  have  failed 
to  grow  on  agar  slants  after  2 weeks  at  room  tem- 
perature. 

No  tubercle  bacilli  have  been  found,  even  in 
sputum  incubated  for  24  hours  at  37°  C.  Strep- 
tococci were  abundant  in  all  specimens.  Specimens 
of  June  25,  30  and  23  separated  into  three  layers, 
on  standing,  with  pus  at  bottom,  liquid  in  center, 
and  mucus  on  top. 

The  10  a.  m.  specimen  of  June  30  contained  a 
few  large  pigment-filled  cells.  The  latter  specimen 
the  same  day  contained  many  of  the  same  cells,  and 
on  July  3 they  were  very  numerous.  They  are  25-35 
microns  in  diameter,  thickly  packed  with  brown 
pigment,  which  stained  blue  when  treated  with  pot- 
assium ferryocyanide  solution  and  hydrochloric 
acid.  The  July  specimen  did  not  show  any  pig- 
mented cells.  No  eosinophiles  have  been  found  in 
any  samples. 

The  gross  appearance  of  these  samples  suggests 
a bronchiectasis.  The  absence  of  tubercle  bacilli  is 
of  only  slight  negative  value.  With  the  history  of  a 
collapsed  lung  at  first,  the  presence  of  dark  blood  in 
grouped  samples  and  of  the  many  large  cells  con- 
taining blood  pigment,  suggests  an  atelectatic  bron- 


chiectasis, due  to  a disintegration  of  the  airless  por- 
tion of  the  lung. 

I have  found  no  evidence  of  a fungus  infec- 
tion, the  few  spores  present  in  one  sample  probably 
being  a contamination.” 

Dr.  Kaser:  It  is  a peculiar  thing,  with  that 
complete  collapse  that  he  should  still  have  lots  of 
blood.  A complete  collapse  would  stop  breathing. 

Dr.  Gellenthien:  Why  should  it  collapse  do™  as  it 
did,  to  the  base,  rather  than  at  the  hilum? 

Dr.  Kaser:  You  may  have  pleuritic  adhesions. 

Dr.  Gellenthien:  The  bleeding  undoubtedly  came 
from  a portion  of  the  lung  held  out  by  the  adhes- 
ions. 

Dr.  Kaser:  You  should  have  had  a bronchiectasis 
in  the  beginning  of  this  case  before  the  spontaneous 
collapse  occurred. 

Dr.  Crail:  The  first  symptoms  evidently  were 
perforation  of  some  portion  of  the  bronchial  tree. 
The  common  cause  of  spontaneous  pneumothorax  is 
tuberculosis.  One  other  thing  that  causes  it  is  in- 
fluenza. While  in  the  army  during  the  war  and 
while  in  Houston  we  had  numerous  cases  of  lung 
collapse  due  to  influenza.  This  history  is  too  long 
for  carcinoma. 

Dr.  Shaw:  The  history  preceding  would  indicate 
tuberculosis  infection  with  its  loss  of  weight  and 
little  cough. 

Dr.  Gellenthien:  We  should  be  getting  physical  ex- 
amination evidence  in  the  chest,  but  have  not  so  far. 
The  x-ray  however,  does  show  faint  interlacing  fi- 
bers extending  almost  to  the  periphery  and  the 
apex  in  the  left  lung. 


CASE  NO.  2. 

Male,  age  20,  born  in  Chicago;  parents  born  in 
Germany,  but  patient  has  lived  entire  life  in  United 
States.  Family  history  irrelevant,  without  known 
exposure  to  tuberculosis.  Vaccinated  in  1915;  has 
had  bronchitis,  measles,  pertussis  and  pleurisy  with 
effusion.  Gonorrhea  and  syphilis  denied. 

Present  illness:  Onset  in  May,  with  cold.  In  Au- 
gust 1926  had  hemorrhage  (cupful),  bed  rest  7 
weeks.  Slight  cough,  night  sweats.  February,  1927, 
right  lung  collapsed  (pneumothorax).  Kept  collaps- 
ed until  June,  1927-  January,  1928,  re-collapsed.  In 
April  empyema  developed.  Aspirated  for  few 
weeks'.  Resected  two  ribs  in  April  1928. 

Present  Symptoms:  Cough  most  severe  during 
morning  and  after  laughing;  loose  productive  and 
paroxysmal.  Expectoration  yellow,  green,  gray, 
one  drachm  in  24  hours  Micro,  exam.  June  1926, 
April  1928,  T.B.  present.  Hemoptysis  first  August 
1926,  one  cup  full;  last  October  1927.  Temporary 
hoarseness.  Dyspnea  on  exertion.  Strength,  fair. 
Fatigue  easily.  Can  walk  about  two  blocks.  Appe- 
tite poor.  Digestion  impaired,  nausea  and  gas. 
Aversion  to  acids.  Thirst  normal,  drinks  8 glasses 
in  24  hours.  Urinates  5 to  6 times  day,  once  at 
night.  Bowels  regular.  Hectic  time  4 a.  m.  Slightly 
flushed  cheeks.  Sleep  normal  10  hours  on  back, 
rested  in  a.  m.  No  chills;  cold  hands  or  feet  during 
the  day.  Weight,  highest  155  lbs.  in  March  1928. 
Average  last  3 years  135.  On  admission  108.  Coffee 
one  cup.  Tobacco  in  moderation  two  years  ago. 

Physical  Examination:  General  condition  good. 
Medium  complexion.  Fingers  clubbed,  cyanotic, 
curved  nails,  sweaty  palms.  Development  good; 
anemia  slight  mucous  membranes  pale.  Nervous  sys- 
tem normal,  pupils  of  eyes  react  to  light  and  ac- 
commodation. Lips  pale.  Teeth  fair.  Tongue  moist 
and  coated.  Liver  normal.  Long  narrow  shallow 
chest;  clavicles  prominent;  scapulae  prominent; 
drooping  shoulders.  Right  handed.  Mixed  breath- 
ing. Respiratory  marked  lagging  on  right.  Oral 
rales  present.  Atrophy  of  scapular  muscles  right 
and  left.  Left:  Interlobar  pleurisy. 
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Chest  findings:  Rales  throughout  right  lung, 
front  and  back,  and  to  the  3rd  rib  anteriorly  and 
to  the  base  posteriorly  in  the  left  lung.  Cavity  at 
right  apex,  distant  breathing  right  base. 

Diagnosis:  Far  advanced  pulmonary  tuberculosis: 
Prognosis  unfavorable. 

About  June,  1926,  patient  entered  hospital  in  Chi- 
cago, was  x-rayed  and  has  positive  diagnosis  of  pul- 
monary tuberculosis.  On  Aug.  first  or  second  he 
had  hemorrhage  of  cupful  in  amount,  after  which 
he  was  kept  in  bed  seven  weeks  and  was  then  up  on 
exercise.  Had  but  slight  cough  at  that  time.  Al- 
though apparently  doing  all  right,  he  was'  x-rayed 
in  January  1927,  showing  excavation  at  right  apex. 
His  doctor  started  pneumothorax  on  Feb.  1,  1927, 
inserting  gas  every  two  or  three  weeks.  He  gained 
weight,  cough  was  much  better  and  he  improved 
in  all  respects.  X-ray  on  Feb.  5th  showed  apex  not 
collapsed;  on  March  3rd  collapse  was  slightly  less; 
on  April  15  fluid  was  shown  to  be  forming;  on  June 
first  fluid  had  increased.  On  June  15th  pneumo- 
thorax was  stopped  and  he  was  put  on  bed  rest.  On 
July  22,  x-ray  showed  lung  creeping  out  in  the 
fluid;  on  Sept.  2nd  collapse  had  about  disappeared; 
on  Nov.  17  fluid  had  decreased.  On  Jan.  12,  1928 
he  was'  re-collapsed,  following  which  he  had  much 
pain  in  chest  and  his  doctor  removed  some  fluid 
which  was  yellow  and  clear. 

At  end  of  March  sick  at  stomach,  had  night 
sweats  but  no  chills.  April  18,  1928,  had  severe  pain 
on  sitting  up.  Diagnosis  of  empyema  made  with 
puncture  needle.  Removed  pus  every  week  with 
the  needle  from  April  15  to  May  10. 

May  12,  1928.  Rib  re-section  was  done  under  lo- 
cal. with  immediate  relief.  June  1,  1928  went  home, 
night  sweats  gone.  Wound  was  left  alone  until 
July  15.  1928.  Then  irrigated  once  daily  with  Da- 
kin’s solution  until  coming  here,  October,  1928. 

Laboratory  Report:  Sputum:  December  5,  1928. 
Yellow,  green,  gray;  foul  odor;  muco-purulent;  al- 
kalin  reaction;  numerous  elastic  fibers;  few  epithe- 
lial cells,  many  pus  cells.  Positive  for  tubercle  bacil- 
li (Gaffky  8),  forms  beaded;  few  staphylococci,  and 
few  pneumococci. 

Urine:  Negative. 

Blood.  December  8,  1928:  Wassermann,  nega- 
tive. B.P.  118/668;  hemoglobin  90;  erythrocytes 
4,380,000;  leucocytes  9,000. 

Temperature  range  now  100.8  to  97.0.  Pulse  122 
to  92.  Weight  on  admission  108  lbs.,  now  112.  Dur- 
ing the  past  8 weeks,  cough  has  improved  slightly. 
Appetite  improved,  digestion  good,  bowels  regular. 
He  has  had  no  night  nor  day  sweats  while  here. 
No  pain  except  pleurisy  at  left  base.  Strength  is 
improved.  The  drainage  is  nearly  the  same,  seems 
slightly  better.  Did  not  have  a tube  when  he  came 
and  it  has  not  been  necessary.  Smears'  made  from 
the  secretion  have  all  been  negative. 

Dr.  Crail:  This  would  seem  to  be  an  ideal  case 
for  thorocoplasty.  His  left  lung  seems  to  be  in  fair 
condition  and  the  load  of  toxemia  would  be  much 
less,  if  the  right  were  collapsed. 

Dr.  Gellenthein:  That  is'  true,  but  at  present  he  is 
responding  well  to  rest.  His  symptoms  are  decreas- 
ing and  his  weight  is  increasing. 

Dr.  Shaw:  Does  air  pass  in  and  out  through  the 
sinus  opening? 

Dr.  Gellenthien:  At  first  it  did,  but  not  at  pres- 
ent. We  are  having  no  difficulty  in  getting  proper 
and  sufficent  drainage. 

Dr.  Crail:  Is  there  anything  in  the  left  lung  ex- 
cept pleurisy  at  left  base? 

Dr.  Gellenthien:  Rales  throughout  back  in  the 
left  lung. 

Dr.  Crail:  What  do  you  think  his  prognosis  in 
that  case  is? 

Dr.  Gellenthien : Not  so  good. 


Dr.  Latta:  Were  there  enough  ribs  taken  out? 

Dr.  Gellenthien : The  surgeon  had  no  intention  of 
effecting  a lung  collapse,  and  enough  ribs  were 
re-sected  to  give  ample  drainage.  We  want  to 
put  him  on  heliotherapy  in  the  spring  and  it  might 
close  that  sinus.  Last  picture  indicated  a great 
deal  of  scar  tissue. 

Dr.  Gibbs:  Would  phrenic  exeresis  bring  dia- 
phragm high  enough  to  fill  that  space? 

Dr.  Gellenthien:  Do  not  think  so;  it  would  bring 
it  up  some,  but  not  enough. 

Dr.  Shaw:  How  do  you  give  sun  treatment? 

Dr.  Gellentheien : Sun  in  pulmonary  tuberculo- 
sis is  a difficult  hting.  It  general  we  don’t  know 
what  we  are  using,  and  what  its  effects  will  be. 
For  all  practical  purposes  we  are  using  two  rays, 
the  ultra-violet  and  the  infrared.  The  ultra-violet 
is  the  more  potent  ray,  and  its  reaction  is  general 
or  systemic;  we  have  no  fear  of  exposing  the  en- 
tire body  to  it  with  our  lamps.  The  infrared  ray 
is  the  heat  ray  and  is  local  in  its  reaction;  if  the 
chest  is  exposed  to  it  injudiciously  a pulmonary 
congestion  with  a resultng  hemorrhage  may  oc- 
cur. At  Valmora  the  dosage  is  controlled  by 
Rollier’s  technique  and  actinotherapy  is  not  used  in 
an  acute  pulmonary  tuberculosis.  When  the  case 
becomes  quiescent  sun  is  given  as  exercise.  So  far 
we  have  had  no  ill  effects  result  from  the  use  of 
the  lamp  or  sun,  and  feel  that  we  have  gotten 
worth  while  benefits  from  their  use.  Rollier  claims 
that  one-third  of  actinotherapy  treatment  is  due 
to  the  light,  one-third  is  due  to  it  psychic  effect, 
and  one-third  due  to  other  unknown  factors. 

Dr.  Shaw:  It  would  seem  to  me  that  if  its'  only 
effect  were  psyhic,  that  it  would  still  be  an  im- 
portant worth  while  adjunct  to  treatment. 

Dr.  Gellenthien:  Unquestionably  so,  and  we 

know  that  the  ultra-violet  ray  is  almost  a specific 
for  intesinal  and  bone  tuberculosis. 


CASE  NO.  3. 

Unmarried  female,  age  30.  Has  lived  in  Topeka, 
Kans.  ten  years.  No  known  exposure  to  tubercu- 
losis. 

General  health  during  infancy  good,  fair  during 
childhood,  good  during  youth.  Had  mumps,  per- 
tussis and  measles  in  childhood;  typhoid  in  1907; 
pleurisy  with  effusion  in  1910.  Ulna  fractured  in 
1917;  surgical  operation  for  periostitis  in  1917, 
with  sequestrum  removed  in  1918.  Diphtheria  in 
1918.  Appendectomy  under  ether  in  1919.  Ton- 
sillitis frequently  with  tonsillectomy  in  1923  under 
local.  Acute  indigestion  in  1927.  Rectal  fistula, 
fissure  abscess  under  local  in  1928,  at  Mayo  Clinic. 
Menstruation  began  at  age  of  16  and  has  been  nor- 
mal since. 

Present  Illness:  Onset  December,  1924;  in  bed 
for  4 to  5 weeks  with  pleurisy  at  base.  Never 
has  left  since.  Slight  cough,  no  night  sweats, 
chills.  Slight  loss  of  weight.  No  hemorrhage, 
tired  all  the  time.  Went  to  Albuquerque  May,  1925, 
for  4 months.  Worked  in  Topeka  for  2 years.  Jan- 
uary, 1927,  back  to  Albuquerque  for  6 months. 
Worked  in  Topeka  for  13  months  until  coming 
here.  Albuquerque  Sanatorium  first  time  2 
months,  second  time  6 months. 

Present  Symptoms:  Cough  most  severe  during 
morning.  Character  loose,  productive.  Expecto- 
ration yellow,  blood  tinged  a very  few  times; 
amount  in  24  hours  2 drachms';  Micro,  exam.  April, 
1927,  T-  B.  absent,  blood  tinged  3 or  4 times  in 
the  last  year.  Loss  of  voice  winter  1927. 
Strength  poor,  fatigue  easily.  Good  appetite.  Di- 
gestion unimpaired.  Slight  gas.  Aversion  to  fats. 
Normal  thirst;  drinks  5 glasses.  Urinates  3 to  4 
times  durng  day,  none  at  night.  Bowels  consti- 
pated. Hectic  (time)  5 p.  m.  cheeks  flush,  head- 
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ache.  Sleep  good  8 hours  on  right  side,  not  rested 
in  a.m.  Menstruation  25  to  26  days,  normal  flow, 
no  pain.  Pleurisy  severe  at  right  base.  Cold  feet. 
Weight:  Highest  140%  August  1927,  average  last 
3 years  132.  Lowest  recent  120,  June  1928.  Coffee 
1 cup,  tea  1 cup. 

Physical  Examination : General  condition  good. 
Development  good.  Nervous  system  normal.  Pu- 
pils react  to  light  and  accommodation.  Reflexes 
negative.  Lips  pale.  Teeth  good.  Tongue  moist, 
coated.  Tonsils  out.  Abdomen,  appendectomy 
scar.  Liver  normal.  Long  narrow  shallow  chest. 
Clavicles  prominent.  Scapulae  prominent.  Shoul- 
ders drooping.  Right  handed.  Spine  straight, 
flexible.  Breathing  abdominal,  lagging  right. 
Pulse  80.  Respiration  32.  Inspiration  33%.  Ex- 
piration 31%.  Breath  32.  Depression  above  clav- 
icles right  and  left.  Atrophy  of  scapular  muscles 
right  and  left. 

The  day  before  Thanksgiving  she  had  a severe 
attack  of  neuritis  and  we  had  to  give  her  morphine 
for  relief.  Severe  pleurisy  has  started  again.  We 
did  a Von  Pirquet  yesterday.  As  you  see  it  is 
negative  at  the  end  of  the  first  24  hours.  The 
40  and  72  hour  readings  will  probably  be  the 
same.  Wassermann  is  negative. 

Laboratory  Report:  Sputum  December  5,  1928. 
Color-  grayish.  Odor  none,  constancy  mucoid. 
Slightly  alkaline  reaction.  Few  elastic  fibers,  few 
epithelial,  many  pus  cells,  no  T.  B.  Other  bacteria 
staphylococci,  streptococci  pneumococci. 

Urine:  December  6,  1928.  Slightly  turbid;  light 
amber;  sp.  gr.  1.012;  aromatic  odor;  acid;  no  al- 
bumin nor  sugar,  bile  nor  hemoglobin;  few  pus 
cells;  phosphates  present;  no  acetone;  slight  trace 
of  indican;  no  reaction;  sediment,  many  epithe- 
lial cells,  few  uric  acid  crystals. 

Blood:  December  7,  1928.  B.P.  120/90;  hemo- 
globin 90,  erythrocytes,  4,720,000;  leucocytes  7,600. 
7,600. 

Dr.  Gellenthien:  With  the  fluoroscope  nothing 
was  evident,  except  that  there  were  definite  spasms 
of  the  right  hemidiaphragm.  Her  temperature  is 
normal  in  the  morning.  Starts  at  96.8  goes  to 
100.  Her  pulse  is  from  92  to  70:  With  bed  resst 
she  has  gained  weight,  but  coughs  more  and  tem- 
perature is  higher  than  it  was. 

Dr.  Shaw:  The  fact  that  one  fails  to  find  T.B. 
is  not  proof  that  there  are  none. 

Dr.  Gellenthien:  According  to  Brown,  at  least 
one  of  five  things  are  necessary  to  make  a diagno- 
sis of  clinical  tuberculosis  (1)  persistent  rales 
in  the  upper  half  of  the  chest,  (2)  a parenchy- 
matous x-ray  lesion;  (3)  tubercle  bacilli  in  the 
sputum;  (4)  history  or  evidence  of  wet  pleurisy 
or  (5)  hemoptysis  of  a drachm  or  more. 

Dr.  Crail:  Have  you  found  any  rales  in  this 
case? 

Dr.  Gellenthien:  None. 

Dr.  Kaser:  I found  nothing  upon  physical  exam- 
ination. May  I raise  the  question  as  to  whether 
the  response  to  tuberculin  and  the  Von  Pirquet 
disappear  in  some  cases. 

Dr.  Gellenthein:  At  the  recent  Sotithwestdrn 
Medical  meeting  at  Albuquerque  I asked  Dr.  J.  I. 
Myers  of  Minneapolis,  whether  the  immunity  or 
so-called  allergic  response  of  an  individual  dis- 
appeared as  the  lesion  healed,  especially  in  juven- 
ile tuberculosis,  where  every  symptom  and  sign 
disappears,  even  with  the  x-ray.  He  stated  that 
in  a large  percentage  allergy  does  not  disappear, 
but  in  some  it  does.  Some  writers  claim  that  the 
allergic  state  is  lost  in  pregnancy  and  in  far  ad- 
vanced terminal  cases. 

Dr-  Latta:  Muscle  tenderness  is  a sign  of  tuber- 
culosis and  I find  it  in  this  case. 

Dr.  Shaw:  In  this  case  your  signs  are  lacking, 


but  symptoms  are  numerous.  Everything  is  there 
that  makes  up  a tuberculosis  case.  It  is  difficult 
to  explain  pleurisy  on  any  other  basis  and  I think 
this  tuberculosis. 

Dr.  Latta:  How  about  hemoglobin? 

Dr.  Gellenthien:  Ninety  per  cent.  How  about 
the  elastic  fibers  in  the  sputum,  do  they  indicate 
activity? 

Dr.  Gibbs:  How  many  patients  do  you  have  with 
nasal  mouth  breathng  at  night  or  with  snus 
trouble? 

Dr.  Gellenthien:  I don’t  know,  off  hand. 

Dr.  Gibbs:  Are  there  ill  effects  from  tonsillec- 
tomy ? 

Dr.  Gellenthien:  Dr.  Crail  has  performed  major 
operations  on  three  quiescent  cases  during  the 
last  year  with  no  ill  effects.  In  each  lof  these 
cases  there  was  marked  improvement  after  the 
operation. 

Dr.  Gibbs:  Will  a tonsillectomy  bring  on  tuber- 
culosis? 

Dr.  Crail:  I don’t  see  why  any  operation  should 
increase  the  disease  if  the  thing  the  patient  is  be- 
ing operated  on  for  gives  him  a handicap.  These 
cases  that  break  down  after  a tonsillectomy  are 
probably  breaking  down  before  the  operation  is 
done. 

Dr.  Gibbs:  It  is  a question  worth  while.  They 
say  it  only  has  ill  effects  when  the  tonsils  are 
not  entirely  removed. 


CASE  NO.  4. 

The  next  case  we  wish  to  present  iss  one  of  pul- 
monary tuberculosis  in  a ten-months-old  infant. 
The  father  was  diagnosed  as  moderately  advanced 
pulmonary  tuberculosis  and  admitted  to  Valmora, 
August,  1928.  His  sputum  has  been  persistently 
negative.  His  baby  was  6 months  old,  and  we 
advised  him  to  have  it  examined  by  a competent 
pediatrician.  Thfe  baby  had  no  temperature,  pulse, 
night  sweats,  cough  nor  symptoms  of  any  sort.  It 
had  its  normal  weight  and  apparently  nothing  was 
wrong  with  it.  Physical  examination  revealed 
nothing  except  one  pea-sized  hard  cervical  gland  on 
the  left.  The  Von  Pirquet  was  positive  and  the 
x-ray  shows  extensive  bilateral  involvement. 

Dr.  Shaw:  Was  the  mother  well? 

Dr.  Gellenthien:  Mother’s  physical  examination 
and  x-rays  were  negative. 

Dr.  Gibbs:  Did  the  baby  gain  weight  normally? 

Di.  Gellenthien:  The  baby  was  apparently 

healthy,  being  symptom  free  and  gaining  weight 
as  a normal  baby  should.  We  have  been  treating 
the  baby  with  the  usual  anti-tuberculus  regime  and 
stressing  heliotherapy.  When  it  was  ten  months 
old  it  was  apparently  normal,  being  symptom  free 
and  Weighing  24  pounds.  Juvenile  tuberculosis 
nearly  always  gets  well,  with  proper  care  and  we 
feel  the  prognosis  in  this  case  is  good. 


CASE  NO.  5. 

Our  next  case  came  with  the  following  letter 
from  his  doctor : 

“He  came  in  with  the  usual  symptoms  of  a 
chronic  wasting  disease,  listlessness,  loss  in  weight, 
tired  feeling  and  moderate  sweating  at  night.  He 
was  coughing  very  little  when  he  came  here  and 
raising  but  little  material.  I put  him  on  expecto- 
rant and  in  the  following  days  madte  repeated 
acidfast  stains  of  his  sputum,  but  was  never  able 
to  find  any  tuberculosis'  organisms.  Methylene 
blue  stains  showed  numerous  colonies  of  diplococci 
and  other  coccus  organisms.  In  fluoroscoping  his 
lungs  we  could  see  that  his  lungs  were  more  or  less' 
involved  throughout  with  some  sort  of  progressive 
condition.” 

Physical  examination  revealed  an  extensive  bi- 
lateral involvement  of  the  lungs. 


184 


SOUTHWESTERN  MEDICINE 


Wassermann:  Negative.  Sputum:  Negative  ex- 
cept once.  We  vdere  never  able  to  repeat  this  and 
I feel  that  we  had  a contamination  with  a hay  or 
smegma  bacillus.  On  admission  he  complained 
of  a smothering  sensation  and  a feeling  of  oppres- 
sion inside  of  his  chest.  His  sputum  was  blood 
streaked.  When  he  atle  he  would  gurgle  a good 
deal,  so  much  so  that  we  were  never  able  to  let 
him  go  to  the  dining  room  and  after  he  finished 
his  meal  he  would  re-gurge  several  mouthfuls.  The 
pupil  of  his  right  eye  was  dilated,  the  left  was 
normal  and  he  complained  of  a unilateral  ssweat- 
ing  of  the  right  side;  of  the  head. 

We  felt  that  the  bilateral  extensive  involvement 
in  this  case  was  not  due  to  pulmonary  tuberculosis, 
but  was  probably  a secondary  acute  process  and 
the  fact  that  we  had  a man  in  the  60’s  made  us 
want  to  try  and  rule  out  carcinoma.  On  eating 
he  complained  of  a fullness  in  the  chest,  vomiting 
after  eating,  a sense  of  weight  back  of  the  ster- 
num, dyspnea  and  difficult  deglutition  and  rais- 
ing a blood  streaked  sputum.  After  the  acute 
process  in  his  lungs  had  subsided  we  attempted 
to  aspirate  the  stomach  contents'  with  a Rehfuss 
duodenal  and  stomach  tubes.  We  'encountered  dif- 
ficulty, however,  and  were  unable  to  pass  an  ob- 
struction in  the  esophagus  just  at  the  upper  bor- 
der of  the  sternum.  We  then  fed  him  a barium 
meal  and  watched  it  go  down  under  the  fluoro- 
scope.  At  the  level  of  the  cricoid  cartilage  a bulge 
or  outpouching  appeared.  We  made  a picture  of 
it  and  found  it  to  be  the  size  of  a hen’s  egg.  We 
made  a diagnosis  of  a pulsion  diverticulum  of  the 
esophagus  at  the  level  of  the  cricoid  cartilage. 
This  pouch  was  infected  and  the  acute  secondary 
pulmonary  infection  of  the  lungs  was  by  extension. 
After  this  acute  infection  had  passed  off  the  signs 
of  pulmonary  tuberculosis'  were  evident. 

The  treatment  as  given  in  the  texts  consists  of 
first  surgical,  second,  an  attempt  at  keeping  the 
diverticulum  empty  by  manual  manipulation  and 
hygiene.  In  this  case  we  got  results  by  the  latter. 
He  is  now  back  at  work  and  feeling  fine. 


BOOK  REVIEWS 

CORRECTIVE  PHYSICAL  EDUCATION  FOR 
GROUPS.  By  Charles  L.  Lowman,  M.D.,  F.A.C.S., 
Attending  Orthopedic  Surgeon,  Methodist  Hospital 
of  Los  Angeles;  Chief  of  Staff,  Orthopedic  Hospi- 
tai  • School,  Los  Angeles.  500  pages,  99  illus.,  price 
§1.50.  A.  S.  Barness  & Co.,  New  York  City. 

The  men  of  our  profession  are  every  day  meeting 
with  deformities  or  potential  deformities  due  to 
some  malalignment.  In  children  these  simple  dis- 
tortions are  cast  aside  for  nature’s  correction.  Or- 
thopedic surgeons  and  physical  educators  have 
proved  conclusively  that  these  children  do  not  out- 
grow their  flat  pronated  feet,  knock  knees,  bow  legs, 
etc. 

The  jjhysician  who  has  these  problems  confront- 
ing him  will  find  comfort  in  this  book.  Perhaps 
the  chapters  of  most  interest  to  the  physician  in 
part  one  are  those  dealing  with:  The  Influence  of 
Posture  on  Growth  and  Development,  Technic  of 
Examination,  Lateral  Posture  Deviation  and  Growth 
Divergencies  and  Applied  Principles  of  Exercise. 
The  proper  classifications  of  children  into  groups 
and  the  equipment  for  schools  are  discussed  clearly 
in  part  two.  The  physical  educator  will  find  great 
help  in  part  four.  Every  phase  of  physical  educa- 
tion may  be  found  in  this  book  and  it  is  as  helpful  to 
the  physician  as  it  is  to  the  physical  educator.  The 
book  is  divided  into  five  parts  and  is  beautifully  il- 
lustrated. It  has  a good  bibliography  and  no  index 
could  be  more  complete. 


PROBLEMS  IN  SURGERY:  University  of 

Washington  Graduate  Medical  Lectures  for  1927. 
By  George  W.  Crile,  M.D.,  (edited  by  Amy  F. 
Rowland.  Octavo  volume  of  171  pages',  illustrated. 
Philadelphia  and  London:  W.  B.  Saunders  Com- 
pany, 1928.  Cloth,  $4.00  net. 

The  medical  public  is  so  thoroughly  cognizant  of 
the  work  of  George  W.  Crile  that  it  would  seem 
superfluous  for  the  reviewer  to  make  more  than 
mere  mention  of  the  field  of  the  book. 

There  are  17  pages  devoted  to  the  management 
of  the  acute  infections.  There  are  10  pages  de- 
voted to  a general  consideration  of  the  treatment 
of  premalignant  and  malicious  conditions.  There 
are  36  pages  devoted  to  operations  on  the  bad- 
risk  patient.  There  are  24  pages  on  the  mechan- 
ism of  hyperthyroidism.  There  are  20  pages  on 
the  diagnosis  and  operative  clinic.  There  are  36 
pages  on  bipolar  interpretation  of  certain  normal 
and  pathological  conditions. 

The  book  is  profusely  illustrated  with  'excellent 
pictures.  The  type  is  easy  to  read  and  the  paper 
is  , of  the  best.  There  are  171  pages.  There  is  no 
index. 


BRONCHIAL  ASTHMA— Its  Diagnosis  and 
Treatment,  by  Harry  L.  Alexander,  A.B.,  M.D., 
Associate  Professor  of  Medicine  in  the  Washington 
University  Medical  School,  St.  Louis,  Mo.;  Asso- 
ciate Physician  to  the  Barnes'  Hospital,  St.  Louis, 
Mo.;  illustrated;  Lea  and  Febiger,  Philadelphia; 
1928. 

This  is  a small  book  of  171  pages.  It  is  written 
primarily,  it  would  seem,  to  expound  the  author’s 
view  of  vagatonia  to  explain  asthma. 

The  author  is  dogmatic  in  his  statements.  In  his 
preface  he  states  that  asthma  is  an  explanation  of 
human  hyper^sens'itiveness.  While  this  may  'be 
the  true  explanation,  there  are  many  who  feel  that 
this  is  no  talways  the  case,  or  at  least  that  other 
factors,  as  well  as  hyper-sensitiveness,  play  im- 
portant parts. 

The  subjject,  however,  is  well  and  generally  treat- 
ed. The  bibliography  is  excellent.  It  contains  in 
the  neighborhood  of  three  hundred  and  twenty 
names.  There  are  many  of  these  names,  also, 
which  have  repeated  references  to  contributions. 

No  new  methods  of  treatment  are  advanced, 
ether  than  the  use  of  ephedrin  and  and  the  sur- 
gical removal  of  the  superior,  middle,  and  inferior 
cervical  sympathetic  ganglia. 

The  author  is  pretty  careless  in  his  quotations  at 
times,  as  for  example,  on  page  45,  he  referred  to 
my  theory  as  a “non-passive  respiration,”  where- 
as it  should  be  “non-passive  expiration,”  and 
says  that  “forced  expiration  causes  pulmonic  vas- 
cular engorgement,”  whereas  forceful  expiration 
produces  vascular  engorgement  within  the  bronchi 
only  and  the  reverse  condition  of  the  pulmonic  ves- 
sels. This  indicates  very  clearly  that  the  author 
has  not  taken  the  trouble  to  understand  other 
men’s  views'. 

The  publisher’s  work  is  of  the  highest  type. 
There  are  a few  mis-spelled  words  as  for  example, 
on  page  30  mucous  in  the  fifth  line,  used  as  an 
adjective,  has  the  letter  “o”  omitted.  On  page  38 
the  third  line  of  the  last  paragraph,  the  letter  “r” 
is  inverted. 

If  the  reader  will  take  these  few  minor  criticisms 
not  too  seriously,  he  will  find  the  book  an  excel- 
lent dissertation  on  the  subject  of  asthma  and  will 
gain  an  understanding  of  asthma  from  its  reading. 
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EL  PASO  COUNTY  NEWS 

THE  EL  PASO  COUNTY  MEDICAL  SOCI- 
ETY were  hosts  at  a dinner  on  February  11,  giv- 
en in  honor  of  Dr.  Chas.  Scudder  of  Boston,  Dr. 
Burton  Lee  of  New  York,  Dr.  W.  B.  Thorning  of 
Houston,  Dr.  D.  B.  McEachern  representing  the 
American  College  of  Surgeons,  and  Fr.  C.  R.  Moul- 
inier  of  the  Catholic  Hospital  Association.  Dr. 
Scudder  gave  a brief  discussion  of  the  modern 
treatment  of  fractures.  Dr.  Lee  talked  on  the 
management  of  cancer.  He  also  explained  a clin- 
ical method  of  grading  cancer  which  is  used  in  his 
clinic.  Dr.  McEachern  spoke  of  the  necessity  of 
hospital  standardization.  He  appealed  to  the  so- 
ciety to  insist  that  the  county  build  a modern  hos- 
pital. Fr.  Moulinier  also  app-ealed  for  a new 
county  hospital  to  take  the  place  of  the  present 
inadequate  one.  A large  representation  from  the 
county  society  and  from  William  Beaumont  Hospi- 
tal attended  the  dinner. 

DR.  LESLIE  M.  SMITH  attended  a meeting 
of  the  Texas  Dermatological  Society  which  met 
March  2,  at  San  Antonio.  The  meeting  was  at- 
tended by  fourteen  dermatologists  practicing  in 
Texas.  The  meeting  was  devoted  largely  to  the 
presentation  and  discussion  of  clinical  cases.  Dr. 
B.  F.  Stout  of  San  Antonio  addressed  the  society 
on  “The  Application  of  the  Bacteriophage  in  Der- 
matology.” 

THE  SOUTHERN  BAPTIST  SANATORIUM 
celebrated  the  tenth  anniversity  of  its  founding 
during  March.  A campaign  is  being  conducted  for 
an  endownment  fund  to  provide  treatment  for  in- 
digent tubei’culous  patients. 


PERSONALS  AND  NEWS  ITEMS  FOR 
ARIZONA 

DR.  VICTOR  RANDOLPH,  of  Phoenix,  with 
Mrs.  Randolph  and  family,  left  the  latter  part  of 
March  for  post-graduate  work  in  Europe;  he  will 
be  gone  six  months  or  longer,  and  will  devote  his 
attention  chiefly  to  the  surgical  treatment  of  tu- 
berculosis and  other  chest  conditions,  and  to  the 
study  of  heart  diseases. 

DR.  GEORGE  BRIDGE,  formerly  chief  surgeon 
of  the  Copper  Queen  Hospital,  in  Bisbee,  has  re- 
signed from  that  work  and  has  moved  to  Phoenix. 
He  expects  to  enter  the  practice  of  surgery  in 
Phoenix  some  time  this  fall  or  winter. 

DR.  ROBERT  FERGUSON,  of  Bisbee,  who  has 
been  with  the  Copper  Queen  Hospital  for  many 
years,  has  been  made  chief  surgeon  in  place  of 
Dr.  George  Bridge,  resigned.  The  Phelps-Dodge 
Company  is  constructing  a new  hospital  in  Bisbee 
which  is  said  to  be  the  last  word  in  hospital  de- 
sign for  industrial  work. 

DR.  NORMAN  ROSS,  of  Phoenix,  has  resigned 
as  resident  physician  at  St.  Joseph’s  Hospital,  and 
entered  into  practice  in  association  with  Dr.  A. 
M.  Tuthill. 

Dr.  CHARLES  W.  SULT,  of  Phoenix,  has  re- 
turned to  his  work,  after  an  illness  of  several 
weeks  from  pneumonia. 

DR.  JAMES  VANCE,  of  El  Paso,  was  among 
the  contestants  in  the  recent  southwestern  golf 
tournament  in  Phoenix.  With  DR.  KIM.  BAN- 
NISTER, of  Phoenix,  he  went  to  the  semi-finals. 
Both  the  doctors  suffered  defeat,  although  put- 
ting up  game  fights. 

DR.  ROBERT  J.  DOSTAL,  formerly  with  the 
United  Verde  Hospital  in  Jerome,  has  moved  to 
Santa  Monica,  Calif.,  where  he  will  engage  in  the 
practice  of  pedistrics 


DR.  CHARLES  W.  BROWN,  of  Florence,  Ariz., 
has  placed  his  membership  with  the  Maricopa 
County  Medical  Society.  Dr.  Brown  is  a graduate 
of  Emory  University,  Georgia,  and  came  to  Flor- 
ence last  year,  to  take  the  place  of  Dr.  Fred  Per- 
kins as  physician  for  the  Arizona  State  Prison. 


YAVAPAI  COUNTY  (Ariz.)  MEDICAL 
SOCIETY 

YAVAPAI  County  (Ariz.)  Medical  Society  10  bf 

The  Yavapai  County  Medical  Society  and  Medi- 
cal Officers  of  Fort  Whipple,  hold  their  annual 
joint  banquet  on  Tuesday  evening,  March  26th. 
This  event  celebrated  the  close  of  their  postgrad- 
uate study  course  for  the  year,  in  which  they  pre- 
sented their  diagnostic  studies  on  the  Case  Histo- 
ries of  Massachusetts  General  Hospital,  which 
have  been  printed  in  this  journal. 

Group  II  was  declared  the  winner  of  the  con- 
test, with  a percentage  of  97.17 ; Group  I,  with  a 
grade  of  93.91  was  second,  and  Group  III  with  a 
record  of  93.5  was  third.  The  members  of  the 
winning  group  were  Drs.  Southworth,  Flinn 
(J.W.),  Flinn  (Robert  S.),  Devine,  Sullivan,  Thom- 
as, McWhirt,  Bassett,  Hazel,  Matschke,  Linn. 

The  judges!  for  the  year  were  Drs.  Herrick,  Buck 
and  Rene. 

The  average  attendance  for  all  groups  for  the 
year  was  97.8  per  cent. 

C.  E.  YOUNT,  Secretary. 


PRESENT  DAY  WORMS  ARE  WISE 

(F.  C.  GOODWIN) 

(Letter  submitted  by  Dr.  C.  E.  Yount,  of 
Prescott,  as  evidence  that  Yavapai  County 
worms  a!re  not  disturbed  by  anything  as 
weak  as  turpentine. — Ed.) 

Prescott,  Arizona, 

Jan.  23,  ’29. 

Dr.  L. — Dear  Dr.  will  you  please  look  Peter  over 
and  see  if  he  has  worms.  If  so  give  him  some  med- 
icine to  get  rid  of  them.  The  nurse  sent  him  home 
from  school  said  he  had  worms.  And  he  went  to 
Dr.  X 3 times  that  where  she  sent  him.  And  Dr.  X 
said  worms  were  all  gone  and  he  wouldn’t  need  to 
come  to  him  anny  more,  so  Peter  went  to  school 
monday  and  the  nurse  sent  him  home  again,  saying 
the  worms  were  not  gone.  Now  Dr.  you  have  some- 
thing there  that  will  chase  them  worms  and  please 
give  Peter  something  for  them.  He  has  been  out  of 
school  2 weeks  trying  to  get  rid  of  a worm.  I don’t 
know  if  that  nurse  knows  what  a worm  is  I doubt 
it.  I started  to  give  him  turpentine  on  sugar,  that 
what  they  used  to  give  me.  But  that  was  all  most 
50  years  ago  and  things  have  changed  so  since 
then  and  every  one  got  so  wise.  I was  afraid  maby 
the  worms  were  wise  too  and  wouldn’t  be  fooled 
with  a little  turpentine.  Give  him  something  for 
that  worm  will  you  please  Dr. 

I am  Respct.  Mrs.  


GRASSES  THAT  GROW 
The  care  with  which  our  advertisers  prepare 
copy  is  shown  by  the  Arlington  Chemical  Company 
in  their  page  advertisement  in  this  issue.  The  il- 
lustrations of  grasses  are  prepared  by  the  Artist 
Mary  E.  Eaton,  being  painted  in  the  original  pic- 
tures with  the  colors  of  the  grasses.  The  Arling- 
ton Chemical  Company  has  reproduced  the  colors 
in  their  literature  Hay  fever  patients  especially 
will  be  interested  to  see  the  actual  pictures'  of  the 
pollen  grasses  which  cause  them  so  much  annoy- 
ance. 
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NEW  MEXICO  MEDICAL  SOCIETY 
Taos — June  12,  13  and  14. 

The  New  Mexico  Medical  Society,  through 
Dr.  L.  B.  Cohenour  of  Albuquerque,  announce 
a very  pleasing  program  for  their  annual 
meeting,  which  will  be  held  this  year  at  the 
famous  Indian  pueblo  town  of  Taos,  in  the 
northern  portion  of  the  state.  The  tentative 
program  includes  the  following  speakers  and 
subjects: 

Dr.  Wm.  P.  McCrossin,  Colorado  Springs — 
“Endocervicitis.” 

Dr.  M.  S.  McGregory,  Oklahoma  City — 
“The  Treatment  of  the  Neuroses.” 

Dr.  Wm.  Senger,  Pueblo,  Colo. — “The  Neg- 
lected Perforated  Appendix.” 

Dr.  G.  Werley,  El  Paso— “The  Manage- 
ment of  Heart  Failure  and  Dropsy.” 

Dr.  Wm.  M.  Spitzer,  Denver— “The  End 
Results  of  Prostatectomy.” 

Dr.  W.  E.  Sistrunk,  Rochester,  Minn., 
(Subject  not  announced). 

Dr.  W.  Warner  Watkins,  Phoenix — “Fun- 
gus Infection  with  Special  Reference  to  the 
Lungs.” 

Dr.  Kelvin  D.  Lynch,  El  Paso— “Polycys- 
tic Kidney.” 

Dr.  Frank  C.  Goodwin,  El  Paso,  (Subject 
not  announced). 

Dr.  Carl  Mulky,  Albuquerque — “Hodgkin’s 
Disease  with  Case  Report.” 

Dr.  M.  P.  Beam,  Albuquerque — “Cerebro- 
spinal Meningitis,  with  Two  Case  Reports.” 
Dr.  Leon  Rosenwald,  Kansas  City — “Chan- 
croid’s and  Their  Specific  Treatment.” 

Dr.  W.  L.  Brown,  El  Paso,  (Subject  not 
announced) . 

Dr.  Casper  F.  Henger,  Denver — “Surgery 
of  Pulmonary  Tuberculosis.” 

Dr.  Carl  A.  Meninger,  Topeka — “Ence- 
phalography.” 


The  excellent  program,  and  the  unique 
surroundings  of  this  meeting  should  attract 
a large  attendance.  A vacation  trip  can  be 
extended  from  Taos  into  other  parts  of  New 
Mexico  or  into  the  Mesa  Verde  National 
Park  and  other  parts  of  Colorado. 

The  officers  of  the  New  Mexico  Medical 
Society  are  as  follows: 

President,  Dr.  C.  B.  Elliott,  Raton. 

President-elect,  Dr.  T.  P.  Martin,  Taos. 

Vice  President,  Dr.  F.  D.  Vickers,  Dem- 
ing. 

Secretary-Treasurer,  Dr.  L.  B.  Cohenour, 
Albuquerque. 

Councilors:  Dr.  W.  T.  Joyner,  Roswell. 

Dr.  H.  A.  Miller,  Clovis. 

Dr.  W.  E.  Kaser,  Las  Vegas. 

Dr.  R.  0.  Brown,  Santa  Fe. 

Dr.  F.  D.  Vickers,  Deming. 

Dr.  Carl  Mulky,  Albuquerque. 


THE  CIGARETTE  PROPAGANDA 

This  journal,  in  common  with  the  Journal 
of  the  American  Medical  Association  and  all 
other  medical  journals  whose  advertising 
pages  are  open  only  to  copy  approved  by  the 
Cooperative  Medical  Advertising  Bureau,  has 
refused  the  ads  of  the  American  Tobacco 
Company,  on  the  grounds  that  their  state- 
ments are  untruthful  and  inimical  to  good 
health. 

That  phase  of  the  advertising  which  has 
provoked  a defense  reaction  from  the  medi- 
cal profession  is  the  attempt  to  capitalize 
the  present  desire  fdr  slimness  in  physique 
by  advertising  the  use  of  cigarettes  as  a 
substitute  for  the  natural  appetite  for 
sweets.  As  the  Journal  of  the  American 
Medical  Association  states:  “the  human  ap- 
petite is  a delicate  mechanism,  and  the  at- 
tempt to  urge  that  it  be  aborted  or  destroy- 
ed by  the  regular  use  of  tobacco  is  essen- 
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tially  vicious.”  After  all  is  said,  the  effect 
of  the  cigarette  is  a drug  effect,  and  the 
advertising  of  the  drugging  of  a natural  ap- 
petite in  a healthy  person,  is  certainly  vi- 
cious. We,  therefore,  commend  to  all  good 
citizens,  support  of  the  movement  to  have 
the  Federal  Radio  Commission  ban  this 
propaganda  from  the  air,  and  the  Federal 
Trade  Commission  to  have  these  advertise- 
ments refused  admission  to  the  mails. 


OUR  DIAGNOSTIC  OPEN  FORUM  TO 
CONTINUE 

Although  this  plan  has  not  yet  won  the 
interest  it  deserves  from  the  county  medical 
societies  over  the  southwest,  the  Arizona 
State  Medical  Association,  at  the  meeting 
in  Prescott  recently,  authorized  the  expense 
which  will  permit  the  reporting  of  the  Yava- 
pai Countv  discussions,  and  SOUTHWEST- 
ERN MEDICINE  will  continue  to  publish 
these  as  a worthy  example  for  other  soci- 
eties to  follow,  o'r  attempt  to  improve  upon. 
In  the  New  England  Journal  of  Medicine  for 
March  28,  1929,  the  various  methods  of 
using  these  case  histories  in  clinical  study, 
as  developed  by  groups  over  the  country, 
are  described,  and  the  following  almost  flat- 
tering comments  on  the  “Yavapai  County 
Plan”  and  our  “Open  Forum”  are  made: 

An  outgrowth  of  the  work  of  the  Yavapai  County 
society  has  been  developing  during  the  past  year 
with  promise  of  a future  of  increasing  value  to  med- 
ical men  in  the  Southwest.  In  March  1928,  South- 
western Medicine,  the  official  organ  of  the  medical 
societies  of  Arizona,  New  Mexico,  El  Paso  County 
of  Texas,  and  of  the  Medical  and  Surgical  Asso- 
ciation of  the  Southwest,  began  publishing  the  dis- 
cussions of  the  Yavapai  County  and  Fort  Whipple 
group.  By  May  the  idea  had  developed  to  include 
other  societies.  With  the  co-operation  of  the  Ari- 
zona State  Medical  Society  it  was  planned  to  pub- 
lish the  clinical  histories  of  the  cases  discussed  by 
the  Yavapai  County  Society  without  the  discussions, 
inviting  other  societies  to  discuss  them  and  send  in 
their  results  for  publication  in  Southwestern  Medi- 
cine together  with  the  discussions  at  Prescott  and 
the  Massachusetts  General  Hospital.  By  November 
the  new  “Open  Forum  in  Diagnosis”  had  grown 
into  a department  of  nineteen  pages.  In  January 
Southwestern  Medicine  announced  a further  devel- 
opment. “There  is  now  being  offered  by  this  jour- 
nal a plan  where  by  the  smallest  county  society  (we 
have  one  in  Arizona  with  three  members)  can  have 
regular  and  profitable  meetings  and  keep  itself  on 
record.  This  journal  will  send  to  any  county  so- 
ciety printed  copies  of  case  histories  sufficient  to 
supply  all  their  members.  The  members  of  that  so- 
ciety can  arrange  to  meet  once  a month  at  luncheon, 
at  some  member’s  home  or  at  a centrally  located 
office  or  wherever  they  choose,  briefly  discuss  these 
histories,  endorse  their  diagnostic  conclusions  on 
the  history  sheet  and  mail  them  back  to  this  journal. 
They  will  then  go  on  record  as  having  held  a regu- 
lar county  society  meeting,  with  some  valuable  clin- 
ical discussions.”  Dr.  Watkins,  the  editor,  writes, 
“We  are  using  the  cases  which  are  to  be  studied 
by  the  Yavapai  County  Medical  Society.  We  then 
gather  in  such  discussions  of  them  as  have  been 
made  at  various  societies  and  print  the  whole  rec- 


ord,— (1)  the  case  history,  (2)  discussions  by  va- 
rious societies  or  individuals,  (3)  the  discussion  at 
the  Massachusetts  General  Hospital,  with  autopsy 
findings.”  In  this  way  Southwestern  Medicine 
avoids  the  lapse  of  a month  or  two  between  the 
appearance  of  the  head  of  a Case  Record  and  its 
body,  besides  adding  convenience  and  incentive  to 
the  discussion  of  these  cases'  by  county  societies 
throughout  the  states  in  its  territory.  The  whole 
vigorously  developing  plan  is  more  than  a notable 
feat  of  medical  journalism;  it  is  a genuine  stroke 
of  medical  statesmanship. 


MARICOPA  COUNTY  (Ariz.)  MEDICAL 
SOCIETY 

The  Maricopa  County  Medical  Society  met  Wed- 
nesday evening,  March  27,  for  its  regular  meeting 
which  was  postponed  from  Monday  evening,  March 
25,  in  order  to  have  the  privilege  of  having  with 
us  Doctors  Burton  Hazeltine  and  Alvin  La  Forge 
of  Chicago,  and  Dean  W.  Myers  of  Ann  Arbor. 
Michigan. 

The  following  members  of  the  Society  were  in 
attendance;  Mills,  Milloy,  F.  W.  Brown,  Shelley, 
Phillips,  Wilson,  Mason,  Drane,  Wheeler,  Har- 
bridge,  Reese,  Kennedy,  McIntyre,  Felch,  H.  Ran- 
dolph. Franklin,  McLoone,  Greer,  Bakes,  Carson, 
Robb,  Thayer,  Wilkinson,  McDonald,  Schwartz. 
Armbruster,  Holmes,  Hairier,  Browning,  Bailey 
and  0.  H.  Brown. 

The  president.  Dr.  H.  T.  Bailey,  called  the  meet- 
ing to  order.  He  appointed  the  delegates  to  the 
state  meeting,  which  will  be  held  next  month,  as 
follows:  Drs.  Wylie,  Stroud,  Watkins,  Greer,  Bai- 
ley, Franklin,  McIntyre,  and  Goss;  alternates, 
Shelley,  Milloy,  O.  H.  Brown,  H.  Randolph  and 
McLoone. 

He  next  brought  up  the  question  of  the  radio 
programs  and  commented  briefly  upon  them.  He 
suggested  that  the  present  incumbent  of  the  of- 
fice should  continue  in  charge  of  the  programs, 
but  that  he  should  have  the  assistance  of  any  or 
all  the  members  of  the  society  wheen  needed.  Dr. 
Carson  moved  that  Dr.  Brown  be  continued  as 
chairman  of  the  committee  and  that  he  should 
feel  free  to  call  on  the  membership  of  the  society 
for  assistance.  This  was  seconded  and  duty  car- 
ried. 

The  secretary  then  reported  that  Doctors  How- 
ell Randolph  and  Charles  W.  Brown  of  Florence, 
had  been  accepted  by  the  Board  of  Censors  for 
membership  in  the  Maricopa  County  Medical 
Society,  and  on  the  motion  of  Dr.  Carson,  second- 
ed by  Dr.  Phillips,  they  were  duly  elected  to  mem- 
bership in  the  society. 

The  secretary  then  reported  that  he  had  a com- 
munication from  Dr.  Watkins  which,  in  brief,  sug- 
gested that  of  the  four  medical  meetings  held  each 
month  in  Phoenix — two  staff  meetings  and  two 
county  society  meetings — two  be  eliminated  and 
that  the  time  of  half  of  each  staff  meeting  be  given 
to  the  county  society  or  vice  versa.  On  the  mo- 
tion of  Dr.  Wilkinson,  seconded  by  Dr.  McLoone, 
and  carried,  the  chair  was  instructed  to  appoint  a 
committee  to  work  out  the  details  of  the  propo- 
sition and  report  back  to  the  society  at  the  next 
meeting.  The  president  appointed  the  presidents 
and  secretaries  of  the  staffs  to  work  with  the 
president  and  secretary  of  the  county  society. 

The  following  program  was  presented  by  the 
visitors  from  the  east. 

The  Clinical  Problem  of  Bronchial  Asthma 

The  General  Problem;  Burton  Hazeltine,  M.  D., 
F.  A.  C.  S.,  Chicago.  The  Internist’s  Problem;  A. 
W.  La  Forge,  A.M.,  M.D.,  Chicago. 
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The  Rhinologist’s  Problem;  Dean  W.  Myers,  M. 
D.,  F.A.C.S.,  Ann  Arbor,  Michigan. 

General  Discussion. 

Dr.  Hazeltine  led  off  and  was  followed  by  Dr.  La 
Forge  after  which  Dr.  Myers  gave  his  motion  pic- 
ture and  lecture.  Doctor  Myers’  paper  was  illus- 
trated with  a moving  picture  film  showing  technic 
of  the  rhinologieal  procedures. 

The  gist  of  the  remarks  of  the  distinguished 
guests  was  to  the  effect  that  asthma  is  a chronic 
toxemia  which  produces  reflex  bronchial  spasm. 
There  are  areas  in  the  nose,  above  and  posterior  to 
the  far  end  of  the  middle  turbinate,  which  they  des- 
ignate as  trigger  areas  because  they  are  particularly 
prone  to  set  up  bronchial  spasm  when  they  are  irri- 
tated. The  reflex  may  be  set  up,  however,  by  irri- 
tation at  any  point  of  the  respiratory  tract. 

The  patient  should  be  thoroughly  studied  from  all 
angles  and  standpoints,  just  as  though  ill  with  any 
other  chronic  condition,  to  discover  all  possible 
sources  of  toxemia.  They  say  that  it  is  entirely  un- 
necessary to  make  allergic  studies  or  tests.  They 
record  these  for  the  purpose  of  satisfying  the  pa- 
tient but  for  no  other  purpose  as'  they  regard  them 
as  thoroughly  useless. 

The  patient,  however,  should  be  carefully  studied 
so  as  to  discover  every  possible  focus  or  site  which 
might  be  the  cause  of  toxic  conditions.  The  intern- 
ist and  the  rhinologist  are  probably  the  two  most 
important  men  in  the  study  of  a case  of  asthma. 
They  should  work  hand  in  hand.  Any  other  specialist 
needed  to  make  an  exhaustive  study  of  the  case 
should  be  employed.  After  all  of  the  pathology  has 
been  discovered  a program  of  cure  should  be  agreed 
upon.  They  plan  to  treat  first  that  area  or  patho- 
logic focus  which  gives  promise  of  giving  the  pa- 
tient the  greatest  amount  of  quick  relief.  They 
take  no  case  whch  will  not  agree  to  follow  out  the 
plan  of  treatment  as  outlined  for  whatever  length  of 
time  necessary.  The  nasal  treatment  is  carried  out 
with  the  most  scrupulous  care.  Surgical  and  other 
treatment  that  is  imperative  is  done.  In  the  main, 
however,  they  rely  upon  the  Dowling  pack. 

Dr.  Myers  demonstrated  by  means  of  the  mo- 
tion picture  the  meticulous  care  which  must  be 
followed  in  applying  these  packs  if  they  are  to  be 
efficacious.  These  may  be  used  in  very  young  chil- 
dren. Any  rhinologist  may  probably  get  a very  ex- 
cellent idea  of  the  use  of  the  Dowling  pack  by  a 
cai-eful  study  of  the  film  shown  by  Dr.  Myers,  but 
it  would  seem  difficult  for  even  an  experienced  rhin- 
ologist to  properly  apply  the  Dowling  pack  without 
instructions  from  an  experienced  man  or  a thorough 
study  of  the  film. 

For  acute  conditions  they  use  adrenalin;  they  do 
not  use  opiates  under  any  circumstances  except  for 
operative  procedures.  They  also  emphasize  the  im- 
portance of  stimulating  elimination  by  all  pos- 
sible methods.  The  hot  general  pack,  lai’ge  quan- 
tities of  water  and  regular  bowel  evacuation  are  em- 
phasized. 

They  claim  that  by  these  methods  sensitization 
phenomena  are  cured  as  well  as  are  the  inflamma- 
tory processes.  In  the  individual  wrhose  asthma  has 
not  been  of  long  standing  they  hope  for  a perma- 
nent cure.  All  cases  are  benefited.  Even  hay  fever 
is  usually  cured,  at  least  temporarily,  by  the  proced- 
ures which  they  use. 

They  lay  special  stress  upon  the  urine  findings  in 
regard  to  (1)  acidity,  (2)  the  indican,  and  (3).  re- 
ducing power,  which  they  reduce  to  a minimum  as 
quickly  as  possible. 


ST.  JOSEPH’S  HOSPITAL  (Phoenix) 

(February  Staff  Meeting). 

The  regular  monthly  meeting  of  St.  Joseph’s 
Hospital  was  held  on  Feb.  11,  1929,  at  eight  o’clock 
with  29  members  present.  Dr.  E.  Payne  Palmer, 
chairman,  presiding. 

Dr.  Franklin  H.  Martin,  president  of  the  Ameri- 
can College  of  Surgeons,  Dr.  Richard  Smith  of 
Grand  Rapids,  Mich.,  and  Dr.  Bowman  C.  Crowell, 
assistant  director  of  the  American  College  of  Sur- 
geons, were  present  as  visitors. 

The  minutes  of  the  last  meeting  were  read  by 
the  secretary.  The  Hospital  Analysis  for  the  month 
of  January  was  read  and  approved.  The  chairman 
called  on  each  of  the  visitors  to  speak  a few  words. 

Dr.  Martin  explained  about  the  health  inventorium 
which  has  been  fostered  by  the  College  of  Surgeons 
in  connection  with  the  Gorgas  Memorial.  Dr.  Smith 
gave  a resume  of  research  work  done  by  him  on 
ectopic  pregnancies  during  the  last  five  years.  Dr. 
Crowell  complimented  the  staff  on  the  reports  of 
their  meetings  which  have  attracted  attention,  and 
also  the  contribution  of  the  hospital  to  the  com- 
mittee on  bone  sarcoma  in  case  reports  submitted. 

DR.  FRED  HOLMES  had  arranged  a program  on 
chest  cases,  and  the  following  cases  were  discussed: 
reports  submitted. 

“Phrenicotomy,”  Cases  15417  and  15519.  The 
following  case  history  was  presented  by  DR.  VIC- 
TOR RANDOLPH  as  typical  of  those  on  whom 
phrenieotomy  has  been  done. 

Male,  single,  age  27.  Chief  complaint  is  cough 
and  expectoration  of  about  one  ounce  in  twenty- 
four  hours  and  attacks  of  fever  coming  on  every 
few  weeks  to  two  or  three  months  intermittently 
during  the  past  two  or  three  years.  He  has  not  been 
well  for  eight  years.  In  1921  he  was  diagnosed  to 
have  tuberculosis  and  since  then  has  been  pro- 
nounced practically  arrested  several  times  but  each 
time  has  broken  down  after  a few  months  of  rela- 
tively good  health.  During  the  past  two  years  he 
has  been  working  at  light  work  part  time  and  has 
had  repeated  flare  uns  during  which  the  tempera- 
ture reached  103  or  104  for  several  davs  before  sub- 
siding. Pleurisy  often  accompanied  the  attacks. 
The  expectoration  has  remained  at  about  one  ounce 
ir,  twenty-four  hours  in  the  past  year. 

Physical  examination  shows  well  nourished  man, 
not  apparently  in  ill  health.  Temperature  is  99.2, 
pulse  80.  Examination  of  the  head  and  neck,  nega- 
tive. The  chest  shows  marked  dulness  over  the  en- 
tire left  chest  both  front  and  back.  There  are  num- 
erous rales  throughout  the  left.  There  are  a few 
fine  rales  at  the  right  upper  front.  Cardiac  dulness 
shows  heart  apparently  displaced  to  the  left  side. 
Examination  otherwise  negative.  X-ray  report  is  as 
follows: 

“Roentgenogram  of  this  chest  shows  on  the  right 
side  faiidy  extensive  infiltration  density  through 
the  upper  lung  field  as  low  as  the  fourth  rib. 

The  left  side  shows  almost  total  density  with 
marked  retraction  of  the  heart,  mediastinum  and 
trachea.  The  lung  detail  is  entirely  hidden  by  fib- 
rous pleura  and  heart  shadow.” 

Fluoroscopic  examination  shows  right  diaphragm 
movable  and  the  left  diaphragm  moves  down  about 
an  inch  and  a half  on  deep  inspiration,  shadows  of 
the  heart  overlapping  diaphragmatic  shadow. 

In  view  of  the  marked  density  in  the  left  with 
displacement  of  the  heart,  pneumothorax  was  not 
attempted  and  it  was  felt  that  phrenicotomy  might 
offer  some  benefit.  A phrenicotomy  was  performed 
on  Jan.  11th,  1929;  the  left  nerve  was  removed  in 
its  entirety  through  transverse  incision  under  local. 
Skin  clips  were  removed  on  the  fifth  day,  incision 
healed.  Patient  was  seen  three  weeks  after  opera- 
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new 


milk  modifier 


and  diet  supplement 
with  the  added  value  of  Vitamin  B 


“I  believe  that  every  infant  should  have  an  addition  of 
Vitamin  B to  its  formula  and  should  not  depend  on  milk, 
either  human  or  cow’s  , as  its  only  source  of  this  vitamin. 
Just  as  regularly  as  orange  juice  and  cod-liver  oil  are 
prescribed,  one  should  prescribe  a substance  rich  in  Vita- 
min B for  the  infant  dietary.” 

J.  Raymond  Hoobler,  M.  D.,  Detroit 
Journal  AM. A.  August  4,  1928 


The  dangers  from  Vitamin  B 
deficiency  in  artificially  fed  in- 
fants are  apparent.  Vitamin  B 
is  essential  as  a growth  and  an- 
tineuritic  factor,  as  well  as  for 
adequate  nutrition  throughout 
life.  The  Vitamin  B content  of 
cow’s'  milk  is  not  constant  and, 
when  the  milk  is  diluted,  the 
vitamin  content  is  necessarily 
reduced. 

Even  mother’s  milk  may  be 
very  low  in  Vitamin  B,  particul- 
arly if  the  mother  does  not  re- 
ceive an  adequate  and  balanced 
diet. 

Quoting  further  from  Dr. 
Hoobler’s  article : 

“It  is  the  consensus  of 
opinion  among  the  labora- 
tory investigators  in  the 
fields  of  nutrition  that  Vi- 
tamin B is  the  dietary  fac- 
tor which  most  rapidly 
stimulates  growth,  and  in- 
deed that  it  may  be  the 
most  important  factor. 

“Not  only  is  this  increase 
in  growth  brought  about 
by  stimulating  the  appetite 


and  thus  increasing  the 
food  intake,  but  even  when 
the  appetite  is  entirely 
satisfied  and  the  individ- 
ual remains  on  the  same 
basal  diet,  an  increase  in 
Vitamin  B substance  will 
cause  a gain  in  weight 
without  necessarily  increas- 
ing the  intake  of  food. 
This  would  indicate  that 
Vitamin  B.  in  addition  to 
stimulating  the  appetite, 
also  brings  about  a better 
assimilation  and  utilization 
of  the  food  intake.” 

To  meet  the  need  of  pediatrici- 
ans and  general  practitioners 
for  a milk  modifier  dietetically 
suitable  for  the  carbohydrate 
requirements  of  the  infant,  and 
also  possessin  the  added  val- 
ue of  Vitamin  B,  E.  R.  Squibb 
& Sons  have  developed  Vita- 
vose. 

What  Vitavose  is 
Squibb’s  Vitavose  is  a palatable 
and  highly  nutritious  maltose- 
dextrin  preparation,  exceeding- 
ly rich  in  Vitamin  B and  as- 


similable iron  salts.  It  con- 
tains not  only  maltose  and  dex- 
trins  but  in  addition  all  of  the 
water-soluble  extractives  from 
the  wheat  embryo — Vitamin  B, 
soluble  nitrogenous  compounds 
and  mineral  salts. 

Wheat  germs,  freed  from  oil. 
are  cooked,  malted  and  extract- 
ed under  conditions  which  pre- 
serve the  important  dietary 
properties  and  guarantee  a 
maximum  extraction  of  Vita- 
min B.  The  finished  product, 
Vitavose,  resembles  a fine,  gol- 
den yellow  sugar  with  an  agree- 
able malty  taste. 

What  Vitavose  is  for 

1.  To  modify  cow’s  milk  in 
infant  feeding. 

2.  To  supplement  the  diet 
of  children,  expectant 
and  nursing  mothers,  in- 
valids, convalescents  and 
malnourished  adults. 

3.  To  supplement  certain 
therapeutic  diets  where 
an  abundance  of  Vita- 
min B and  iron  salts  is 
indicated. 

Because  of  its  high  Vitamin  B 
content,  Vitavose  stimulates  the 
appetite.  Its  slightly  laxative 
qualities  aid  in  overcoming  a 
tendency  to  constipation. 


Physiologically  tested.  Accepted 
by  the  Council  on  Pharmacy 
and  Chemistry,  American  Medi- 
cal Association 


Squibb’s  Vitavose 


E.  R.  SQUIBB  & SONS 
Professional  Service  Dept. 

80  Beekman  St.,  New  York 
Please  send  me  sample  of 
Vitavose  and  detailed  informa- 
tion. 

Name  

Address  


Squibb’s  Vitavose 


Nearest  Squibbs  Biological  Depot 


728  South  Hill  St.,  Los  Angeles,  California 
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tion,  at  which  time  left  diaphragm  is  immobile  and 
apparently  elevated  one  inch  or  more. 

Dr.  Holmes  discussed  the  indications  for  and 
technique  of  phrenicotomy  or  phrenic  exeresis  (as 
it  is  preferably  called).  He  exhibited  ten  phrenic 
nerves  which  had  been  removed,  and  showed  the 
variations  in  the  origin  of  the  accessory  nerve.  Two 
patients  on  whom  the  operation  had  been  perform- 
ed were  shown  and  examined  by  the  various  doc- 
tors. 

“Empyema  with  Multiple  Abscess”  was  discussed 
by  DR.  S.  I.  BLOOMHARDT.  He  stated  that  the 
following  history  had  been  given  him  by  Dr.  R.  W. 
Craig,  who  was  in  charge  of  this  patient: 

White  male,  age  35.  Six  weeks  ago  was  exposed 
to  fire  and  smoke.  Shortly  after  this  he  was  taken 
down  with  severe  attack  of  influenza  followed  by 
pneumonia.  He  was  attended  by  another  phyisican 
and  seen  by  Dr.  Craig  seven  days  after  onset  of  ill- 
ness. At  this  time  the  patient  had  a definite  pneu- 
monia in  the  right  lower  lobe.  During  the  next  24 
hours  he  developed  an  acute  nephritis,  urine  showing 
albumin,  hyaline,  granular  and  blood  casts  and  blood 
cells;  there  was  almost  complete  suppression  for  a 
time.  Tn  about  a week  his  right  pleural  cavity  filled 
with  fluid,  proved  bv  needle  puncture  to  be  pus.  A 
rib  was  resected  under  local  anesthesia,  and  a large 
amount  of  pus  drained  off.  Several  days  after 
rih  resection,  two  or  three  lumos  anneared  on 
each  thigh,  red  and  hot;  these  were  incised  and 
two  or  three  ounces  of  pus  were  drawn  off  from 
each  one.  Blood  culture  was  negative.  At  end  of 
another  week,  a high  temperature  and  thrombo- 
ph’ebitis  of  left  arm  above  elbow  develoned.  All 
pus  was  cultured  and  no  other  organisms  than 
nneumococcus  found;  not  tvned.  At  the  beginning  of 
last  week,  temnerature  went  to  103  and  104  again, 
with  great  deal  of  pain  in  both  sides  of  chest:  lower 
third  of  chest  was  nearly  flat.  Question  in  Dr. 
Craig’s  mind  was  whether  to  put  in  needle  and 
esnirate.  which  he  decided  not  to  do.  Several  morn- 
ings ago.  after  severe  coughing,  dressings  and  bed 
were  saturated  with  nus  from  empyema  wound  and 
sinus,  followed  by  steady  recovery. 

Discussion  of  Emnvema  bv  DR  BLOOMHARDT: 

Allen  made  an  important  and  interesting  study 
in  regards  to  the  production  of  empyema  and  that 
is  upon  the  importance  of  hemothorax  in  idiopathic 
and  post-operative  empyema.  In  his  experimental  op- 
erations' unon  the  heart,  Allen  found  that  empyema 
developed  in  all  of  the  animals  in  which  there  was 
marked  soiling  of  the  pleural  cavity  with  blood.  Ac- 
cordingly, he  began  a series  of  experiments  with 
this  factor.  If  a simple  suspension  of  hemolvtic 
streptococcus  was  iniected  into  the  pleural  cavity, 
there  was  a twenty-seven  per  cent  incidence  of  em- 
pyema, but  if  a few  c.c.  of  blood  was  introduced  with 
the  suspension,  empyema  followed  in  every  case.  In 
another  series,  a suspension  of  unattenuated  pneu- 
mococci, tvpe  I,  was  injected  in  eight  rabbits  and 
only  one  developed  empyema  and  in  this  animal  it 
seemed  very  evident  that  there  had  been  bleeding 
into  the  pleural  cavity  from  the  needle  wound.  In 
ten  rabbits,  blood  also  was  introduced  and  everyone 
developed  empvema  and  died.  From  these  experi- 
ments, he  justifies  the  theory  that  hemothorax  plays 
an  important  part  in  the  etiology  of  idiopathic  em- 
pyema. In  the  streptococci  group,  he  calls  attention 
to  the  observation  of  McCollum  that  bloody  fluid 
was  aspirated  almost  universally  during  the  first 
days  of  the  development  of  infection  in  the  pleural 
cavity.  He  found  the  same  true  in  two  cases  of 
empyema  due  to  the  hemolvtic  strep,  recently  treat- 
ed at  the  Barnes  Hospital- 

Patients  dying  from  pneumococcal  pneumonia  not 
infrequently  have  granulation  tissue  on  the  viscer- 


al pleura.  This  furnishes  a source  of  blood  in  this 
group. 

In  a report  by  Williams  on  the  empyema  group  in 
adults  at  the  Melbourne  Hospital  from  1919  to  1924, 
there  were  139  cases',  with  22  deaths, — 16  per  cent 
mortality.  Williams,  in  treatment,  does  a rib  resec- 
tion and  puts  in  a short  drainage  tube.  He  removes 
this  in  four  or  five  days  and  for  seven  days  after 
this,  he  spreads  the  wound  with  Spencer  Wells  for- 
ceps while  the  patient  coughs'.  He  claims  if  there 
should  be  a reaccumulation,  it  is  always  smaller 
and  as  he  puts  it,  “A  fresh  start  can  be  made  with 
the  smaller  cavity  along  the  same  lines  as  before, 
with  the  addition  of,  perhaps,  scraping  the  cavity 
gently  with  a Volkmann’s  spoon  so  that  the  lung  is 
not  hampered  by  organizing  fibrins.  He  found  if 
the  tube  was  removed  in  seven  days  or  less  the  av- 
erage stay  in  the  hospital  was  5.4  wdeks;  if  over 
eight  days  7.4  weeks.  He  prefers  local  anesthesia. 

Oelschlaegel  reports  70  cases  with  14  deaths, — 
20  per  cent.  Dr.  Muller  in  his  review  of  this  paper 
noticed  an  interesting  point  when  he — Dr.  Oelsch- 
laegel— says  that  if  a given  technic  insures  thorough 
drainage  of  the  pus  in  empyema,  the  mortality  asso- 
ciated with  the  use  of  that  technic  is  of  relatively 
little  value  as  a criterion  of  the  value  of  the  meth- 
od, as  empyema  is  often  only  a complication  of  some 
basic  disease  having  no  therapeutic  relation  to  it. 

Heiles — another  Australian — writing  on  this  sub- 
ject, states  that  he  practically  never  saw  bron- 
chial fistula  in  these  empyemas  and  never  had  a 
case  of  chronic  tuberculous  empyema. 

Last  yeaar,  Bohrer  of  the  Bellevue  Hospital,  New 
York  City,  gave  a report  of  the  study  of  154  cases 
of  empyema  in  children.  Also,  Downes  of  Mel- 
bourne, Australia,  a series  of  446  cases. 

Lobar  pneumonia  is  the  primary  factor  in  the 
great  majority  of  these  cases.  In  so  many  cases, 
the  empyema  can  only  be  regarded  as  one  factor 
and  often  a minor  factor  in  the  clinical  picture. 
Double  pneumonia  was  present  in  four  per  cent  of 
the  series  and  the  mortality  was  72  per  cent.  Bohrer 
follows  the  usual  plan  of  not  operating  during  the 
formative  stage  unless  there  is  distress,  in  which 
case  repeated  aspirations  may  be  necessary.  When 
the  fluid  turns  to  pus  and  the  pneumonia  has  sub- 
sided he  institutes  intercostal  drainage.  Local  an- 
aesthesia is  used  and  a small  incision  made  in  the 
seventh  intercostal  space  near  the  midaxillary  line, 
but  the  site  may  vary  with  the  location  of  the  pus. 
In  a few  days,  irrigation  is  started  with  saline  so- 
lution, and  if  no  coughing  is  produced,  Dakin’s  is 
then  used  cautiously.  If  after  the  end  of  8 or  10  days 
the  child  has  not  improved  and  there  is  no  acute 
otitis  media  or  recurrence  of  the  pneumonic  process, 
he  concludes  he  is  dealing  with  a complicated  form 
of  suppurative  pleurisy.  Then  an  exploratory  thor- 
acotomy under  light  ether  or  gas— an  intercostal 
incision  is  made  long  enough  to  give  proper  exposure 
and  a rib  spreader  is  introduced.  If  more  exposure 
is  required,  a rib  may  be  cut  at  one  or  both  ends 
and  telescoped.  This  gives  the  advantage  of  visual 
guidance,  in  dividing  vicious  adhesions,  doing  a 
partial  decortication  or  any  other  procedure  neces- 
sary, thus  converting  multiple  loculi  into  a single 
cavity,  or  placing  drainage  when  it  is  needed.  Bohrer 
states  this  may  appear  to  be  radical  surgery  but, 
properly  done,  it  produces  little  shock,  reduces  mor- 
tality, shortens  convalescence  and  causes  no  defor- 
mity. He  states  also  that  the  intercostal  incision 
alone  will  cure  about  80  per  cent  of  the  cases.  He 
considers  skillful  nursing,  high  caloric  diet  and 
blood  transfusion  as  highly  important  in  the  after 
treatment.  He  always  gives  blood  transfusion  in  the 
case  of  the  second  operation. 

“Lung  Abscess,”  with  presentation  of  patient. 
DR.  KIMBALL  BANNISTER. 
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Case  No.  15521,  “Hemothorax  of  Uncertain  Eti- 
ology,” presented  by  DR.  HOWELL  RANDOLPH, 
as  follows': 

Unmarried  female,  age  23,  came  to  us  complaining 
the  left  side  of  the  chest. 

P.  H.  Had  always  been  very  healthy.  Had  the 
“flu”  in  1918,  severe  attack.  Measles  at  18  years, 
severe. 

Present  Illness.  She  had  not  been  well  for  the 
past  two  years.  Began  with  what  she  called  a ner- 
vous breakdown,  but  at  that  time  she  had  a small 
hemorrhage  from  the  lungs,  presumably,  and  fol- 
lowing this  she  was  in  bed  for  two  months,  then  got 
up  and  went  back  to  school.  She  seemed  strong, 
and  taught  school  winter  of  ’27-28.  Had  a slignt 
hemorrhage  in  Nov.  ’27.  Another  hemorrhage  oc- 
curred in  Feb.  1928  and  small  ones  in  July  and  again 
in  November  1928. 

She  has  remained  in  bed  since  Aug.  1928,  and 
thought  she  was  doing  well,  but  two  weeks  ago  she 
had  a reverse,  with  high  temperature  up  to  103, 
and  marked  shortness  of  breath.  At  the  same  time 
she  believed  that  the  expectoration  was  somewhat 
reduced.  Sharp  pain  was  vei'y  annoying,  present  to 
the  left  of  the  sternum,  severe  two  weeks  ago  and 
still  soreness  is  present.  She  has  become  very  much 
weaker  since  this  attack  two  weeks  ago.  Tempera- 
ture has  continued  to  run  high. 

Physical  Examination.  Temp.  101.,  appears 
“toxic”;  lies  on  her  back  with  least  discomfort. 
Quite  pale.  The  skin  has  a yellowish  tint.  Heart 
dullness  extends  well  over  to  the  right  of  the  ster- 
num; sounds  are  clear.  Lungs  show  dullness  to 
flatness  from  apex  to  base  of  the  left  lung,  anterior- 
ly and  posteriorly.  Breath  sounds  diminished  to 
absent  over  the  left  base,  and  markedly  increased  in 
volume  over  the  upper.  Amphoric  quality,  above 
the  fourth  rib.  Exaggerated  breath  sounds  on  the 
right  side.  Area  of  triangular  dullness  to  the  right 
of  the  midline  posteriorly,  at  the  base.  Fingernails 
curved. 

X-ray  examination  shows  density  over  the  entire 
left  basal  area,  with  displacement  of  the  heart  to 
the  right.  There  certainly  seems  to  be  no  other 
good  explanation  for  this  finding  except  fluid.  The 
density  shades  off  gradually  into  the  apex. 

Aspiration  was  attempted  on  four  different  oc- 
casions, at  different  levels,  using  various  sized 
needles  up  to  a trocar  of  about  3 m.m.  bore.  The 
specimen  obtained  each  time  was  dark  red  blood, 
which  was  very  difficult  to  draw  through  the  needle, 
and  not  more  than  three  or  four  c.c.  was  removed 
each  time,  because  the  blood  had  evidently  clotted 
within  the  pleural  cavity.  Pneumococci  were  pres- 
ent in  each  specimen  on  smear,  but  no  growth  on 
culture  except  one  time,  when  staphylococci  were 
found,  possibly  contamination. 

Repeated  sputum  examinations  have  shown  no 
tubercle  bacilli,  although  the  expectoration  remains 
at  one  to  two  ounces  daily,  and  concentration  method 
was  used  on  one  specimen. 

The  blood  count  shows  Hb.  60,  white  count  7,000 
to  12,000,  red  count  3,200,000;  polynuclears  71  per 
cent,  mononuclears  29.  Red  cells  show  moderate 
achromia. 

Coagulation  time  on  two  occasions  was  9 min. 
and  10  minutes  by  the  capillary  method. 

Blood  cultures  were  sterile.  Blood  calcium  was  9.8 
mgs.  per  100  c.c.  Blood  type  Group  II. 

Summary:.  In  view  of  the  history  of  repeated 
hemorrhages  with  attacks'  of  fever  over  a long  pe- 
riod of  time,  of  having  an  x-ray  in  F eb.  1928,  which 
was  said  to  have  shown  tuberculosis,  it  would  seem 
that  the  probable  primary  pathology  was  a tubercu- 
losis of  the  lungs.  No  data  at  present  at  hand 
gives  us  this  diagnosis  definitely  however.  The 
sputum  has  been  repeatedly  negative  for  tubercle 


bacilli,  the  roetgenographic  examination  shows  the 
right  side  to  be  clear,  with  the  primary  pathology 
on  the  left  being  obscured  by  fluid. 

Assuming  then,  that  the  patient  has  tuberculosis, 
wre  feel  that  the  probable  diagnosis  in  this  case  is 
pulmonary  tuberculosis,  and  spontaneous  pneumo- 
thorax occurring  about  three  weeks  ago,  with  hem- 
orrhage in  the  pneumothorax  cavity. 

Treatment:  So  far  the  treatment  has  consisted 
of  repeated  attempted  aspiration,  and  general  sup- 
portive therapy,  in  the  way  of  diet,  rest  and  relief 
of  discomfort. 

DR.  H.  P.  MILLS,  pathologist,  reported  upon 
nine  autopsies  performed  during  the  month  of  Jan- 
uary, as  follows: 

Case  15439:-  Male,  age  54,  married,  entered  Dec. 

24,  1928,  with  diagnosis  of  tuberculosis  of  epididy- 
mes  and  seminal  vesicles.  Operation  of  vasotomy 
and  bilateral  epididymectomy.  Death  on  Jan.  15, 
1929. 

Autopsy:-  Lungs  normal  without  gross  signs  of 
tuberculosis.  Heart  normal.  Liver  enlarged  to 
about  one  and  a half  times  normal  size.  Gall  bladder 
thickened  and  filled  with  thick,  dark  green  bile.  In- 
testines and  stomach  covered  with  plastic  exudate, 
mesentery  pushed  to  one  side,  lying  on  right  side 
below  liver.  Large  amount  of  free  exudate  in  peri- 
toneal cavity.  Appendix  retrocecal,  fibrous  and  ad- 
herent. 

Right  kidney  immense,  polycystic,  filled  with  pur- 
ulent material;  right  ureter  widely  dilated,  walls 
thickened,  kinked  in  several  places  and  filled  with 
same  purulent  material.  Left  kidney  practically 
same  as  right,  though  left  ureter  not  dilated.  Blad- 
der filled  with  purulent  material. 

Diagnosis:-  Renal  tuberculosis;  peritoneal  tuber- 
culosis. 

Case  15363:-  Male  Mexican,  age  45,  entered  Jan. 
5,  1929,  with  diagnosis  of  poisoning  by  some  un- 
known substance.  Died  on  Jan.  7th  in  epileptiform 
attack  following  maniacal  periods.  Spinal  fluid  was 
negative,  and  blood  findings  negative;  white  count 
16,700. 

Autopsy:-  Lungs  and  heart  normal.  Kidneys, 
spleen  and  intestines  were  normal.  Head  not  ex- 
amined. Stomach  normal.  Chemical  analysis  of 
stomach  or  tissues  not  made. 

Cause  of  death  not  shown  by  autopsy. 

Case  15378:-  Two-year-old  female  child  entered 
Jan.  8,  1929,  with  laryngeal  diphtheria.  In  spite 
of  antitoxin  and  supportive  measures,  child  died 
the  next  day. 

Autopsy  was  done,  removing  the  entire  contents 
of  the  thorax  for  detailed  examination.  Larynx  and 
trachea  lined  by  membranous  exudate  extending  as 
far  as  the  bifurcation,  evidently  a diphtheritic  mem- 
brane. Sections  of  the  kidney  showed  degenerative 
changes  in  the  tubular  epithelium  to  an  extensive 
degree,  evidently  a toxic  nephritis. 

Cause  of  Death:  Diphtheria  (laryngeal)  with 

toxic  nephritis. 

Case  15320:-  Male,  age  68.  History  of  pain  coming 
on  two  years  ago  extending  from  third  rib  upward 
over  shoulder,  dull  and  intermittent.  Two  months 
later  began  to  lose  weight  and  strength,  with  gas- 
trointestinal upsets  in  form  of  nausea,  vomiting, 
small  gray  colored  stools.  Special  diet  did  not  im- 
prove symptoms,  and  pain  continued  with  symptoms 
of  chronic  bronchitis.  Entered  the  hospital  on  Dec. 

25,  1928,  markedly  emaciated,  with  extreme  loss  of 
strength.  Cough  was  distressing  and  on  one  occa- 
sion more  than  a drachm  of  blood  was  expectorated. 
Physical  findings  were  negative  except  for  marked 
dullness  at  left  apex  down  to  sixth  interspace.  Dim- 
inished breath  sounds  and  moist  rales  at  base  of 
right  lung. 

X-ray  examination  showed  no  outline  of  gall-blad- 
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der  by  Graham  dye  test;  barium  meal  examination 
of  stomach  was'  negative.  Roentgenogram  of  lungs 
showed  “total  density  over  the  upper  left  lobe,  den- 
sity being  fairly  well  defined,  but  not  resembling 
lobar  consolidation.  Heart  is  enlarged  and  there 
is  well  marked  irregular  density  through  the  lower 
left  lung  field.  Shadow  in  the  upper  left  would  be 
either  new  growth  or  an  irregular  type  of  inflam- 
matory consolidation,  with  preference  for  diagnosis 
of  new  growth.” 

Death  on  Jan.  3,  1929. 

Autopsy:  White  male,  apparently  65  years  of  age, 
weighing  approximately  140  pounds,  in  moderate 
state  of  emaciation. 

Lungs:  Left  pleural  cavity  had  approximately  100 
c.c.  of  seropurulent  basal  effusion.  Apex  adherent, 
solid,  without  apparent  nodules.  Cross  section 
showed  tumor  growth  extending  well  into  the  par- 
enchymal structure  of  upper  three-fourths  of  up- 
per lobe,  apparently  arising  from  the  upper  main 
bronchus.  Base  showed  moderate  degree  of  red 
hepatization,  as'  did  the  right  lung.  Pericardium 
showed  10  to  15  c.c.  of  straw-colored  fluid.  Myocar- 
dium not  definitely  changed  Moderate  sclerosis  of 
coronary  vessels.  Moderate  sclerotic  changes  in  the 
valves;  slight  dilatation  of  aortic  ring  with  athero- 
matous change  about  the  sinus  of  Valsalva  and  aor- 
tic arch. 

Stomach  normal.  Liver  shows  moderate  cirrhosis. 
Spleen  normal.  Small  and  large  bowel  negative. 
Appendix  small,  fibrotic  and  adherent  in  retrocecal 
fossa.  Gall  bladder  showed  marked  inflammatory 
changes  with  thickened  wall  and  two  large  stones 
with  several  smaller  stones.  Pancreas  fixed  with 
fibrotic  changes  about  head;  tail  fibrosed  with  cal- 
cium deposit.  Kidneys  small  and  contracted;  double 
ureter  on  the  left  side.  Bladder  negative.  Prostate 
showed  considerable  hypertrophy  but  no  nodules  and 
no  evidence  of  malignancy. 

Anatomical  Diagnosis:  Primary  carcinoma  of  left 
upper  lobe  of  lung  (histologic  section).  Pneumonia 
in  stage  of  red  hepatization.  Cirrhosis  of  liver; 
chronic  interstitial  nephritis;  cholelithiasis;  chronic 
pancreatitis;  chronic  appendicitis. 

Case  15308:  Married  woman,  age  52.  Entered  Dec. 
29,  1928  with  diagnosis  of  broncho-pneumonia.  No 
history  provided  by  attending  physician,  and  no  rec- 
ord of  physical  findings.  Death  on  Jan.  3,  1929. 

Autopsy:  Cellular  layers  of  skin  showed  blue 
color,  htis  color  appearing  eight  hours  after  em- 
balming. (Note:  Probably  due  to  methylene  blue 
given  prior  to  entrance  to  hospital.) 

Left  lung;  hyperemia  of  lower  lobe;  multiple 
dense  pinhead  white  nodules  mostly  in  pleural  sur- 
face; empysema  of  upper  left  lobe.  Risrht  lung 
covered  with  recent  fibrous  exudate  and  adherent 
pleura.  Weighs  four  times  as  much  as  left  lung. 
Lobar  consolidation  of  right  upper  and  lower  lobes 
in  stage  of  gray  hepatization;  middle  lobe  not  in- 
volved. Pericardium  and  aorta  blue.  Heart  nor- 
mal except  for  narrowing  of  mitral  valve  due  to 
fibrous  thickening.  Left  ventricle  hypertrophied. 
Lower  aorta  shows  atheroma.  Liver  and  spleen  and 
intestines  normal.  Liver  enlarged  and  surface  mot- 
tled. Gall  bladder  enlarged  and  thickened.  Left  kid- 
ney very  large,  cortex  narrowed,  capsule  adherent. 
Right  kidney  atrophied  with  stricture  of  right  ure- 
ter. 

Anatomical  Diagnosis:  Lobar  pneumonia  of  right 
lung;  chronic  cholecystitis;  hypertrophic  cirrhosis  of 
liver;  arteriosclerosis. 

Case  12068:  Married  woman,  age  37,  entered  on 
Jan.  11th,  for  third  time,  with  diagnosis'  of  bron- 
chial asthma.  X-ray  examination  of  sinuses  show- 
ed dense  antra. 

Physical  examinations  are  recorded  and  indicate 
failing  heart.  Patient  died  on  Jan.  13th. 
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Autopsy:  Lungs  showed  marked  emphysema  with 
slight  hyperemia  of  lower  lobes  and  patchy  areas  of 
active  hyperemia  more  dense  than  surrounding  tis- 
sue, apparently  beginning  consolidations,  probably 
influenzal  type  of  broncho-pneumonia.  Heart  slight- 
ly enlarged;  all  the  cavities  filled  with  postmortem 
clot,  extending  beyond  the  arch  of  the  aorta.  Mitral 
valves  show  fibrous  thickening,  other  valves  normal. 
Marked  passive  hyperemia  of  liver  with  characteris- 
tic nutmeg  appearance;  membrane  pals  and  friable. 
Marked  passive  hypermia  of  kidneys,  and  veins  of 
abdomen  all  distended. 

Section  of  lung  tissue  showed  marked  thickening 
of  walls  of  alveoli,  resembling  a chronic  emphysema. 
Extensive  infiltration  with  red  blood  cells  and  ex- 
foliated endothelium  in  the  air  sacs,  forming  a par- 
tial consolidation.  Section  of  kidneys  showed  mark- 
ed hyperemia  of  glomeruli  and  kidney  parenchyma. 
Section  of  liver  showed  chronic  passive  hyperemia. 

Anatomic  Diagnosis:  Broncho-pneumonia;  heart 
failure. 

Case  15591:  Male,  age  46,  married.  Entered  Jan. 
‘27th.  History  of  illness  beginning  on  Thanksgiving 
Day,  with  chill,  fever,  loss  of  appetite  and  vomiting; 
diagnosed  pneumonia  of  left  lung.  Partly  recovered 
and  went  to  Santa  Fe,  N.M.,  ten  days  ago,  where 
he  developed  pneumonia  again,  on  the  right  side  this 
time.  Brought  here  on  train  from  Santa  Fe. 

Examination  showed  an  extremely  ill  man,  sit- 
ting propped  up  in  bed,  responding  sluggishly  to 
questions-  Edema  of  right  side  of  face.  Rales  and 
bronchial  breathing  over  entire  right  side  and  mu- 
cous rales  in  left  base.  Heart  rate  irregular.  Right 
arm  swollen;  feet  and  ankles  edematous.  Urine 
showed  positive  albumen,  hyaline  and  granular 


casts;  white  count  15,200.  NBN  75  mgm.,  urea 
nitrogen  38  mgm. 

X-ray  examination  showed  heart  enlarged  to  left 
and  irregular  density  through  lungs  interpreted  as 
unresolved  pneumonia. 

Patient  died  on  Jan.  30th. 

Autopsy: 

Lungs:  Dense  fibrous  adhesions  near  the  apex 
on  each  side,  and  left  lung  was  adherent  to  the 
pericardium.  Left  lung  showed  marked  irregular- 
ity in  contour  and  was  very  dense.  The  cut  sur- 
face showed  marked  fibrous-like  induration  through- 
out lower  part  of  lung  and  in  two  or  three  areas  in 
lower  lobe  there  was  recent  consolidation,  showing 
stage  of  i-ed  hepatization.  The  right  lung  showed 
consolidation  of  the  middle  lobe  in  stage  of  red  hep- 
atization. Upper  and  lower  lobes  showed  marked  ir- 
regular distribution  of  fibrous  induration. 

Heart  was  markedly  enlarged,  tricuspid  valve 
widely  dilated  and  incompetent.  The  right  ventricle 
walls  were  thinned;  the  mitral  valve  showed  fib- 
rous thickening  but  no  induration;  other  valves  nor- 
mal. There  was  moderate  amount  of  atheroma  of 
the  lower  portion  of  the  aorta. 

Gastro-intestinal  tract  was  negative. 

Spleen  markedly  enlarged,  quite  friable  and 
showed  marked  hyperemia.  Both  kidneys  enlarged, 
and  on  gross  section  showed  marked  passive  hyper- 
emia. Liver  was  somewhat  reduced  in  size,  showed 
mottled  appearance  both  on  the  surface  and  on 
cross  section,  having  the  characteristic  appearance 
of  “nutmeg”  liver  of  chronic  passive  hyperemia. 

Section  of  liver  showed  extensive  hemorrhage  in- 
filtration with  atrophy  of  parenchymatous  cells, 
changes  characteristic  of  chronic  passive  hyperemia. 
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Section  of  spleen  shows'  very  marked  hvperemia 
with  hemorrhagic  extravasation. 

Section  of  kidney  show  injection  of  the  glomerular 
vessels  and  cloudy  swelling  and  desquamation  of  the 
tubular  epithelium, — chronic  passive  nephritis  with 
excessive  hyperemia. 

Section  of  lung  show  very  much  thickening  of 
pleura  and  excess  of  fibrous  structure  throughout. 
The  air  vesicles  in  this  section  are  partly  filled  with 
desquamation  of  epithelium  and  red  blood  cells — 
chronic  fibrosis  of  lungs  with  recent  pneumatic  con- 
solidation. 

Diagnosis:  Incompetence  of  tricuspid  valve  and  di- 
lated right  ventricle;  chronic  induration  of  both 
lungs,  with  acute  bronchial  pneumonia;  passive  hy- 
peremia of  spleen,  kidneys  and  liver. 

Case  15581-A:-  Baby,  19  mos.  old,  entered  Jan. 
28th,  with  diagnosis  of  broncho-pneumonia,  dying 
before  examination  could  be  made. 

Autopsy :- 

Lungs:  Hyperemia  both  lower  lobes  and  posterior 
portion  upper  lobe  on  right.  Distributed  through 
these  lobes  were  irregular  patches'  of  much  deeper 
and  darker  discoloration,  having  the  appearance  of 
hemorrhagic  infiltration  and  where  these  extended 
to  the  surface  there  was  definite  pitting  of  the 
pleural  surface,  evidently  due  to  failure  of  air  to 
reach  this  portion  of  the  peripheral  lung.  These 
changes  were  considered  to  represent  an  acute  bron- 
cho-pneumonic process  probably  influenzal  in  type. 

Heart:  Normal  in  gross  appearance. 

Gastro-intestinal  tract  negative. 

Kidneys,  spleen,  normal. 

Liver:  No  definite  gross  changes  were  found. 

Gall  bladder  somewhat  thickened — otherwise  neg- 
ative. 

Head  was  opened:  Brain  removed.  No  excess 

amount  of  fluid  in  the  arachnoid  space.  There  was 
rather  marked  hyperemia  but  no  gross  hemorrhage 
or  evidence  of  meningitis. 

Cause  of  death:  Early  broncho-pneumonia,  prob- 
ably associated  with  influenza. 

Case  15550.  Female,  married,  age  55.  Entered 
hospital  Nov.  24,  1928,  with  history  of  having  suf- 
fered from  indigestion  and  nausea  for  several  years. 
Chief  complaint  at  this  time  was  vomiting  of  blood. 
Mass  could  be  felt  in  upper  left  abdomen.  Brought 
to  hospital  for  diagnosis. 

X-ray  examination  showed  extensive  involvement 
of  fundus  and  pylorus,  with  characteristic  appear- 
ances of  carcinoma,  with  advanced  degree  of  ob- 
struction. Some  x-ray  therapy  was  given  in  hope 
of  securing  some  relaxation  of  pylorus',  but  this 
did  little  good.  Patient  gradually  grew  worse  and 
died  on  Jan.  24,  1929. 

Autopsy:  Entire  stomach  was  involved,  hard  and 
cartilaginous,  with  extension  into  lower  esophagus. 
Omentum  was  involved  with  consistency  of  paste- 
board. 

Final  Diagnosis:  Advanced  carcinoma  of  stomach 
with  many  metastases  through  abdomen. 

The  following  testimonial  relative  to  Dr.  Charles 
S.  Vivian,  deceased,  was  adopted  by  vote  of  the 
staff : 

The  Medical  and  Surgical  Staff  of  the  Hospital 
wish  to  record  their  deep  apprecation  cf  the  pro- 
fessional attainments  of  Dr.  Charles  S.  Vivian,  and 
the  great  loss  sustained  by  the  staff  and  hospital, 
in  his  death.  Through  his  efforts  and  because  of 
his  work,  the  specialty  in  urology  was  brought  to 
a high  degree  of  efficiency  in  this  hospital,  as  well 


as  in  his  private  work.  In  his  daeth,  the  staff  has 
lost  a valuable  member,  and  a real  contributor  to 
medical  and  surgical  progress.  The  members  of  the 
staff  extend  to  the  bereaved  wife  and  children 
sincerest  sympathy  and  hereby  record  our  deep  ap- 
preciation of  the  loss  sustained  by  family,,  hospital 
and  community. 

D FOURNIER,  Sec’y. 
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THE  TECHNIC  OF  LOCAL  ANESTHESIA.— 
Arthur  E.  Hertzler;  A.M.,  PH.D.,  LH.D,  F.A.C.S.; 
Professor  of  Surg'ery  in  the  University  of  Kan- 
sas; surgeon  to  the  Halstead  Hospital,  Kansas; 
to  St.  Luke’s  Hospital  and  St.  Mary’s  Hospital, 
Kansas  City,  Missouri;  and  to  the  Providence  Hos- 
pital, Kansas  City,  Kansas.  Fourth  Edition.  146 
illustrations;  St.  Louis,  The  C.  V.  Mosby  Com- 
pany; 1928;  S6.00. 


This  is  the  fourth  edition  of  this  excellent  work. 
The  fact  that  there  have  been  four  editions  in  the 
last  several  years  seems  ample  proof  of  its  popu- 
larity. The  author  has  handled  his  subject  with 
his  usual  thoroughness'.  He  attempts  to  solve,  not 
what  operations  can  fc^s  done  under  local  anesthe- 
sia, but  what  operations  can  best  be  done.  The 
indications  for  the  use  of  the  local  anesthesia  to- 
gether with  the  study  of  their  contraindications 
plus  the  skill  of  the  operator  are  the  two  domin- 
ant factors  in  the  use  of  local  anesthesia.  The 
few  number  of  deaths  under  local  anesthesia  is 
discussed  at  length.  No  conclusions  as  to  why  the 
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deaths  should  have  occurred  is  possible  to  be 
drawn.  The  various  agents'  used  for  local  anes- 
thesia are  discussed  in  detail.  Novocaine  is  the 
almost  universal  choice  and  has  a wide  field  of 
applicability.  It  is  only  one  seventh  as  toxic  as 
cocaine.  Quinine  has  a limited  but  useful  field. 
He  discusses  technic  of  administration,  general  op- 
erations, operations  o nthe  scalp,  cranium  and 
brain,  on  the  ear  and  mastoid,  gasserian  gangloin, 
tonsils,  adenoids,  larynx,  trachea,  thyroid  gland, 
mammary  gland,  thorax,  lungs  and  spine,  abdom- 
inal operations,  hernia,  bladder,  urethra  and  pros- 
tate, female  organs,  rectum  and  extremities. 

This'  book  should  appeal  to  every  surgeon. 


and  prohibitions  of  old  age.  Can  they  be  prevent- 
ed? Sir  Farquhar  Buzzard.  Old  age  and  what 
it  means  to  the  community,  Louis  I.  Dublin;  Die- 
tetics in  old  age,  Samuel  A.  Brown;  Pharmacology 
in  old  age,  Alexander  Lambert;  Alcohol  and  old 
age,  Samuel  W.  Lambert;  The  ageing  of  the  hu- 
man brain,  Frederick  Tilney;  The  mechanism  of 
senescence,  Alexis  Carrel;  and  The  ageing  of  the 
heart  muscle  Regarded  from  a general  biological 
point  of  view,  Alfred  E.  Chon. 

The  perusal  of  these  articles  is  worth  the  time 
of  any  physician. 


INJECTION  TREATMENT  OF  INTERNAL 
HEMORRHOIDS.— Marion  C.  Pruitt,  M.D.,  L.R. 
C.  P.,  S.  (ed.)  F.  R.  C.  S.  (Ed.)  associate  in 
Surgery,  Medical  Department,  Emory  University, 
Georgia  Baptist  Hospital  and  Grady  Hospital; 
proctologist,  Davis-Fiseher  Sanitarium  and  Anti- 
Tuberculosis  Association;  formerly  Resident  Sur- 
geon, Westminster  Hospital,  London,  England; 
Lieutenant,  Temporary  and  Honorary  Commission, 
R.A.M.C.;  Major  U.S.M.C.  Illustrated.  St.  Louis. 
The  C.  V.  Mosby  Company;  1829;  $.3.00. 

The  author  has  written  a small  book  giving 
a terse  valuable  discussion  of  the  anatomy,  physi- 
ology and  pathology  of  the  anus  as  regards  hemor- 
rhoids. 

He  discusses  in  detail  the  history  of  the  injec- 
tion treatment  of  hemorrhoids.  He  gives  the  va- 
rious agents  and  methods  which  have  been  used. 

During  the  World  War  it  fell  to  the  author’s 
lot  to  treat  a large  number  of  cases  of  hemor- 
rhoids. He  used  the  injection  treatment  and  was 
gratified  with  the  results.  He  has  continued  the 
treatment  since  the  war  and  has  used  it  in  a large 
number  of  cases  and  is  enthusiastic  about  the  re- 
sults. 

In  the  last  chapter  he  gives  a series  of  cases 
which  give  the  reader  a conception  of  the  results 
which  may  be  expected. 


BULLETIN  OF  THE  NEW  YORK  ACADEMY 
OF  MEDICINE:  November  1928.  Published 

monthly  by  The  New  York  Academy  of  Medicine; 
Fifth  avenue  and  103rd  Street,  New  York,  N.  Y. 

A symposium  is  presented  in  this  issue  on  “the 
problem  of  ageing  and  of  old  age.”  The  following 
are  the  more  interesting  topics  discussed,  with 
the  author  of  each  given.  The  pains,  penalties 


WHEN  OI\l THE  ROAD 
TO  RECOVERY 


in  recuperative  power  ...  That  is 
why  liorlick’s  the  Original  Malted 
Milk  is  used  with  such  universally 
good  results  when  the  patient  is 
on  the  road  to  recovery. 

It  supplies  nutrients  most  needed 
for  the  rebuilding  of  health  and 
strength.  By  the  exclusive  Horlick 
process,  these  food  elements  are 
rendered  easily  and  cguickly  assimi- 
lable. For  samples,  address  — 
tlORLICK  — Racine,  VVis. 


The  G.  Wilse  Robinson  Sanitarium 
and  Neuro-Psychopathic  Hospital 

For  Nervous  and  Mental  Disorders 
and  Allied  Conditions 
Alcoholism  and  Drug  Addiction 

Pleasantly  located,  on  a beautiful  tract  of  25  acres. 
Buildings  are  commodious  and  attractive.  Rooms 
with  private  bath  are  available. 

Approved  diagnostic  and  therapeutic  methods  used. 
Occupational  therapy,  recreation  and  entertainment- 

G.  Wilse  Robinson,  M.  D.,  Medical  Director 

Office:- — Suite  814-817  Medical  Arts  Bldg. 
34th  and  Broadway. 

Sanitarium: — 8100  Independence  Road. 
Kansas  City,  Missouri 
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IMPERATIVE  TRAUMATIC  SURGERY— with 
special  reference  to  AFTER  CARE  AND  PROG- 
NOSIS— by  C.  R.  G.  Forrester,  M.D.,  F.A.C.S. 
Consultant,  Teaching  Staff,  Illinois  Post-Graduate 
School,  Laboratory  of  Surgical  Technique,  Chica- 
go; Consulting  Staff,  Chicago  General,  and  Rogers 
Park  Hospital;  Attending  Staff,  West  Side,  Lu- 
theran Memorial,  and  West  Suburban  Hospitals; 
Chicago.  Illustrated.  Paul  B.  Hoeber,  Inc.;  New 
York;  $10.00. 

If  there  are  any  other  kinds  of  accidents  which 
can  happen  to  the  body,  than  the  author  has  in- 
cluded in  his  book,  I cannot  think  of  them,  unless  it 
is  blood  vessel  injuries. 

The  book  is  profusely  illustrated  with  excellent 
pictures,  drawings,  photographs  and  x-rays'.  There 
are  429  pages  in  the  book;  21  chapters  and  598 
illustrations. 

The  book  is  a presentation  of  personal  exper- 
iences and  the  author  says  he  has  used  only  those 
experiences  in  which  the  results  were  checked  up. 

He  has  paid  special  attention  to  immediate 
treatment  and  after-care  of  all  traumatic  condi- 
tions. 

He  has  used  the  term  “Imperative  Traumatic 
Surgery’  in  preference  to  “Industrial  Surgery.” 

The  book  seems  to  be  complete.  It  is  certainly 
clear  and  is  not  vei’bose.  Every  sux’geon  doing 
traumatic  surgery  ought  to  have  this  book  in  his 
library. 


A Text -Book  of  Surgery.  By  W.  Wayne  Babcock, 
M.D.,  F.A.C.S.,  Professor  of  Surgery  and  of  Clinical 
Sui’gery  in  the  Temple  Univei’sity,  Philadelphia; 
Surgeon  to  the  Samaritan  Hospital  and  to  the 
American  Hospital  for  Diseases  of  the  Stomach. 
Octavo  of  1367  pages;  with  1050  illustrations,  9 of 


The 

California  Tuberculosis 
Association 


Announces  a Summer  Course  for  the  Study  of 
Tuberculosis  under  the  direction  of 

Dr.  Allen  K.  Krause,  Johns  Hopkins 
Medical  School 

Los  Angeles  July  15th  to  26th 
San  Francisco  July  29th  to  August  9th 


Enrollment  limited  to  25  in  each  place.  Ap- 
plication for  enrollment  should  be  made  to 
the  California  Tuberculosis  Association,  901 
Griffith-McKenzie  Building,  Fi’esno,  Cali- 
fornia. Fee  $25.00  Program  will  be  publish- 
ed at  a later  date. 


Keeps  the  underarms 
dry  and  odorless. 


Samples  mailed  on 
receipt  of  this  coupon. 


THE  NONSP1 
2652  WALNUT  STREET 
KANSAS  CITY,  MISSOURI 


Send  free  NON SPI 
samples  to: 


Name 


Street 


From  Text  Books  of  Over  a Decade 

MEAD’S  DEXTRI- MALTOSE 

FOR  more  than  twenty  years  dextrin- 
maltose  has  been  cited  in  text  books  of 
leading  authors  on  infant  feeding.  During 
this  period,  no  reversal  of  opinion  has  oc- 
cured,  and  the  opinions  set  out  by  the 
earlier  writers  are  shared  by  those  of  today. 

This  form  carbohydrate  in  the  combi- 
nation of  Mead’s  Dextri-Maltose  is  usually 
the  sugar  of  first  con- 
sideration where  the 
infant’s  diet  is  one  of 
diluted  cow’s  milk 
with  carbohydrate  ad- 
ditions. 

For  years  it  has  been 
indicated  by  physi- 
cians both  for  the 
routine  feeding  of  well 
babies,  and  in  correc- 
tive diets  for  the  treat- 
ment of  nutritional 
disturbances. 

- — « 

MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana 


From  Text  Books 
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them  in  colors.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1928.  Cloth,  $10.00  net. 

The  author  has  covered  the  entire  field  of  sur- 
gery in  the  one  volume  of  1367  pages.  The  book  is 
a shade  over  two  inches  thick  and  is  easily  handled. 
The  publishers  have  used  an  excellent  grade  of 
paper.  The  numerous  cuts  are  introduced  directly 
in  the  text,  so  they  add  no  excess  bulk  to  the 
volume.  The  cuts  are  excellent. 

The  author  has  a terse  understandable  style,  pre- 
senting much  inlittle  space.  He  presents  his  sub- 
ject as  a precise  and  exact  science.  In  his  preface, 
he  says:  “The  student  or  physician  who  reasons 
‘Why  learn  today  what  tomorrow  may  prove  wrong  ? 
Why  strive  for  exactness  when  the  most  learned  are 
often  in  error?”  Not  only  loses  his  usefulness  in  a 
progressive  profession,  but  lays  down  the  torch  of 
progress  bequeathed  to  him.  I have,  therefore,  writ- 
ten in  a dogmatic  vein  what  practice  and  study 
have  made  me  believe  is  true  today.” 

This  is  a book  of  such  practical  value  that  every 
general  practitioner  and  every  surgeon  will  wish 
to  have  it  on  his  desk. 


SUMMER  CLINICS,  CHICAGO  MEDICAL 
SOCIETY 

The  Chicago  Medical  Society  will  hold  a two- 
week’s  clinics  at  Cook  County  Hospital  June  17  to 
29  inclusive.  Members'  of  the  hospital  staff  will 
give  these  clinics  on  the  following  schedule: 

8 to  10  a.m. — Medical  and  surgical  clinics  in  am- 
phitheatres. 

10  to  12  a.m. — Ward  walks. 

12  to  1 a.m. — Luncheon. 

1 to  3 p.m. — Medical  and  Surgical  clinics  in  am- 
phitheatres. 

3 to  5 p.m. — Ward  walks. 

The  amphitheatre  work  will  be  devoted  to  medi- 
cal and  surgical  dry  clinics  and  lectures.  Two  am- 
phitheatres' will  be  used  simultaneously,  one  for 
medical  and  one  for  surgical  clinics.  Each  clinic 
will  be  one  hour  in  length,  thus  giving  four  med- 
ical and  four  surgical  clinics  daily.  Operative 
work  will  be  done  during  the  hours  devoted  to 
ward  walks.  The  clinical  work  will  be  confined 
largely  to  general  medicine  and  surgical  subjects. 

It  is  planned  to  hold  six  meetings  to  be  ad- 
dressed by  speakers'  other  than  members  of  the 
hospital  staff  on  such  subjects  as  heart  disease, 
tuberculosis,  obstetrics,  physiotherapy,  gastroin- 
testinal disorders  and  possibly  diabetes. 

A reservation  fee  of  ten  dollars  will  be  charged 
to  cover  the  cost  of  preparing  for  and  conducting 
the  clinics. 

For  further  information  apply  to  the  Chicago 
Medical  Society,  185  N.  Wabash  Ave.,  Summer 
Clinics  Committee. 


WANTED 

An  association  or  placement  with  a group  or  an 
institution  as  director  of  physical  therapy  by  an 
ethical  M.  D.  of  many  years  experience  in  this 
work.  Full  time  service  preferred. 

Address  A.  M.  C.,  care  of  Southwestern  Medicine- 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians’  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 


Awn  ITOUWCIWCr 
a change  in  name 

HALEY’S  M-0 

is  now  known  as 
MAGNESIA-MINERAL 
OIL  (25)  HALEY 

Accepted  for  N.  N.  R. 

of  the 

American  Medical  Association 

A uniform,  perma- 
nent, unflavored 
emulsion  of  Liquid 
Petrolatum  (U.  S. 
P.)  and  Magma 
Mag.  (U.  S.  P.). 
Does  not  disturb 
digestion,  or  irri- 
tate. For  internal 
administration  in 
indicated  con- 
ditions and  as  an 
ANTACID 
MOUTH  WASH. 
From  several  ques- 
tionnaires sent  out 
to  thousands  of  physicians  who  have 
used  this  product,  the  following  indi- 
cations for  its  use  in  conjunction  with 
other  treatment  have  been  compiled: 

Oral  or  Gastro-intestinal  Hyperacidity, 
Gastro-intestinai  Fermentation,  Gastric  or 
Duodenal  Ulcer,  Intestinal  Stasis,  Obstipa- 
tion, Autotoxemia,  Hemorrhoids,  Colitis, 
Ante-  or  Post-Operative,  Pregnancy,  Mater- 
nity, Infancy,  Childhood,  Old  Age. 

Generous  sample  and  literature  sent  to 
any  physician  on  request. 

The 

HALEY  lYI-O  OMSPAAT,  Tttc 

Geneva,  New  York 


FORMULA: 

Each  Tablespoonful 
Contains  Masma  Mag. 
(U.  S.  P.)  3 if  £,  Petro- 
led. Liq.  (U.  S.  P.)  3 i. 
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£J4^hy 

PARKE-DAVIS 

AMPOULES.' 

It  IS  not  practicable  for  the  physician  to  test  his  ampoule 
solutions  chemically  or  biologically  before  use;  he  must 
choose  a manufacturer  in  whom  he  has  faith. 

In  the  manufacture  of  the  Parke,  Davis  & Co.  Ampoules 
the  following  problems  have  been  met  and  mastered: 

1 —  Form.  Aqueous  or  saline  solution,  or  suspension  in 
a readily  absorbable  oil. 

2 —  Sterilization.  Not  always  a simple  matter.  Some 
chemical  combinations  are  injured  by  heat. 

3 —  Standardization.  Both  chemistry  and  pharmacology 
contribute. 

4 —  Stability.  A question  of  purity  and  chemical  balance. 

5 —  Preservation.  In  alkali-free  glass — none  other. 

6 —  Acid-base  Equilibrium  (hydrogen-ion  concentra- 
tion). Assured  by  potentiometer  tests. 

Parke,  Davis  & Co.  Ampoules  for  subcutaneous  or  intra- 
muscular use  are  supplied  in  boxes  of  6 or  1 2 and  100;  for 
intravenous  use  in  boxes  of  6 and  2 5. 


^Ask  for  our  Ampoule  Booklets 


Parke,  Davis  & Company 

DETROIT,  MICHIGAN 


eflMPMCIW 


440  Pli 


Several  years  ago  S.  A'l.  /\.  started  tine  modern 
trend  of  attempting  to  produce  a product 
similar  to  breast  mi  1L  It  e simplicity  of  S.  A l.  f\. 
appeals  to  the  physician  who  prescribes  it  and  to 
the  mother  who  prepares  it.  The  attempt  to  copy 
this  simplicity  of  S.  Al.  /\ . is  very  much  in  evi= 
dence.  True  genius,  years  of  research  and  exper= 
iment  are  required  to  reduce  a product  to  the 
most  simple  and  efficient  form.  But  once  achieved, 
as  in  S.  M.  A.  , such  simplicity  is  of  great  value. 


It 


means  resu 


Its  obtained 


more  simply  and  more 


quicldy  at  lowest  cost  to  the  parent. 


“ The  economy  of  quality  is  paying  a little  more  at  first 
and  saving  a great  deal  in  the  end.” 


Me 


id 


*lay  we  send  you  samples 
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S.  M.  A.  is  produced  by  permission  of  tfie  Babies  and  Childrens  Hospital  of  Cleveland 

The  Laboratory  P roducts  Company  ::  Cleveland,  Of 
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^XCst  of  Rockies 
elan  Bldg.,  San  Francisco,  Ca 


In  Canada 

6-\  C'errard  Si.,  Easl.  I oronlo 
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Pathological  Laboratory 

Suite  320  Goodrich  Building 
Mail  Address  P.  0.  Box  1587 

Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
Harian  P.  Mills.,  M.  D. 


Clarence  N.  Boynton,  M.  A 
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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
of  nutrition,  and  to  promote  tolerance  of  remedies. 

GASTRON — the  acid-aqueous-glycerin  extract  of  the  entire  gastric 
mucous  membrane*  prescribed  simply  by  the  name — G A S T R 0 N. 

Samples,  literature,  upon  request. 

*Alcohol-free. 

Fairchild  Bros.  & Foster 

NEW  YORK 


Hay  Fever 


has  been  prevented  in 
thousands  of  cases  with 

Pollen  Antigen 

Introduced  by  the 

Lederle  Antitoxin  Laboratories 

in  1914 


Since  the  introduction  of  Pollen 
Antigen  Lederle,  each  year  has  added 
evidence  to  the  value  of  this  product 
in  the  prevention  or  relief  from  symp' 
toms  of  Hay  Fever,  and  each  year 


an  increasing  number  of  physicians 
have  familiarized  themselves  with 
the  Hay  Fever  problem  and  are  re' 
lieving  patients  of  their  seasonal 
attacks. 


Lederle  Antitoxin  Laboratories  where  Pollen  Antigens  were  developed  in  1914 

PROPHYLACTIC 

TREATMENT 


may  be  commenced  as  late  as  two  weeks  be' 
fore  the  date  of  the  expected  attack.  Fifteen 
graduated  doses  of  an  appropriate  Antigen 
are  required.  Patients  usually  suffer  little  in' 
convenience  from  the  injections,  and  many 
are  completely  protected  from  Hay  Fever 
attacks. 


Literature  on  request 

LEDERLE  ANTITOXIN  LABORATORIES 

NEW  Y ORK 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

An  institution  providing  adequate  facilities  for  the  scientific  study,  diag- 
nosis, and  treatment  of  cancer  and  other  neoplastic  diseases. 

Recognized  therapeutic  measures  for  the  treatment  of  cancer  are  radium, 
high  voltage  x-ray  and  surgery. 

Results  in  cancer  therapy  are  entirely  dependant  upon  early  diagnosis, 
thorough  study  and  proper  application  of  such  of  the  above  methods  of 
treatment,  either  alone  or  in  combination,  as  each  case  may  indicate. 

We  desire  to  confer  and  cooperate  with  the  medical  profession  in  the  diag- 
nosis and  treatment  of  cancer  and  other  neoplastic  diseases. 

DR.  REX  DUNCAN  DR.  H.  H.  HATTERY 
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HARRY  LEIGH,  M.  D. 
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BROWN  AND  BROWN 

Suite  101  Roberts-Banner  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

DR.  L.  A.  NEIL 

G.  WERLEY,  M.  D. 

Practice  liwAted  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

Diseases  of  the  Heart 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 

101-2  Roberts-Banner  Bldg.  El  Paso 

F.  C.  GOODWIN,  M.  D. 

Your  Professional  Card  in  this  space  reaches 

Practice  Limited  ta 

Orthopaedic  Surgery 

every  member  of  the  profession  in  the  entire 
southwest.  Write  for  rates. 

823-824  Mills  Bldg.  El  Paso,  Texas 

JOHN  W.  CATHCART,  M.  D. 

JAMES  VANCE,  M.  D. 

Practice  Limited  to 

and 

Surgery 

C.  H.  MASON,  M.  D. 

313-1  Mills  Bldg.  El  Paso 

Practice  Limited  to 

X-Ray  and  Radium 

HOURS:  11  TO  ISiSO 

811  Roberts-Banner  Bldg.  El  Paso 

E.  A.  DUNCAN,  M.  D. 

K.  D.  LYNCH,  M.  D. 

Practice  Limited  to 

Genito  urinary  Surgery 

Internal  Medicine 

111  Mills  Bldg.  El  Paso 

810  Martin  Bldg.  El  Paso 

PHOENIX,  ARIZONA 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

225-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN.  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON,  M.  D. 
Diseases  op  Children 

Heard  Building  Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 


FRED  G.  HOLMES.  M.  D. 
VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
4 07  Goodrich  Bldg.  Phoenix 

H.  T.  BAILEY.  M.  D. 

MAYO  ROBB,  M.  D. 

Practice  Limited  to 

Eye.  Ear.  Nose  and  Throat 
323  Ellis  Bldg.  Phoenix 


MIHAJLO  MATANOVICH,  B.S..M  D. 

Genito-Urinary  Diseases 

402  Heard  Building  Phoenix 


H.  M.  PURCELL,  M.  D. 

Urology 

207  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN.  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


TUCSON,  ARIZONA 


CLARENCE  E.  IDE,  M.  D.,  F.A.  C.  S. 
Eye,  Ear,  Nose.  Throat 
Neurology  and  Endocrinology 
Tonsillectomy  by  Electrocoagulation 
(Diathermy) 

Physicians  Building  Tucson 


Waite’s  Laboratory 

Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 

Clinical  Microscopy 
Autogenous  Vaccine* 

Therapeutic  Dyes 

Neosalvarsans 

Sulpharsphenamine 

Tryparsamide 

Bismosol 

Information. 

PTONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 
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Every  Doctor  in  the  world  knows  of  the 
Storm  Supporters 

Type  N.  “STORM”  Supporter 


Superior  to  Corsets. 
Long,  special,  laced 
back.  Soft,  low  ex- 
tension on  hips. 
Hose  supporters  at- 
tached. Patients  are 
writing  to  us  about 
these  belts,  but  we 
prefer  having  orders 
from  physicians. 


Ask  for  Literature 

Adaptable  to  Ptosis,  Hernia,  Obesity,  Preg- 
nancy, Relaxed  Sacro  Iliac  Articulations,  Kid- 
ney conditions,  High  and  Low  Operation®,  etc. 

Katherine  L.  Storm,  M.  D. 

Originator,  Owner,  Maker 
1701  Diamond  St.  Philadelphia,  Pa. 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young-  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


Southwestern  Surgical  Supply  Company 


No.  121  North  First  St. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapv  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc, 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 


ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


MeN  isi*s  Food"™ A Milk  Modifier 


An  Important  Factor  in  Infant  Feeding 

Now,  as  always , 

the  attenuation  of  the  casein  curd  of  cow’s  milk  is  the  most  important  single 
factor  in  directing  the  preparation  of  an  infant’s  diet. 

Now,  as  always, 

Mellin's  Food  meets  this  situation  to  the  satisfaction  of  the  physician  and  to 
the  comfort  of  the  baby,  for  by  the  use  of 

Mellin’s  Food 

as  a modifier  of  milk  for  infant  feeding  the  casein  curd  is  made  soft,  flocculent 
and  spongedike,  easily  permeated  by  the  fluids  of  the  stomach  and  incapable 
of  forming  tough,  tenacious  masses. 

This  is  why 

constipation  and  other  nutritional  disturbances  due  to  casein  curds  are  so  rare 
when  Mellin’s  Food  is  used  as  the  milk  modifier. 


Mellin’s  Food  Company, 

Boston,  Mass. 

. 

Accurate  digitalis  dosage 

; 

by  mouth 

DIGITAN 

TABLETS 

CONVENIENT  STANDARDIZED 

DEPENDABLE 

Sample  sent  upon  request 

MERCK  & CO.  Inc. 

Rahway,  N.  J. 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acie  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modem  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. °hysicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


50  DELICIOUS  WAYS  TO  USE 
KNOX  SPARKLING  GELATINE 
IN  THE  DIABETIC  DIET 


The  recipes  contained  in  the  booklet,  “Diet 
in  the  Treatment  of  Diabetes,”  make  avail- 
able a delightful  variety  of  food  combina- 
tions for  the  diabetic  diet.  Because  of  its 
recognized  purity,  and  the  fact  that  it  is 
unbleached,  unflavored,  and  free  from 
sugar,  Knox  Sparkling  Gelatine  will  be 
found  especially  valuable  in  bringing  va- 
riety, palatability  and  nourishment  to  the 
prescribed  diet. 

The  first  part  of  the  booklet  carries  a 
reprint  of  an  article  from  Modern  Hospital 
written  by  Lulu  G.  Graves,  which  discusses 
the  new  ideas  in  diabetic  diets.  As  Miss 
Graves  is  Honorary  President  of  the  Amer- 
ican Dietetic  Association,  and  has  specialized 
in  diabetic  diets,  and  has  collaborated  with 
leading  diabetic  authorities,  she  is  well 
equipped  to  write  advisedly  on  this  all- 
important  subject. 

Knox  Sparkling  Gelatine  blends  per- 
fectly with  the  foods  commonly  used  in  the 
diabetic  diet,  and  the  increased  bulk  helps 
satisfy  the  constant  hunger  of  the  diabetic 
patient.  As  each  ounce  of  Knox  Sparkling 
Gelatine  contains  about  120  calories,  the 
doctors  can  circulate  food  formulas  exactly. 
Necessary  proteins  are  added  to  the  diet. 
Indeed,  experiments  show  that  when  gela- 
tine is  given  to  humans  as  the  sole  source  of 


QUALITY  WITH 
ECONOMY 

Knox  Sparkling  Gelatine  is  the 
highest  quality  for  health.  It  is  a pro- 
tein in  its  purest  form,  particularly 
suitable  where  carbohydrates  and  acids 
must  be  avoided.  When  you  purchase 
Knox  Gelatine  you  not  only  get  qual- 
ity but  economy,  for  each  package 
makes  four  different  desserts  or  sal- 
ads of  six  generous  servings  each. 


protein,  the  waste  of  body  proteins  often  is 
reduced  by  as  much  as  63.7  per  cent  (Lusk). 

Additional  dietetic  booklets 
available 

Listed  below  are  other  free  booklets  which 
are  filled  with  tempting  recipes  for  using 
Knox  Sparkling  Gelatine  in  the  liquid 
and  soft  diet  of  invalids  and  convalescents, 
as  well  as  the  diet  for  anemia.  A further 
booklet  contains  a wealth  of  data  on  gela- 
tinated  milk  as  used  in  child  feeding.  Check 
those  you  wish  and  mail  us  the  coupon. 


-« >- 

KNOX  GELATINE  LABORATORIES,  43S  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me,  without  obligation  or  expense,  the  booklets  which  I have 
marked.  Also  register  my  name  for  future  reports  on  clinical  gelatine  tests  as 
they  are  issued. 

C Diet  in  the  Treatment  of  Diabetes 
I 1 Reducing  Diet 

C Varying  the  Monotony  of  Liquid  and  Soft  Diets 
tZH  Recipes  for  Anemia 

Id  Value  of  Edible  Gelatine  in  Infant  and  Child  Feeding 

Name Address 

City State 


you  want  hmt  deep 
within  the  tissues 


DIATHERMY 

According  to  the  definition  submitted 
by  the  Council  on  Physical  Therapy 
of  the  American  Medical  Association, 
“Diathermy  is  a term  applied  to  the 
use  of  a high-frequency  current  to  gen- 
erate heat  within  some  part  of  the  body. 
When  such  a current  is  passed  through 
the  body  at  a sufficient  voltage  and 
amperage,  the  resistance  offered  by  the 
tissues  intervening  between  the  elec- 
trodes causes  heat  to  be  generated  in 
such  tissues.** 


WHERE  a deep-seated  condition  exists,  indicating  the 
use  of  heat  as  a therapeutic  measure,  it  seems  a waste 
of  time  to  employ  a hot  water  bottle  or  electric  heating  pad, 
when  an  efficient  high-frequency  apparatus  will  produce  the 
desired  heat,  deep  within  the  tissues,  so  quickly  and  thoroughly. 
No  other  means  is  so  conveniently  available  with  which 
to  introduce,  artificially,  heat  to  any  internal  part  of  the  body. 

With  the  Victor  Vario-Frequency  Diathermy  apparatus  you 
obtain  a quality  of  current  that  has  the  maximum  therapeutic 
effect,  and  which  at  the  same  time  is  comfortable  and  within 
the  tolerance  of  the  individual  patient.  This  is  because  the 
design  of  the  machine  provides  a selective  range  of  both  volt- 
age and  frequency,  so  that  a combination  of  these  two  factors 
may  be  selected  as  best  suited  to  the  treatment  in  hand. 

PHYSICAL  THERAPY  DEPARTMENT 

VICTOR  X-RAY  CORPORATION 

Manufacturers  of  the  Coolidge  Tube  j--A  I Physical  Therapy  Apparatus,  Electro - 

and  complete  line  of  X-Ray  Apparatus  Li  cardiographs,  and  other  Specialties 

2012  Jackson  Boulevard  Branches  in  all  Principal  Cities  Chicago,  III.,  U.S.A. 

A GENERAL  ELECTRIC  ORGANIZATION 

— — — ■ 


DALLAS,  TEXAS— VICTOR  X-RAY  CORPORATION  OF  TEXAS 
316-318  Medical  Arts  Bldg 

LOS  ANGELES,  CALIF.,  MEDICAL  DENTAL  BLDG. 
REGIONAL  SERVICE  DEPOTS 

Houston — 322  Medical  Arts  Bldg.  San  Antonio — Medical  Arts  Bldg. 


IX 


A.  PHILADELPHIA  dispenser  who 
fits  80%  Tillyer  Lenses  (by  the  advice  and  consent  of  several  leading 
Philadelphia  oculists)  became  a Tillyer  enthusiast  by  way  of  his  own 
eyes.  Furthermore,  several  of  his  valued  patients  tried  Tillyer  Lenses, 
and  proved  the  difference.  Wearers  actually  experience  more  comfort- 
able vision  with  them,  and  you  can  readily  understand  why  this  is  true. 
The  more  precisely  your  prescription  is  filled,  the  better  your  vision. 
Tillyer  Lenses  are  new,  and  they  are  bettei — you  and  your  patients 
should  change  to  Tillyer  Lenses. 


AMERICAN 

TIL 


OPTICAL  COMPASY 


L E N 8 E S 


Accurate  to  the  very  edge 
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The  New  Menninger  Sanitarium 


qA  Complete  A^europsychiatnc  Service 


Psychiatry 

at  the  Menninger  Sanitarium 


Neurology 

at  Christ’s  Hospital 


Modern  Psychiatric  Treatment  of 
Mental  Disease.  Psychotherapy 
Physiotherapy,  Hydrotherapy 


Diagnostic  and  Therapeutic 
Procedures  for  Strictly 
Neurological  Cases. 


Nervous  Children  Diagnosis 

at  the  Southard  School  at  the  Menninger  Clinic 


A Home  School  for  Feebleminded  and 
Nervous  Children,  including 
Endocrine  Cases. 


Complete  Study  of  Neurological, 
Endocrine,  and  Psychiatric  Cases, 
and  Behavior  Problems 


Karl  A.  Menninger,  M.  D.  C.  F.  Menninger,  M.  D.  William  C.  Menninger,  M.  D. 

3617  West  Sixth  Avenue, 

Topeka,  Kansas 


Southwestern  Medicine 

OFFICIAL  ORGAN  OF 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 
THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
OF  THE  SOUTHWEST 


Volume  XIII  May,  1929  No.  5 


ANNUAL  SUBSCRIPTION  $2  SINGLE  COPIES  25  CENTS 

Entered  at  the  Postoffice  at  Phoenix.  Arizona,  as  second  class  matter. 

"Acceptance  for  mailing  at  special  rate  of  postage  provided  for  in  section  1103,  Act  of  October  3.  1917, 

authorized  March  1.  1921.” 


PRESIDENT’S  ADDRESS 
(Maricopa  County  Medical  Society) 

H.  T.  BAILEY,  M.  D. 

Phoenix,  Ariz. 

(Talk  before  the  Maricopa  County  Medical  Soci- 
ety. at  Phoenix,  Ariz.,  at  their  January  meeting 
in'  1929.) 

It  should  be  the  aim  of  every  county  med- 
ical society  to  carry  on  a continuous  post- 
graduate course,  and  the  value  of  the  post- 
graduate work  we  do  will  depend  here,  as 
anywhere  else,  on  the  amount  of  time  and 
interest  each  member  of  the  society  is  will- 
ing to  devote  to  study.  We  can  gain  ideas 
from  any  paper,  even  though  we  already 
know  everything  the  author  tells  us,  because 
he  will  likely  present  his  thoughts  in  a dif- 
ferent way  and  that  will  start  our  minds  to 
work  and  will  bring  out  new  ideas.  There- 
fore both  courtesy  and  self  interest  demand 
that  we  stay  to  hear  every  paoer  on  the 
program  through.  It  encourages  the  read- 
er if  no  one  walks  out  on  him,  and  it  is 
more  courteous  to  remain  if  the  reader  is 
young  and  inexperienced. 

In  this  fast  age,  people  have  manv  obli- 
gations and  work  by  the  clock;  therefore, 
we  will  begin  our  meetings  on  time  and  close 
them  on  time.  If  a doctor’s  family  is  at  the 
theatre  or  a social  gathering,  or  if  he  has 
calls  to  make  and  can  be  sure  that  he  can 
come  in  on  time  and  get  a wav  on  time,  he 
can  make  his  plans  accordingly  and  be  sure 
of  getting  to  the  second  engagement  on 
time.  In  our  business  meetings  it  will  be 
well  for  no  member  to  claim  the  floor  more 
than  once  on  the  same  subject  (Roberts’ 
Rules  of  Order)  . I auPreciate  that  this  is 
dangerous  ground  for  the  chairman,  because 
some  one  mav  take  offense  at  sucb  a “ruling; 
it  is  likely  that  he  will  not  try  to  enforce 
the  rule,  unless  it  is  abused. 

We  believe  it  is  better  to  have  short  pa- 
pers. Three  snappy  papers  of  fifteen  min- 
utes each,  with  four  to  six  discussions  of 
from  three  to  five  minutes  each,  are  much 
more  interesting  and  profitable  to  a great- 


er number  of  doctors  than  one  paper  that 
takes  up  the  whole  evening.  Where  an  un- 
usually interesting  topic  is  to  be  presented 
by  a prominent  out  of  town  speaker,  this 
statement  will  not  apulv.  Three  papers  can 
be  read  in  forty-five  minutes,  and  each  dis- 
cussed in  fifteen  minutes  by  from  three  to 
five  speakers,  so  that  the  whole  scientific 
program  can  be  finished  in  ninety  minutes, 
which  will  leave  thirty  minutes  for  the  open- 
ing meeting,  reading  of  minutes,  new  and 
unfinished  business,  etc. 

Most  people  like  to  talk  about  themselves 
and  their  accomplishments;  therefore,  I be- 
lieve it  is  better  for  members  of  our  soci- 
ety to  present  papers  based  on  observations 
of  their  own  patients.  Laboratory  findings 
can  be  discussed  by  the  laboratory  consult- 
ant and  other  consultants  can  present  their 
findings  and  discuss  their  opinions;  a gen- 
eral discussion  can  follow. 

With  regard  to  programs,  your  new  offi- 
cers have  thought  that  it  will  facilitate  the 
arrangement  of  programs,  if  the  entire  mem- 
bership of  the  society  can  be  classified  into 
such  groups  as  will  permit  us  to  bring  out 
the  best  work.  We  do  not  feel  that  we  can 
make  this  classification,  but  that  each  of 
you  should  choose  the  class  you  prefer  to 
work  in,  whether  you  do  exclusive  work  in 
that  line  or  not.  For  example,  if  you  are 
doing  general  work  and  wish  to  give  special 
attention  to  surgery  or  urology,  or  what  not, 
take  that  classification  and  present  your 
work  before  the  society  accordingly.  A blank 
will  be  mailed  you  soon,  to  be  filled  out.  Af- 
ter all  the  members  are  classified,  each  class 
will  be  asked  to  put  on  a program.  If  you 
will  do  this,  you  will  not  need  a program 
committee,  and  it  is  too  much  to  ask  our  sec- 
retary to  do  all  the  secretarial  work  of  the 
society,  and  then  to  prepare  programs  in  ad- 
dition. 

If  everv  member  will  get  in  and  do  his 
bit,  we  will  have  good  instructive  meetings 
which  will  be  genuine  postgraduate  work. 
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SUPRAPUBIC  PROSTATECTOMY:  ITS 
HAZARDS  AND  FACTORS  OF  SAFETY 
VERNE  C.  HUNT,  M.  D. 

Division  of  Surgery. 

The  Mayo  Clinic,  Rochester,  Minnesota 

(Read  before  The  Medical  and  Surgical  As- 
sociation of  the  Southwest,  meeting  in  Albuquer- 
que, New  Mexico,  November  8 to  10,  1928.) 

Obstructive  lesions  of  the  prostate  gland 
are  often  so  insidious  in  onset,  and  progress 
so  silently  before  the  appearance  of  true 
symptoms,  that  the  difficulties  of  treatment 
are  usually  greatly  increased  when  the 
patient  finally  seeks  medical  consultation. 
In  malignant  disease  of  the  prostate,  al- 
though usually  symptoms  similar  to  those 
of  benign  prostatic  enlargement  occur,  it 
may  happen  that  few  symptoms  are  mani- 
fested and  the  lesion  will  be  discovered  in 
the  course  of  the  general  examination,  either 
in  an  early  or  advanced  stage,  as  determined 
on  digital  or  cystoscopic  examinations : or 
roentgenographic  evidence  of  metastasis  to 
bones,  particularly  those  of  the  pelvis,  may 
direct  attention  to  the  investigation  of  the 
prostate  gland.  It  would  seem  that,  in  the 
presence  of  malignant  disease  of  the  pros- 
tate, little  difficulty  should  be  experienced  in 
the  diagnosis.  However,  early  carcinoma  is 
not  always  easdy  distinguishable  by  digital 
or  cystoscopic  examination  from  the  in- 
flammatory or  prostatic  type  of  lesion,  or 
from  an  unusually  hard  benign  type  of 
adenomatous  hypertrophy. 

The  insidious  onset  of  prostatic  enlarge- 
ment, even  in  the  presence  of  partial  ob- 
struction to  the  urethral  channel,  is  em- 
phasized by  the  number  of  patients  seen  in 
hospitals  and  clinics  who  are  unable  com- 
pletely to  empty  the  bladder  and  are  en- 
tirely unaware  of  this  inability,  and  also 
by  the  number  of  patients  who  are  unaware 
of  chronic  distention  of  the  bladder,  the 
urinary  act  consisting  of  an  overflow,  a 
more  or  less  constant  dribbling,  which  the 
patient  often  considers  incontinence. 

It  has  been  shown  that,  when  residual 
urine  is  present  due  to  prostatic  obstruction, 
the  back  pressure  on  the  kidneys,  often  with 
ascending  infection,  results  in  a varying 
degree  of  renal  insufficiency,  which  usually 
is  dependent  on  the  amount  of  obstruction 
and  residual  urine  and  the  duration  of  the 
obstruction. 

Before  the  advent  of  tests  of  renal  func- 
tion, it  was  not  possible  to  determine  the 
degree  of  renal  insufficiency,  and  uremia 
was  a common  cause  of  death  following 
prostatectomy.  During  the  early  years  of 
the  development  of  prostatic  surgery,  pros- 
tatic obstruction  was  regarded  as  a local 
condition ; it  was  regarded  as  entirely  me- 
chanical in  its  effect  at  the  neck  of  the 


b’adder,  and,  without  further  knowledge, 
removal  of  the  gland  was  accomplished  with 
an  exceedingly  h;gh  mortalitv  rate.  Fortun- 
ately, conditions  have  changed  and  prostatic 
obstruction  is  no  longer  considered  a local 
disease  confined  in  its  effect  to  the  bladder. 
It  has  become  recognized  that  prostatic  ob- 
struction is  largely  a medical  condition,  that 
a general  and  not  a local  condition  is  pres- 
ent, and  that  a consideration  of  the  cardio- 
vascular and  renal  functions  is  of  utmost 
importance.  Experience  has  shown  that,  in 
more  than  seventy-five  per  cent  of  cases  of 
prostatic  obstruction,  there  is  always  some 
degree  of  impairment  of  renal  function.  The 
phenolsulphonephthalein  return  and  urea  de- 
termination serve  as  excellent  methods  of 
measuring  renal  function  and  determining, 
relatively  at  least,  the  degree  of  impair- 
ment. It  may  be  stated  that  under  no  cir- 
cumstances should  prostatectomy  be  con- 
sidered without  previously  having  ascer- 
tained the  renal  function  by  one  or  the 
other  or  preferably  by  both  methods.  Con- 
siderable difference  of  opinion  exists  regard- 
ing the  relative  merits  of  these  tests.  A 
normal  amount  of  urea  may  be  obtained 
even  when  there  is  a narrow  margin  of 
renal  reserve,  but  increased  urea  tends  to 
indicate  a degree  of  renal  insufficiency 
which  may  be  best  determined  relatively  by 
the  fractional  phenolsulohonephthalein  de- 
termination at  fifteen-m'nute  intervals  for 
a period  of  two  hours  or  more,  and  the  ob- 
servation of  the  time  of  the  first  appearance 
of  the  dye  and  the  time  of  the  maximal  out- 
put. Delayed  appearance  of  the  dye  and  a 
lower  than  normal  output  in  two  hours  are 
most  significant  in  determining  renal  ef- 
ficiency and  reserve.  These  tests  of  renal 
function  possess  their  greatest  value  as  they 
are  repeated  at  intervals  of  several  days.  As 
a working  rule,  it  may  be  stated  that  pros- 
tatectomy should  not  be  considered,  except 
under  most  unusual  circumstances,  when  the 
urea  is  more  than  fifty  milligrams  for  each 
100  c.c.  of  blood,  or  the  phenolsulphone- 
phthalein  return  is  less  than  twenty  per 
cent. 

Among  the  hazards  of  prostatectomy  are 
the  various  forms  of  associated  diseases  in- 
cident to  the  age  at  which  surgical  ob- 
struction of  the  prostatic  occurs.  Patients 
aged  less  than  fifty  years  rarely  have  benign 
prostatic  obstruction.  The  average  age  of  a 
series  of  1978  patients  operated  on  at  The 
Mayo  Clinic  from  January  1,  1918,  to  Janu- 
ary 1,  1928,  was  sixty-four  years;  however, 
forty-eight  per  cent  of  them  were  between 
sixty-five  and  eighty.  Thus  surgical  pros- 
tafcic  disease  occurs  at  an  age  when  degener- 
ative changes  are  most  marked.  Unques- 
tionably, prostatic  obstruction,  with  the  as- 
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sociated  or  resultant  renal  insufficiency, 
tends  to  emphasize  or  increase  these  de- 
generative changes.  This  is  particularly  true 
of  the  cardiovascular  system.  Willies  has 
presented  data  showing  that  almost  half  of 
the  patients  with  prostatic  obstruction  had 
clinical  and  electrocardiographic  evidence  of 
serious  cardiac  disease,  and,  furthermore, 
that  the  incidence  of  serious  cardiac  disease 
was  higher  in  cases  of  prostatic  obstruction 
than  in  other  diseases  during  similar  de- 
cades, indicating  that  coexisting  cardiovas- 
cular diseaset  is  aggravated  by  persistent 
urinary  obstruction. 

That  degenerative  changes  in  vital  organs, 
systems  and  structures  must  be  taken  into 
account,  is  well  illustrated  in  a study  of  the 
relationship  of  age  to  mortality  rate.  First 
of  all,  it  may  be  said  that,  in  the  modern 
treatment  of  prostatic  obstruction,  the  mor- 
tality rate  is  about  what  the  surgeon  chooses 
to  make  it.  In  other  words,  it  is  in  accord- 
ance with  the  acceptance  or  rejection  of 
patients  in  terms  of  risk  based  on  their 
general  condition  and  the  status  of  their 
cardiovascular  renal  reserve.  If  one  is  in- 
terested primarily  in  a low  mortality  rate, 
it  becomes  incumbent  on  him  to  select  his 
patients  carefully,  accepting  for  operation 
only  the  preferred  surgical  risk,  and  denying 
the  benefits  that  may  occur  from  operation 
to  the  patient  who  is  a substandard  risk. 
Through  recognition  of  the  necessity  of 
preoperative  treatment  in  all  cases,  there 
has  been  a marked  reduction  in  mortality 
rate,  and  recent  years  have  witnessed  the 
conversion  from  inoperability  to  a state  of 
relative  operative  safety  in  many  cases.  If 
a competent  surgeon  is  willing  to  accept 
substandard  risks  after  adequate  preopera- 
tive preparation,  and  accepts  for  operation 
all  cases  that  do  not  present  definite  con- 
traindications for  operation,  only  a legiti- 
mate average  mortality  rate  will  result.  The 
average  mortality  rate  at  the  Mayo  Clinic 
during  the  last  ten  years,  in  1973  cases  in 
which  suprapubic  prostatectomy  was  per- 
formed, was  five  per  cent.  During  this  time 
several  series  of  100  or  more  patients  were 
operated  on  with  one  death,  or  not  any 
deaths,  in  a series.  This,  however,  does  not 
represent  the  actual  mortality  rate  of  pros- 
tatectomy. Likewise,  during  this  period  the 
mortality  rate  by  years  ranged  from  two  and 
three-tenths  to  eight  per  cent.  These  ex- 
tremes do  not  necessarily  represent  the  aver- 
age mortality  rate.  It  is  the  low  mortality 
rate  for  which  all  surgeons  strive,  but  renal 
insufficiency,  cardiovascular  disease  and  oth- 
er degenerative  changes  in  the  agGd,  prevail 
as  important  hazards.  The  average  mortal- 
ity rate  following  prostatectomy  in  patients 
aged  more  than  sixty-five  years,  was  six  and 


five-tenths  per  cent,  as  compared  to  three 
and  nine-tenths  per  cent  in  patients  aged 
less  than  sixty-five  years.  In  very  old  pa- 
tients the  mortality  rate  rises  rapidly;  in 
the  Mayo  Clinic  series  it  was  fifteen  per 
cent  in  patients  between  seventy-five  and 
eighty,  and  seventeen  per  cent  in  patients 
more  than  eighty. 

INDICATIONS  FOR  OPERATION 

The  best  results  may  be  expected  from 
prostatectomy  when  the  indications  are  ob- 
struction to  the  normal  act  of  micturition 
with  failure  completely  to  empty  the  blad- 
der. An  enlarged  gland  due  to  benign  hyper- 
trophy with  residual  urine,  comprises  the 
true  indication  for  operation.  It  should  not 
be  inferred  that  marked  enlargement  of  the 
gland  is  necessary  to  provide  obstruction  to 
the  urethra,  resulting  in  residual  urine,  for 
at  times  slightly  enlarged  glands  and  a mod- 
erate-sized intra-urethral  adenoma  provide 
adequate  cause  for  obstruction  and  urinary 
retention.  Likewise,  the  hypertrophy  may 
be  confined  entirely  to  the  median  lobe,  pro- 
viding ball-valve  obstruction  at  the  internal 
urethral  orifice.  On  the  other  hand,  a huge 
gland  may  be  encountered  with  extensive 
intravesical  enlargement  without  resultant 
obstructive  symptoms  or  residual  urine.  It 
is  important  to  determine  in  each  case 
whether  or  not  actual  obstruction  and 
residual  urine  are  present  as  the  result  of 
prostatic  disease.  The  inflammatory  or  pros- 
tatitis type  of  gland  is  sometimes  only  a 
part  of  an  inflammatory  process  of  the  low- 
er urinary  and  genital  tracts,  wh'ch  may  be 
productive  of  frequency,  difficulty,  pain,  and 
so  forth,  without  producing  actual  obstruc- 
tion or  resulting  in  residual  urine  or  reten- 
tion, and  may  be  mistaken  for  a surgical  le- 
sion of  the  prostate.  The  inflammatory  or 
prostatitis  type  of  gland  comprises  about  fif- 
teen per  cent  of  the  cases  in  which  operation 
is  indicated,  but  in  these  cases  great  care  is 
exercised  to  determine  that  they  are  obstruc- 
tive and  productive  of  retention  to  some  de- 
gree. Experience  has  taught  that  prostatec- 
tomy in  this  type  of  gland  in  the  absence  of 
obstruction  and  retention,  is  not  productive 
of  the  desired  relief  from  frequency,  diffi- 
culty and  pain.  In  my  earlier  experience 
some  of  these  patients  were  operated  on 
without  benefit. 

The  question  often  arises  as  to  whether  or 
not  the  symptoms  of  which  the  patient  com- 
plains are  the  result  of  prostatic  hyper- 
trophy, or  Whether  some  other  condition  is 
present  which  may  be  responsible  for  reten- 
tion, frequency,  and  hematuria.  It  must  be 
borne  in  mind  that,  during  the  prostatic  age, 
many  local  or  associated  lesions  of  the  blad- 
der may  produce  symptoms  of  prostatic  ob- 
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struction.  The  examination  should  always 
include  a Wassermann  test  of  blood,  and,  in 
the  event  of  a positive  reaction,  careful  neu- 
rologic and  cystoscopic  examinations  are 
necessary  to  determine  the  possibility  of  an 
associated  cord  bladder.  At  times,  true  cord 
bladder  is  associated  with  marked  prostatic 
hypertrophy  and  obstruction,  requiring  care- 
ful consideration  of  the  advisability  of  pros- 
tatectomy. In  general,  under  such  circum- 
stances, if  one  has  reason  to  believe  that  the 
retentioin  is  the  result  of  prostatic  obstruc- 
tion rather  than  of  atony  of  the  bladder  on 
a neurologic  basis,  prostatectomy  may  be 
considered  with  reservations  on  the  postop- 
erative activity  of  the  sphincters.  Retention 
may  be  marked  and  digital  examination  of 
the  gland  may  not  disclose  demonstrable  en- 
largement. The  examination  under  such  cir- 
cumstances should  include  cystoscopy  for  as- 
sociated lesions  of  the  bladder.  In  my  ex- 
perience vesical  calculi  are  associated  in  ten 
to  twelve  per  cent  of  the  cases  of  prostatic 
hypertrophy;  also  diverticula  of  the  bladder 
are  associated  in  five  to  seven  per  cent  of 
the  cases,  and,  in  some  instances,  when  of 
large  size  may  be  entirely  responsible  for  re- 
tention. These,  at  times,  are  epuivalent  in 
size  to  the  normal  capacity  of  the  bladder. 
Hematuria  is  sometimes  a significant  symp- 
tom of  prostatic  hypertrophy ; however,  hem- 
aturia should  stimulate  one  to  investigate 
the  bladder  and  the  higher  urinary  tract  for 
new  growths  before  assuming  that  its  origin 
is  the  prostate.  Cystoscopy  is  necessary  in 
many  instances,  but  it  has  been  the  practice 
at  the  Clinic  to  employ  it  only  in  cases  in 
which  some  question  exists  as  to  whether 
the  prostate  gland  is  entirely  responsible  for 
retention  or  whether  there  are  associated  le- 
sions. If  prostatic  enlargement  is  definitely 
determined  by  digital  examination,  cysto- 
scopy or  cystogram,  and  there  is  retention 
of  urine,  the  indications  for  operation  are 
clear. 

In  the  earlier  years  of  prostatic  surgery, 
the  gland  was  removed  only  as  a more  or 
less  heroic  measure  when  urethral  catheteri- 
zation failed  or  if,  in  the  event  of  cystos- 
tomy,  it  was  desired  to  reesetablish  the  ure- 
thral urinary  act.  On  account  of  the  high 
mortality  rate  following  prostatectomy,  tem- 
porizing methods  were  recommended  and  re- 
sulted in  a catheter  life  with  limited  longev- 
ity in  many  instances  that  is,  operation  was 
justly  postponed  as  long  as  possible.  During 
recent  years,  with  the  advent  of  reliable 
tests  of  renal  function  and  the  accumulation 
of  knowledge  of  the  effect  of  long-continued 
prostatic  obstruction,  retention  and  infec- 
tion, methods  of  treating  prostatic  obstruc- 
tion have  changed  materially,  with  the  re- 
sult that  the  mortality  rate  has  been  mark- 


edly reduced  and  greater  longevity  assured. 

The  adoption  of  certain  principles  in  the 
preoperative  preparation  of  patients  and  the 
improvement  of  principles  involved  in  the 
surgical  removal  of  the  prostate,  have  made 
it  possible  for  most  patients  to  be  operated 
on  with  a relative  degree  of  safety.  Certain 
limitations,  however,  should  be  placed  on 
prostatectomy.  In  viewr  of  the  relatively 
high  mortality  rate  in  patients  aged  more 
than  eighty,  the  question  of  the  advisability 
of  prostatectomy  should  be  carefully  consid- 
ered. Palliation  is  readily  obtained  by  inter- 
mittent catheterization  or  the  use  of  a per- 
manent indwelling  urethral  catheter  or  sim- 
ple suprapubic  cystostomy,  and,  although 
voluntary  urination  or  restoration  of  the 
urethral  channel  may  be  greatly  desired  by 
the  patient,  greater  assurance  of  prolonga- 
tion of  life  with  minimal  risk  may  be  pro- 
vided by  these  methods  than  by  prostatec- 
tomy unless  the  patient  is  unusually  robust 
and  possesses  considerable  organic  reserve. 
Likewise,  palliation  by  suprapubic  cystos- 
tomy is  sometimes  necessary  for  younger 
patients,  in  whom,  as  a result  of  long-con- 
tinued urinary  obstruction,  irreparable  in- 
jury to  the  kidneys  has  occurred,  thus  plac- 
ing renal  reserve  on  a narrow  margin.  Mal- 
ignant hypertension  and  cardiac  decompens- 
ation are  distinct  contraindications  to  pros- 
tatectomy. 

PREPARATION  OF  PATIENTS  FOR 
OPERATION 

For  many  years  it  has  been  recognized 
that  patients  who  had  had  prostatic  obstruc 
tion  for  years  and  entered  the  hospital  with 
chronic  overdistension  of  the  bladder,  re- 
quired methods  of  combating  uremia,  tox- 
emia and  the  generalized  effects  of  urinary 
retention.  Attention  was  directed  toward 
the  improvement  of  their  general  condition 
and  restoring  organic  reserve.  Experience 
showed  that,  with  restoration  of  organic  re- 
serve through  adequate  treatment,  prosta- 
tectomy was  subsequently  accomplished  with 
a relatively  low  mortality  rate.  The  import- 
ance of  adequate  treatment  of  a certain 
group  of  patients  was  clearly  manifested. 

It  would  seem  that  the  patient  who  has 
not  suffered  great  disability  as  the  result  of 
urinary  obstruction,  but  has  continued  at  his 
work,  and  who  appears  on  examination  to  be 
in  g-ood  general  condition  with  adequate 
cardiovascular-renal  reserve  and  little,  if 
any,  demonstrable  injury  resulting  from  a 
moderate  degree  of  obstruction  and  urinary 
retention,  should  not  experience  any  par- 
ticular hazard  in  immediate  operation.  This, 
however,  is  not  the  case.  Some  time  ago,  in 
a review  of  the  relationship  of  preliminary 
treatment  to  mortality  rate  following  pros- 
tatectomy, I presented  data  showing  that 
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the  rate  in  cases  in  which  the  surgical  risk 
apparently  was  relatively  slight,  and  in 
which  the  operation  was  performed  without 
preoperative  treatment,  approcajhed  very 
nearly  that  in  the  cases  in  which  the  general 
condition  was  poor,  and  there  was  definite 
renal  insufficiency,  infection  of  the  urinary 
tract,  and  grave  cardiovascular  disease,  but 
operation  was  performed  only  after  adequate 
preoperative  treatment.  The  merits  of  pre- 
liminary treatment  in  all  cases  have  been 
definitely  established,  and  it  may  therefore 
be  stated  that  prostatectomy  should  never 
be  performed  without  a period  of  preopera- 
tive treatment.  Drainage  of  the  bladder  is 
most  important  and,  unless  there  are  good 
reasons  for  cystostomy,  should  be  establish- 
ed by  the  permanent  indwelling  urethral 
catheter  and  continued  until  the  cardiovas- 
cular-renal reserve  has  been  restored  to  a 
point  of  relative  safety  for  operation. 

The  length  of  time  that  drainage  of 
the  bladder  is  necessary,  is  variable.  A 
minimum  of  ten  days  has  been  adopted 
in  the  preferred  type  of  case.  Drainage  may 
be  necessary  for  weeks  or  months  preceding 
prostatectomy,  entirely  dependent  on  the 
rapidity  with  which  restoration  occurs.  Su- 
prapubic drainage  is  necessary  when  there 
are  associate  multiple  or  large  stones  and 
diverticula,  and  in  cases  in  which  prolonged 
drainage  over  a period  of  months  is  neces- 
sary. In  certain  cases,  also,  intolerance  to 
the  urethral  catheter  method  of  drainage  is 
the  method  of  choice,  for  it  limits  the  sur- 
gical procedure  to  one  operation  and  facili- 
tates visualization.  Urethral  catheter  drain- 
age has  been  the  method  of  drainage  in  ap- 
proximately seventy-five  per  cent  of  the 
cases  at  the  Mayo  Clinic. 

Suprapubic  drainage  provides  an  excellent 
method  when  it  is  necessary,  and  insures 
the  greatest  safety  in  the  treatment  of  pa- 
tients in  poor  general  condition,  since  the 
procedures  are  divided  into  stages,  of  which 
the  first  stage  may  act  as  a test  of  reserve. 
Because  of  lack  of  physical  fortitude,  the 
divided  operation  is  justifiable  for  the  aged 
patient,  its  disadvantages  being  accepted  in 
favor  of  safety.  Under  careful  clinical  and 
urological  observation  during  the  period  of 
drainage,  much  may  be  accomplished  in  com- 
bating infection  of  the  urinary  tract,  restor- 
ing renal  function  and  improving  the  general 
condition  of  the  patient. 

PRINCIPLES  OF  THE  OPERATION 

Inasmuch  as  the  object  of  preoperative 
treatment  in  all  case  has  been  the  restoring 
of  organic  reserve  and  fortifying  the  patient 
against  the  hazards  of  the  operation,  it  be- 
comes the  responsibility  of  the  surgeon  to 
sustain  that  organic  reserve  and  obviate  the 
hazards.  Modern  methods  of  prostatectomy 


require  modern  methods  of  anesthesia,  ac- 
curate conduct  of  the  operation,  and  accurate 
and  complete  hemostasis. 

The  first  factor  of  safety  in  performing 
prostatectomy  is  the  anesthesia.  It  is  safe 
to  say  that  many  postoperative  complica- 
tions, pulmonary,  cardiovascular,  and  renal, 
have  in  the  past  been  indirectly,  if  net  di- 
rectly, due  to  the  use  of  the  general  anes- 
thetic. Ether  as  a general  anesthetic  pre- 
sents the  greatest  hazards  in  cases  of  pros- 
tatic obstruction ; not  in  its  administration, 
during  which  there  is  a wider  margin  of  safe- 
ty than  in  the  administration  of  other  gen- 
eral anesthetics,  but  in  the  subsequent  renal 
depression  and  acute  pulmonary  complica- 
tions. If  renal  insufficiency  has  been  pres- 
ent, even  though  reduced  by  established 
methods  of  preoperative  treatment,  the  pa- 
tient is  particularly  susceptible  to  such  de- 
pression. At  the  age  when  prostatic  obstruc- 
tion occurs,  patients  are  susceptible  to  the 
inhalation  type  of  pneumonia,  to  acute  bron- 
chitis, and  to  pulmonary  edema.  The  various 
gas  anesthetics  have  much  to  commend 
them.  Except  under  the  conditions  of  skill- 
ful administration,  however,  they  often  pro- 
duce cyanosis  when  anesthesia  is  carried  to 
the  point  of  complete  relaxation  so  neces- 
sary to  the  accuracy  of  the  operation  and 
complete  hemostasis.  Lundy  has  called  at- 
tention to  the  deleterious  effect  of  repeated 
cyanosis.  Regional  anesthesia,  when  ac- 
curately administered,  obviates  the  hazards 
of  the  inhalation  anesthetics,  provide  com- 
plete anesthesia  in  most  instances,  rarely 
requiring  inhalation  aid,  and  tends  to  sus- 
tain organic  reserve. 

It  is  not  my  desire  to  discuss  the  various 
methods  by  which  the  prostate  gland  may 
be  approached  surgically.  I believe  that 
progress  has  been  made  and  the  methods  of 
perineal  and  suprapubic  approach  have  been 
improved  to  such  an  extent  that,  in  the 
hands  of  those  most  experienced  in  the  re- 
spective methods,  there  is  little  difference 
in  the  mortality  rate  and  ultimate  functional 
results.  Unfortunately,  there  is  a definite 
mortality  by  either  method,  usually  as  a re- 
sult of  associated  or  coexisting  organic  dis- 
ease. The  suprapubic  one-stage  visualized 
operation  should  be  considered  the  supra- 
pubic method  of  election,  and  the  two-stage 
suprapubic  operation  as  one  of  necessity. 
The  indications  of  necessity  have  been  con- 
sidered and  comprise  associated  conditions 
in  which  the  disadvantages  of  the  divided 
operation  must  be  accepted.  The  one-stage 
visualized  operation  merits  its  rank  as  the 
method  of  choice  in  that  accuracy  of  con- 
duct under  the  guidance  of  the  eye  affords 
a clean  prostatic  capsule,  devoid  of  remnants 
of  prostatic  tissue  and  tags.  Furthermore, 
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hemostatic  measures  may  be  accurately  ap- 
plied to  the  extent  of  providing  complete 
control  of  bleeding.  The  inelasticity  and  loss 
of  resiliency  of  his  cardiovascular  system  in 
patients  in  the  prostatic  age,  does  not  allow 
great  reduction  in  the  total  blood  volume  of 
the  body  without  marked  disturbance  to  the 
organism  as  a whole  and  the  vital  functions 
in  particular.  A moderate  operative  blood 
loss  or  the  continued  hemorrhagic  urine  for 
several  days,  manifesting  inaccurate  hemos- 
atsis,  is  not  well  borne  at  the  prostatic  age. 
Reduction  of  blood  pressure  through  opera- 
tive or  postoperative  hemorrhage,  manifests 
itself  rapidly  in  poor  renal  function  and 
seriously  depletes  renal  reserve.  No  factor 
is  more  important  than  accurate  hemostasis. 
Many  methods  have  been  advocated  and 
used;  however,  suture  of  vessels  at  the  neck 
of  the  bladder  and  the  Pilcher  bag  in  the 
prostate  capsule  in  all  cases  have  proved 
most  effective  methods. 

Experience  has  shown  that  patients  who 
have  been  carefully  prepared  for  operation 
and  are  operated  on  under  regional  anes- 
thesia, and  in  whom  the  one-stage  visualized 
operation  is  performed  with  accurate  hemo- 
stasis, manifest  little  postoperative  reaction 
and  proceed  through  a satisfactory  conval- 
escence. 

Postoperative  complications  have  been  ma- 
terially reduced  through  preoperative  treat- 
ment and  careful  surgical  procedures.  Pul- 
monary complications  are  encountered,  and 
when  they  occur  they  are  usually  embolic 
in  origin.  Temporary  urinary  incontinence 
has  been  observed  in  a few  cases  following 
suprapubic  prostatectomy  and  in  most  in- 
stances continence  has  been  restored  thru 
muscle  training.  The  two  normal  sphincters 
of  the  bladder  afford  better  urinary  con- 
trol th^n  either  one  alone.  In  many  patients 
in  whom  there  is  intravesical  enlargement  of 
tfie  gland,  the  internal  sphincter  has  failed 
to  function  by  virtue  of  its  dilation  by  the 
gland.  In  such  cases,  restoration  to  function 
does  not  always  occur  subsequent  to  pros- 
tatectomy, entire  reliance  for  control  being 
placed  on  the  external  sphincter.  In  many 
instances  of  long  continued  retention,  with 
a resultant  overdistended  bladder,  preopera- 
tive incontinence  of  the  overflow  is  encoun- 
tered, the  retention  resulting  from  the  ob- 
structing gland,  but  with  sphincters  re- 
laxed. 

Postoperative  epididymitis  is  an  unfortu- 
nate complication.  It  may  be  entirely  obvi- 
ated through  eaTly  preoperative  ligation  or 
division  of  the  vas.  I have  employed  this  in 
a number  of  cases  but  I have  not  as  yet  been 
able  to  accept  the  idea  that  the  method 
should  be  instituted  in  all  cases  of  surgical 
prostatic  disease. | 


There  are  many  phases  of  the  treatment 
of  prostatic  obstruction  worthy  of  considera- 
tion, but  it  has  been  my  purpose  to  discuss 
mainly  the  hazards  of  the  obstruction  and 
surgical  procedures,  and  to  present,  in  gen- 
eral, principles  that  have  been  instrumental 
in  the  reduction  of  mortality  rate  and  im- 
provement of  ultimate  functional  results. 

DISCUSSION 

DR.  A.  H.  VOGT,  Albuquerque:  I have  enjoyed 

Dr.  Hunt’s  paper  very  much  and  would  like  to 
ask  him  whether  he  uses  decompression  of  the  blad- 
der in  the  upper  urinary  tract  by  the  same 
mechanism  which  is  used  by  Dr.  Young  routine- 
ly at  the  clinic,  or  if  he  depends  on  catheter  drain- 
age of  the  bladder  prior  to  prostatectomy.  I am 
very  glad  to  have  heard  Dr.  Hunt  intimate  that 
urea  content  of  the  blood  is  a very  good  indication 
of  the  function  and  gives  a good  idea  as  to  how 
close  your  patient  is  to  a prostatectomy.  It  has 
been  my  practice  to  ask  my  patient  to  have  a 
blood  urea  made  every  month  and  check  them  up. 

Q.  Dr.  Hunt,  how  often  do  you  use  spinal  an- 
esthesia, if  at  all  ? 

DR.  HUNT  (closing) : I am  very  glad  to  have 
had  this  discussion.  In  1921,  a doctor  in  California 
presented  a very  excellent  method  of  decompress- 
ing the  bladder.  Before  that  we  had  all  recognized 
that  those  patients  coming  in  with  chronic  disten- 
tion many  times  were  in  a uremic  stage  and  just 
required  some  little  thing  to  be  done.  We  noticed 
that  oftentimes  recovery  from  the  uremia  was  dif- 
ficult, so  we  welcomed  this  method  of  decompres- 
sion of  the  bladder.  Now,  if  a patient  who  has 
an  overflow  comes  in,  he  is  sent  to  the  hospital 
and  a urethral  catheter  is  introduced.  Two  or 
three  days  are  required,  frequently,  completely  to 
empty  these  bladders.  You  simply  insert  a cath- 
eter and  clamp  it  off,  then  connect  the  tube  to  the 
receptacle  at  the  end  of  the  bed  and  leave  the  re- 
ceptacle at  such  a height  that  the  urine  will  empty 
at  a little  faster  rate.  This  will  determine  the 
rapidity  with  which  the  bladder  is  being  decom- 
pressed. 

Regarding  the  urea,  as  I said  in  my  paper,  we 
employ  the  phenolsulphonephthalein  test  as  a rou- 
tine proceduie.  In  persons  of  good  health,  we  can 
get  a perfectly  normal  blood  urea,  so  it  only  takes 
a moderate  amount  of  kidney  tissue  to  give  a nor- 
mal urea  and  it  does  not  measure  the  amount  of 
damage  done  at  all.  Therefore  the  urea  does  not 
mean  a great  deal  except  that,  when  you  get  a nor- 
mal urea,  it  shows  you  what  the  kidney  is  capable 
of  when  normal,  so  you  have  no  idea  what  the  pa- 
tient’s reserve  may  be.  One  of  the  best  methods 
we  have  found  has  been  the  so-called  French  test. 
Take  it  every  fifteen  minutes  and  determine  the 
percentage  at  that  time.  If  the  height  of  the 
curve  occurs  early,  you  have  reason  to  believe  the 
reserve  is  much  greater  than  when  the  height  of 
the  curve  is  low. 

We  used  spinal  anesthesia  a great  deal  up  to 
about  five  years  ago,  when  Doctor  Coue  of  France, 
came  over.  He  brought  with  him  new  ideas  in  this 
respect.  We  used  them  in  several  hundred  cases  in 
prostatic  surgery.  However,  we  differentiated  it 
because  of  the  fact  that  we  noticed,  in  many  of 
these  patients,  we  had  a marked  drop  in  the  blood 
pressure,  and  the  patient  cannot  tolerate  very  well 
that  reduction  in  blood  pressure.  I have  seen  it 
drop  down  to  80  within  a few  minutes  after  the  pa- 
tient has  been  given  spinal  anesthesia.  He  be- 
comes quite  clammy  and  in  a number  of  instances 
I thought  the  patient  was  going  to  die.  Fortu- 
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nately,  we  had  no  deaths,  but,  because  of  the  high 
percentage  of  cases  who  had  this  particular  de- 
pression symptom,  we  have  given  it  up.  There  is 
a control  spinal  anesthesia  which  has  been  used 
somewhat,  in  the  clinic,  with  success.  To  me,  the 
blood  pressure  drops  have  been  a very  serious 
source  of  worry.  I do  not  like  any  anesthetic  in 
which  there  is  a cyanosis. 


LUNG  ABSCESS 

JOHN  WILLIAM  SHUMAN,  A.  B.,  M.  D.,  F.A.C.U. 

DONALD  GEORGE  BUSSEY,  A.  B.,  M.  1). 

Los  Angeles,  California 

(Read  before  The  Medical  and  Surgical  Associa- 
tion of  the  Southwest  at  its  Fourteenth  Annual 
Meeting,  Albuquerque,  N.  M,.  Nov.  8 to  10,  1928.) 

Most  lung  abscesses  are  unrecognized  be- 
cause they  are  minute.  They  rupture,  are 
coughed  up  and  heal ; for  example,  in  chil- 
dren after  tonsillectomy.  Many  lung  ab- 
scesses drain  through  a bronchus  and  heal, 
or  become  a clinical  bronchiectasis.  Other 
abscesses  rupture  into  the  pleural  sac  and 
are  diagnosed  empyema.  Others  form  an  ad- 
hesive pleuritis,  are  aspirated,  and  erroneous- 
ly diagnosed  empyema. 

Aneurysms,  cysts,  granulomas  and  neo- 
plasms add  to  the  complexity  in  diagnosing 
lung  abscess.  An  abscess  of  the  lung  is  a 
circumscribed  area  of  pus  within  the  lung. 
An  inter-lobar  abscess  is  clinically  a lung 
abscess  and  should  be  so  treated.  Abscess 
may  be  caused  by  aspiration,  metastases  or 
trauma,  or  it  may  complicate  granuloma, 
neoplasm  and  pneumonitis. 

There  has  been  an  increasing  frequency 
in  the  earlier  recognition  of  lung  abscess 
since  the  advent  of  the  x-rav.  Lung  abscess 
is  neither  rare  nor  easy  to  diavnose  correct- 
ly. To-wit,  these  four  comparatively  recent 
experiences  with  febrile  lung  abscess  from 
one  hospital  service.  (The  United  States  Gen- 
eral Hospital  of  Los  Angeles  County,  Cali- 
fornia.) 

CASE  1 

Lung  Abscess  Complicating  Neoplasm. 

A white  male,  aged  29,  was  admitted  May  5, 
1926.  with  a temperature  of  100,  plus  110,  respira- 
tion 24  and  a loss  of  20  nounds  in  weight.  Cn 
April  5 he  complained  of  “headache,  fever,  blood- 
spitting and  night-sweats,”  when  he  consulted  a 
physician  who  diagnosed  “pulmonary  tuberculosis.” 
One  right  rib  had  been  fractured  thirteen  months 
prior.  He  suffered  severe  attacks  of  right-sided 
pleurisy  thereafter. 

There  were  present:  pyorrhea,  infected  tonsils, 
an  enlarged  thyroid,  palpable  sub-maxillary,  epi- 
trochlear,  inguinal  and  left  supra-clavicular  lymph 
nodes;  also  restriction  of  mobility,  increased  fre- 
mitus, diminished  resonance  from  the  fifth  rib  to 
the  apex  and  dullness  in  the  second  right  and  third 
interspaces.  White  blood  count,  18,000;  polynu- 
clears,  82  per  cent.  Sputum,  scant.  “No  tubercle 
bacilli  found.”  Diagnosis:  Lung  abscess. 

X-ray  findings  by  Dr.  Shawhan,  (Fig.  1):  “Ab- 
scess of  upper  right  lobe.  No  evidence  of  tubercu- 
losis.” 


Fig.  1.  X-ray  appearance  in  Case  I,  suggesting 
abscess  of  upper  right  lobe;  roentgenogram  taken 
on  entrance,  in  May. 

Dr.  Mattison  resected  parts  of  the  right  fourth 
and  fifth  ribs  and  found  the  pleura  adherent.  As- 
piration was  “negative.”  Operation  was  halted  be- 
cause the  patient  was  not  taking  anesthesia  well. 


Fig.  2.  Case  1.  Roentgenogram  taken  in  Septem- 
ber, which  shows  evidence  of  newgrowth,  not  recog- 
nized prior  to  autopsy. 
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Three  days  later  the  dressings  were  saturated  with 
pus.  A fortnight  later,  a normal  temperature  and 
no  drainage. 

July  6,  30  c.c.  of  thick,  foul  smelling  pus  (gram 
negative  and  positive  bacilli)  were  aspirated  from 
the  right  pleural  sac.  July  12,  the  ninth  rib  was 
resected  and  much  pus  obtained.  The  next  three 
weeks  patient  was  septic.  August  25,  cyanosis  of 
face  and  chest  and  mental  confusion,  developed. 
September  22,  embolic  phenomena,  namely,  internal 
mammary  venous  thrombus  (postulated  cause  for 
cyanosis),  mitral  murmur,  and  many  metastatic 
dermal,  subdermal  and  intramuscular  abscesses 
were  noted.  Autopsy,  October  7,  found  alveolar 
sarcoma  involving  the  upper  lobe  of  the  right  lung 
and  superior  mediastinum. 

In  retrospect,  the  clinicians  missed  the  sarcoma 
until  late.  Too  much  reliance  was  placed  upon 
the  x-ray  for  the  diagnosis  of  lung  abscess.  A care- 
ful survey  of  later  x-ray  films,  especially  one  of 
Sept.  23  (Fig.  2),  definitely  indicated  neoplasm 
Secondary  infection  of  a neoplasm  is  common. 

CASE  2. 

Lung  Abscess  and  Osteomyelitis. 

No.  8804.  A white  male,  aged  28,  was  admitted 
October  25,  1026,  complaining  of  “cough,  expectora- 
tion, pain  in  the  right  chest,  and  rheumatism  in 
right  arm  and  shoulder  for  three  weeks.” 

History  of  pleurisy  at  intei'vals  since  1924.  In 
1925,  a Veterans’  Bureau  physician  diagnosed  “tu- 
berculosis.” Unable  to  work  during  the  past  year. 
Eight  months  ago  eight  teeth  were  extracted,  fol- 
lowed by  “gum-boils”  for  four  months.  Three 
months  ago,  was  diagnosed  “bronchiectasis,”  be- 
cause of  intermittent  fever  and  expectorating  a 
cupful  of  odorless  sputum  each  day. 

Well  developed  and  nourished,  with  dight  nallor 
and  clubbing  of  finger  ends.  Temperature  100  and 
)julse  96.  Lagging  of  the  right  base  with  increased 
fremitus  and  dullness  from  the  sixth  rib  and  sev- 
enth dorsal  spine,  downward.  Distant  breath 


Fig.  3.  Case  2.  X-ray  findings  were  interpreted 
as  bronchiestasis  of  the  right  base. 


sounds  and  coarse  rales  over  this  area.  Tender 
right  deltoid  and  biceps.  White  blood  cells,  31,400; 
polynuclears,  71  per  cent.  Sputum:  upper  frothy, 
middle  clear,  lower  law-  Hoccv,,''nt.  X-ray  find- 
ings by  Dr.  Shawhan:  “Bronchiectasis  of  right 
base.”  (See  Fig.  3.) 

November  19,  the  internists  wrote:  Lung  abscess 
which  drains  periodically,  causing  neuritis  in  right 
shoulder  and  arm,  hoarseness  and  all  other  symp- 
toms. The  lesion,  its  chronicity,  and  the  recent 
lesson  (in  case  1)  suggest  neoplasm.” 

November  28,  pain,  swelling  and  redness  of 
right  elbow  developed.  The  white  blood  count  rose 
to  35,000,  with  86  per  cent  polynuclears,  and  the 
temperature  to  103.  As  there  was  little  pathology 
in  his  chest,  at  this  time,  it  was  felt  that  more 
than  an  infective  arthritis  was  present.  X-ray  ex- 
amination revealed  osteomyelitis  throughout  the 
shaft  of  the  right  humerus.  Opened  .and  drain:'  1, 
the  pus  containing  staphylococci  and  a gram  posi- 
tive spore-former.  Drainage  was  followed  by  steady 
improvement.  February  1,  chest  was  clear  .and  pa- 
tient appeared  and  felt  well.  Right  base  shadow 
shown  at  previous  examination  had  disappeared. 

Osteomyelitis  is  not  prominently  mention- 
ed as  a complication  of  lung  abscess,  but 
should  be  considered  in  any  case  where  pus 
is  present. 

CASE  3. 

Chronic  Lung  Abscess  from  Wound. 

No.  10999.  A white  male,  aged  32,  was  admitted 
March  27,  1928,  with  history  of  multiple  shrapnel 
wounds  of  right  chest,  October,  1918.  Rib  resec- 
tion and  drainage  while  in  France,  again  in  1919 
and  1923  because  of  sinuses  which  drained  con- 
tinuously since  injury  and  are  draining  at  present. 

Lipiodol  injection  and  x-ray  by  Dr.  C.  W.  Mc- 
Clanahan,  revealed  fistulous  tracts  extending  from 
two  external  openings  into  a bronchus  (see  Fig. 


ij  4.  Case  3.  Injection  with  lipiodol  of  fistulous 
tracts  leading  from  osteomyelitis  of  rib  and  com- 
municating with  bronchus. 


MAY,  1929 


209 


4).  There  was  also  osteomyelitis  of  the  seventh 
to  twelfth  right  ribs  inclusive,  posteriorly. 

Temperature,  101;  pulse,  100;  hemoglobin,  54 
per  cent;  red  cells,  3,800,000;  whites,  14,100,  with 
70  per  cent  polynuclears.  Diagnoses:  chronic  pul- 
monary abscess  with  bronchial  and  external  fis- 
tulas; also  osteomyelitis  of  ribs. 

This  was  a classical  example  of  the  type  of  case 
which  responds  to  thoracoplasty.  A two  stage  op- 
eration was  performed  by  Dr.  Mattison  and  recov- 
ery was  rapid  and  lasting. 

CASE  4. 

Typical  Acute  Lung  Abscess. 

No.  11542.  A white  male,  aged  35,  was  admit- 
ted July  24,  1928,  with  history  of  pneumonia  May 
12,  and  three  weeks  in  hospital.  A week  after  re- 
turning home,  he  developed  severe  pain  in  the 
left  lower  chest,  a high  fever,  fast  pulse  and  a 
productive  cough. 

He  was  undernourished  and  had  diminished  breath 
sounds  and  fremitus  over  the  left  lower  chest,  in 
the  mid-axillary  line.  White  blood  count,  18,000; 
polynuclears,  85  per  cent;  temperature,  100;  pulse, 
90.  X-ray  findings  by  Dr.  McClanahan  confirmed 
the  clinical  diagnosis  of  left  lung  abscess  (Fig.  5). 


Fig  5.  Case  4.  Typical  acute  lung  abscess  of  the 
left  lung,  showing  fluid  level. 

Rib  resection  was  performed  and  adequate  drain- 
age instituted  and  one  month  later  the  patient  was 
discharged,  apparently  cured.  This  was  a typical 
acute  lung  abscess  complicating  pneumonia. 

Lung  abscess  should  be  suspected  as  well 
as  empyema  in  pneumonia  which  does  not 
resolve  on  time. 

All  chest  complaints,  for  example,  pain, 
cough  and  expectoration  should  have  intelli- 
gent inspection,  palpation,  percussion  and 
auscultation,  augmented  by  clinical  and  x- 
ray  laboratory  findings,  for  the  recognition 
and  good  management  of  lung  abscess. 


Lung  abscess  and  gangrene  are  two  dis- 
tinct lesions.  Sputum  analysis  will  help  dif- 
ferentiate. In  lung  abscess  the  sputum  is 
yellow,  purulent  and  odorless  and  shows  pyo- 
genic organisms.  Sputum  of  gangrene  is  foul 
smelling  and  grayish  brown  or  green  and 
shows  characteristic  spirochetae,  fusiform 
bacilli  and  vibriones. 

The  treatment  of  gangrene  should  be  med- 
ical (arsphenamin)  before  surgery  is  em- 
ployed. Abscess  should  be  drained  external- 
ly. Small  incisions  handicap.  A wide  resec- 
tion of  two  or  more  ribs  permits  of  a more 
comprehensive  search  and  manipulation  and 
of  better  drainage  and  effective  compression. 

DISCUSSION 

DR.  LeROY  S.  PETERS,  Albuquerque,  N.  M. 
(opening):  1 feel  that  I have  to  discuss  this  fine 
naner.  I am  not  going  to  discuss  the  diagnosis, 
but  want  to  say  a word  about  the  treatment  of  lung 
abscess.  I want  to  try  to  convey  the  impression 
to  this  audience  that,  although  I am  a believer  in 
climate,  I do  not  believe  in  climate  in  the  treatment 
of  lung  abscess.  A number  of  men  have  referred 
me  long  abscess  cases  with  the  idea  that  climate 
cures  it.  and  one  man  in  particular  has  become 
peeved  because  I called  my  surgeon  in  to  do  what 
he  wanted  the  climate  to  do. 

It  is  our  practice,  if  we  get  an  early  lung  ab- 
scess. to  institute  drainage  and  then,  in  a reason- 
able length  of  time,  attempt  artificial  pneumotho- 
rax. However,  the  majoritv  of  the  cases  we  get 
are  of  too  advanced  standing  to  permit  of  artifi- 
cial pneumothorax,  and  then  it  becomes  necessary 
to  resort  to  more  radical  lung  surgery. 

I want  to  express  to  Dr.  Shuman  my  apprecia- 
tion of  his  most  excellent  diagnostic  paper. 

DR.  SIMON  JESBERG,  Los  Angeles,  Cal.:  I think 
we  so  carelessly  use  the  term  “lung  abscess.”  If 
most  of  the  conditions  in  which  we  have  given  out 
the  diagnosis  as  “lung  abscess”  were  called  “lung 
suppuration.”  it  would  be  more  accurate.  It  is  not 
an  abscess  in  the  sense  of  the  word  the  speaker 
is  talking  about.  Dr.  Shuman  is  speaking  of  a cor- 
tical collection  of  pus,  and  that  is  different.  We 
have  manv  cases  we  treat  that  commonly  would 
be  called  lung  abscess,  vet  they  are  cases  of  luung 
suppuration  and  not  abscesses  at  all.  There  is  a 
definite  distinction  as  to  treatment  and  prognosis, 
as  well  as  diagnosis.  It  mav  be  that  cortical  lung 
abscess  does  occur  as  post-tonsillectomy  and  den- 
tal extraction,  but  the  general  thing  that  occurs  in 
this  particular  tvpe  is  an  aspiration  affair,  conse- 
quently it  is  going  to  be  where  large  air  passages 
are  and  it  is  going  to  be  in  the  air  passages  and 
not  in  the  interstitial  tissues.  That  is  the  differ- 
ence between  these  lung  suppurations  and  the  kind 
of  abscess  Dr.  Shuman  mentioned.  The  kind  of  ab- 
scess the  doctor  spoke  about,  you  can  accomplish 
nothing  for  with  the  use  of  the  bronchoscope,  as  it 
is  out  of  reach.  Dr.  Hunt  mentioned  the  rupture  of 
a perinephritic  abscess  into  the  pleural  cavity.  I 
had  one  patient  referred  to  me  for  lung  suppura- 
tion in  which  the  bronchus  would  not  heal.  I called 
it  to  the  attention  of  a surgeon  and  suggested  a 
perinephritic  abscess,  which  was  correct. 

Question:  I should  like  to  ask  Dr.  Shuman  how 
long  it  takes  to  get  clubbing  of  the  finger  ends. 

DR.  SHUMAN  (closing):  Dr.  Peters  is  more  than 
ordinarily  polite  to  me,  but  then,  I am  his  guest. 
An  abscess  is  a circumscribed  area  of  pus;  when 
it  has  ruptured,  it  is  either  draining  out  through 
or  into  the  pleural  cavity  as  an  empyema.  Empy- 
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emas  are  caused,  four-fifths  of  the  time,  by  an 
abscess.  Most  lung  abscesses  go  unrecognized,  as 
I said  in  the  paper,  because  they  are  minute,  rup- 
ture, are  coughed  up  and  heal,  as  in  children  fol- 
lowing tonsillectomy.  Most  children  get  a physical 
examination  before  tonsilectomy,  but  that  physi- 
cal examination  is  more  or  less  a defensive  affair 
and  is  done  in  a more  or  less  cursory  manner,  as 
the  case  has  been  referred  for  a tonsillectomy  and 
that  is  what  the  child  is  supposed  to  get.  Follow- 
ing tonsillectomy  the  child  may  not  get  along  just 
right.  He  is  under  par  for  a period  and  it  is  at 
this  time  that  there  may  be  a minute  lung  abscess. 
I believe  the  lung  pathology  is  not  a bronchitis,  as 
it  has  passed  that  stage,  and  in  many  cases  I sus- 
pect a minute  abscess. 

In  regard  to  clubbing  of  the  finger  ends,  the 
shortest  possible  time  is  three  weeks. 


FOOD  SENSITIZATION  AND  ITS  TREAT- 
MENT. 

ORVILLE  HARRY  BROWN,  M.  D.,  I’h.  I). 

Phoenix,  Arizona 

(Read  before  the  Arizona  State  Medical  Associ- 
ation in  Tucson  in  April,  1928.) 

I shall  report  a series  of  over  two  hundred 
observations.  From  these  there  are  certain 
obvious  and  important  conclusions;  impor- 
tant because,  I believe,  the  information  will 
assist  others  to  relieve  much  suffering, 
which  would  otherwise  continue  more  or  less 
indefinitely.  The  observat'ons  also  suggest 
certain  other  possibilities  which  I shall  point 
out.  I shall  not  make  complete  case  reports 
as  little  would  be  gained  thereby  and  the 
paper  would  be  made  entirely  too  long. 
Whenever  available  I shall  give  a sufficient 
number  of  observations  to  make  the  point  I 
present  as  impressive  as  possible. 

In  the  observations  there  are  facts  which 
bear  upon  etiology  and  upon  parts  and  tis- 
sues affected,  and  which  hint  at  an  ex- 
planation of  two  baffling  conditions;  and 
most  of  all,  I repeat,  they  have  suggested 
fairly  successful  methods  of  treatment.  I 
shall  also  present  my  conception  of  what 
takes  place  in  the  body  to  produce  the  symp- 
toms and  signs  of  sensitization. 

For  the  clinical  conditions  which  I term 
“food  sensitization”  various  authors  have 
used  other  terms.  I shall  give  the  definitions 
of  two  of  the  common  terms,  allergy  and 
anaphylaxis,  which  seem  the  most  fitting. 
In  using  the  term  “food  sensitization,”  I am 
following  Vaughan  who  used  “protein  sen- 
sitization” as  the  general  term.  Coca  uses 
the  word  “atopy”  as  the  general  term. 

My  two  definitions  are  taken  from  that 
splendid  work  of  Gurd,  entitled  “Infection, 
Immunity  and  Inflammation.”  The  first 
is:  “Anaphylaxis  is  a phenomenon  in  ani- 
mals which  have  received  parenterally  small 
doses  of  heterologous  proteins  (albuminous 
substances)  as  a result  of  which  they  be- 
come abnormally  sensitive  to  the  subsequent 
introduction  of  the  same  antigen.  This  ab- 


normal sensitiveness  is  manifested  by  the 
onset  of  marked  symptoms  of  tissue  irrita- 
tion following  the  introduction  of  foreign 
protein,  in  amounts  which  are  harmless  to 
the  normal  animal.”  The  other  reads : “Al- 
lergy (von  Pirquet  and  Schick),  as  the  name 
implies,  is  an  altered  reaction  (inflamma- 
tory in  nature)  in  the  hypersensitive  animal 
which  is  noted  at  the  site  of  injection,  fol- 
lowing the  focal  introduction  of  antigen.” 
Gurd  presents  a theory,  which  has  been 
helpful,  to  explain  the  sensitization  reac- 
tions. Following  the  parenteral  introduction 
of  a protein  the  tissues  develop  two  anti- 
bodies to  desti'oy  the  protein.  The  first  he 
designates  as  “immune  body  of  the  first  or- 
der” and  the  second  as  “the  immune  body 
of  the  second  order.”  The  immune  body  of 
the  first  order  attacks  the  parenterally  in- 
troduced heterologous  proteins  and  reacts 
with  it  to  produce  a substance  highly  irri- 
tant to  the  tissues.  The  immune  body  of  the 
second  order,  if  present  in  sufficient  quan- 
tity, so  alters  the  product  of  the  reaction 
between  the  antigen  and  the  immune  body 
of  the  first  order,  that  it  ceases  to  act  as  an 
irritant  to  the  tissues.  In  sensitized  indi- 
viduals the  immune  body  of  the  second  or- 
der has  failed  to  appear  in  adequate  quanti- 
ties, or  for  some  reason  is  not  competent  to 
function  to  the  proper  extent. 

Another  quotation  from  Gurd  may  help 
to  clarify  the  question  a bit:  “Degradation 
products  of  protein  cleavage  closely  related 
to  the  peptones  and  proteoses,  at  least  in  so 
far  as  this  relationship  refers  to  the  stage 
in  the  digestive  process  at  which  they  are 
produced,  are  potent  to  produce,  upon  in- 
travenous injection  into  an'mals,  symptoms 
which  are  indistinguishable  from  those 
which  characterize  anaphylactic  shock.” 
With  the  help  of  the  ideas  taken  from 
Gurd,  I have  arrived  at  a conception  as  fol- 
lows: For  reasons,  some  of  which  appear  in 
my  observations,  a protein  escapes  digestion 
in  the  alimentary  canal  and  is  absorbed  un- 
digested into  the  body,  and  results,  relative- 
ly, as  though  it  had  been  introduced  intrave- 
nously. An  enzyme  developed  by  virtue  of 
previous  absorptions  of  the  undigested  pro- 
tein attacks  it  and  carries  its  digestion  to 
the  stage,  or  a stage,  related  to  peptones  and 
proteoses,  which  is  highly  irritant  and  toxic 
to  the  tissues ; a second  enzyme  is  necessary 
to  compete  the  digestion.  In  case  the  sec- 
ond enzyme  is  not  developed,  the  toxic  sub- 
stances exert  their  effects  until  the  second 
enzyme  can  be  developed.  It  has  seemed  to 
me  that  probably  both  enzymes  are  devel- 
oped simultaneously,  but  that  the  first  one 
has  an  easy  task  and  the  second  a more  dif- 
ficult task  and  one  that  it  cannot  do  as  rap- 
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idly  as  the  first  enzyme  does  its  task.  There- 
fore, when  the  supply  of  undigested  protein 
reaches  the  blood  and  tissues  in  a steady 
plentiful  quantity  the  first  enzyme  splits  all, 
or  at  least  a relatively  large  amount,  into 
the  toxic  substances  and  enzyme  number 
two,  because  it  has  the  more  difficult  work, 
necessarily  falls  behind.  So  long  as  the 
source  of  supply  of  the  whole  protein  is  un- 
interrupted the  sensitization  phenomena  pre- 
vail. My  observations,  I believe,  throw  light 
on  what  may  happen  from  this  point. 

OBSERVATIONS 

For  reasons  which  will  be  apparent,  or  lat- 
er explained,  the  observations  made  upon 
any  one  patient  will  be  presented  as  a group. 
For  easy  reference  each  observation  wiil  be 
numbered. 

In  my  test  box  I have  the  proteins  of 
whole  egg,  egg  white,  egg  yolk,  ovovitellin 
and  ovomucoid,  of  whole  milk,  of  casein  and 
laetalbumin,  of  whole  wheat  and  of  five  sep- 
arate proteins  of  wheat.  It  not  infrequently 
happens  that  the  whole  egg,  milk  or  wheat 
may  fail  to  give  reaction  whereas  one  or 
more  of  the  individual  constituents  of  the 
respective  substance  may  give  reactions  (1). 

A woman  developed  asthma  repeatedly  af- 
ter eating  lettuce  though  her  skin  test  to 
lettuce  protein  was  so  weak  as  to  be  desig- 
nated negative,  or  at  best  only  questionable 
(2),  on  repeated  trails. 

A young  woman  came  to  Arizona  and  was 
relieved,  for  a time,  of  asthma  (3)  without 
medical  aid.  Later  when  suffering  severely 
she  was  found  sensitive  to  grape  fruit,  which 
she  regarded  as  particularly  delectable  (4). 
The  grape  fruit  was  eliminated  and  she  was 
advised  to  substitute  orange ; the  asthma 
was  relieved  only  to  return  again  after  sev- 
eral weeks.  She  was  retested,  especially  for 
orange  and  grape  fruit,  and  I was  surprised 
to  find  sensitization  to  orange  and  not  to 
grape  fruit  (5).  The  reversal  of  sensitiza- 
tions occurred  at  least  another  time. 

It  has  been  repeatedly  observed  that  a 
protein  test  upon  the  skin  may  show  a hive 
at  the  site  of  the  test  and  after  a few  hours 
an  area  of  redness  and  induration  lasting 
a number  of  hours  even  up  to  seventy-two 
hours  or  longer  (6).  In  certain  instances 
there  may  be  little  or  no  hive  and  a subse- 
quent redness  (7).  I have  made  the  repeat- 
ed observation  that  the  intradermal  test 
gives  more  clear  cut,  easily  interpreted,  re- 
actions than  the  scratch  method  (8). 

A woman  had  asthma  from  food  sensiti- 
zation; her  reactions  were  so  numerous  that 
it  was  impossible  to  give  her  a diet  that  af- 
forded her  any  notable  relief  (9).  Without 
resorting  to  a compilation  of  statistics  in 


this  paper  the  assertion  is  made  that  multi- 
ple sensitization  is  the  rule  (10).  I have 
made  use  of  a food  elimination  test  to  ob- 
viate the  making  of  the  skin  tests  or  to  cor- 
roborate their  findings  with  a minimum  of 
success  (11). 

Most  cases  of  sensitization  give  definite 
family  histories  of  sensitization  phenomena 
(12).  One  case  had  asthma  at  birth  (13)  as 
evidenced  by  the  asthmatic  rales  the  mother 
heard  when  the  babe  was  first  put  in  her 
arms.  The  father  remembers  distinctly  that 
there  was  a typical  paroxysm  within  the 
first  few  days  of  life.  This  boy  is  now 
twenty-two  years  of  age  and  he  has  had 
asthma  practically  all  of  the  twenty-two 
years  in  spite  of  all  sorts  of  tests  and  treat- 
ments. For  the  past  three  weeks  he  has 
been  taking  a prescription  of  calcium  iodide, 
dilute  hydrochloric  acid  and  pepsin  (14)  and 
he  has  gone  longer  since  this  was  begun 
than  for  any  period  that  he  can  remember 
within  the  past  five  years  (15),  without 
making  it  necessary  to  take  adrenalin. 

A boy  had  severe  asthma  in  the  east  and 
was  tested  for  his  sensitizations  and  he  had 
multiple  sensitizations  (16)  to  foods.  These 
were  eliminated  from  his  diet  with  relative- 
ly little  improvement  (17).  A change  of  cli- 
mate was  recommended  and  on  his  way  to 
Arizona  he  became  relatively  free  of  asth- 
ma (18).  After  he  had  been  here  a short 
time  I examined  him,  found  his  hydrochloric 
acid  was  low  (19)  and  that  there  were  asth- 
matic rales  throughout  his  chest.  He  was 
given  the  digestant  mixture  and  he  is  able 
to  run  and  play  (20)  as  he  had  not  done  be- 
fore in  his  life,  and  seems  entirely  well. 

A woman  had  a mild  type  of  rheumatic 
pains  referable  more  to  the  joints  than  to 
the  muscles.  Typical  findings  of  inflamma- 
tion were  not  present.  The  usual  treatments 
were  used  with  no  benefit.  At  the  sugges- 
tion of  the  father  who  had  a vague  idea  that 
rheumatism  might  come  from  eating  too 
much  citrus  fruit  (21),  I advised  a discon- 
tinuation of  the  citrus  fruits  though  I con- 
fess I had  no  hope  of  benefit  therefrom.  This 
was  ten  years  ago.  Improvement  was  prompt 
when  the  fruits  were  eliminated  (22).  She 
had  been  eating  freely  (23)  of  citrus  fruits 
since  coming  to  Arizona. 

A woman  had  an  extremely  irritable  blad- 
der, frequent  urination  and  an  inability  to 
retain  urine  over  a few  minutes  at  a time 
(24).  She  had  been  examined  cystoscopical- 
ly  and  been  told  that  she  had  an  edema,  and 
dilated  capillaries  of  the  bladder.  The  skin 
tests  for  foods  showed  that  she  had  multiple 
sensitizations  to  foods  (25).  The  offending 
foods  were  eliminated  from  her  diet  as  com- 
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pletely  as  possible  and  she  made  slow  defi- 
nite improvement  (26). 

A man  had  hives  (27)  nearly  all  the  time 
for  the  greater  part  of  two  years.  This  was 
before  the  time  I had  the  test  materials.  I 
realized  that  the  hives  were  probably  from 
the  foods  in  his  diet.  I gave  him  the  strict- 
est possible  diets  (28)  but  the  results  were 
unsatisfactory  (29).  After  getting  the  tests 
I tested  him  and  found  multiple  sensitiza- 
tions (30)  ; all  reacters  were  eliminated  (31) 
and  within  a few  days  he  was  well.  I in- 
structed him  not  to  attempt  to  go  back  to 
any  of  the  harmful  foods  for  a month  to  six 
weeks  but  he  afterwards  told  me  that  he 
was  able,  after  about  ten  to  twelve  days,  to 
eat  his  old  diet  without  hives  (32).  He  has 
had  no  return  of  hives  but  he  does  have  an 
unexplained  melancholia  (33)  which  I now 
propose  to  investigate  from  the  standpoint 
of  sensitization. 

This  past  winter  I had  an  elderly  woman 
who  had  an  acute  respiratory  tract  infection 
following  which  came  hives  (34).  I gave  her 
the  hydrochloric  acid  mixture  and  she  had 
prompt  recovery  (35).  She  also  has  a mod- 
erate to  severe  type  of  hypertension  (36). 

A young  man  had  the  influenza  infection 
in  the  1918-1919  epidemic,  which  confined 
him  to  his  bed  for  several  weeks.  His  ill- 
ness gradually  within  a few  weeks  changed 
into  asthma  (37),  from  which  he  suffered 
periodically  for  several  years.  From  the  his- 
tory I suspected  a bacterial  sensitization.  All 
bacterial  tests,  however,  were  entirely  nega- 
tive (38).  It  occurred  to  me  then  that,  as  his 
asthma  began  in  the  spring  of  the  year, 
perchance  pollen  might  be  the  cause  of  the 
asthma  (39).  These  tests  were  negative. 
Likewise  there  were  no  reactions  in  his  case 
to  dusts  and  hairs  (40).  As  there  had  been 
no  history  to  make  me  suspect  foods  I began 
food  tests  with  misgiving;  and  there  were 
no  reactions  until  after  about  forty  tests 
(41).  Buckwheat  gave  an  extermely  severe 
reaction  making  a hive  (42)  as  large  as  a 
silver  dollar  and  a two  inch  strip  of  lymph- 
angitis, inside  of  an  hour  (43),  from  the 
site  of  the  test  on  the  forearm  to  the  axilla ; 
about  as  quick  came  an  attack  of  hives  from 
the  waist  up  (44).  There  were  no  bronchial 
manifestations  for  several  hours  but  within 
about  twelve  hours  he  had  an  extremely 
severe  attack  of  asthma  (45).  As  all  pre- 
vious tests  had  been  so  decidedly  negative, 
the  buckwheat  was  so  marked  in  reaction, 
and  he  then  recalled  that  he  had  been  mak- 
ing it  a practice  for  several  years  to  have, 
about  every  two  weeks,  a “stack”  of  buck- 
wheat cakes  for  breakfast,  it  was  believed 
that  he  had  a single  sensitization  (46).  He 
came  down  soon,  nevertheless,  with  another 


paroxysm  of  asthma.  He  was  tested  for 
what  he  had  been  eating  and  he  reacted  to 
pepper.  Other  attacks  came  and  he  was 
found  sensitive  to  almonds.  He  was  then 
tested  for  all  foods  and  all  reacters  were 
eliminated  (47)  and  he  had  no  more  returns 
of  his  asthma.  I followed  his  case  for  sev- 
eral years.  At  one  time  he  developed  a se- 
vere cold  and  had  sensations  as  though  he 
might  be  going  to  have  asthma  (48).  Treat- 
ment for  the  cold  cleared  it  up  in  a few 
days  without  further  bronchial  trouble  (49). 

A baker  by  profession  had  dermatitis  cov- 
ering his  entire  body  (50),  with  small  ab- 
scesses especially  about  the  face  (51).  His 
condition  had  existed  for  about  nine  months 
with  no  relief  and  the  skin  was  thick  and 
leathery  (52).  I suspected  that  the  condition 
was  the  result  of  food  sensitization  probably 
from  intimate  contact  with  wheat  (53).  I 
succeeded  in  finding  a few  square  inches  of 
skin  in  one  groin  which  seemed  to  be  enough 
like  normal  tissue  that  I felt  warranted  in 
applying  a small  number  of  skin  tests.  There 
were  no  violent  reactions,  but  there  were 
several  which  seemed  to  react  the  least 
though  most  of  them  did  react.  Among 
thees  negative  reactions  were  lettuce  and 
carrts  (54)  and  he  was  sent  to  the  hos- 
pital with  the  limited  diet  of  lettuce  and 
carrots;  he  made  rapid  improvement  (55). 
A fresh  crop  of  hives  appeared  soon  after  he 
entered  the  hospital  and  it  took  us  several 
days  to  figure  out  that  they  were  due  to  the 
orange  juice  (56)  with  which  the  nurse 
thoughtlessly  gave  the  oil.  The  chief  offend- 
er in  his  diet  proved  to  be  wheat  with  which 
(57)  he  worked  and  of  which  he  ate  freely 
although  there  were  many  reacters  which 
had  to  be  eliminated.  His  first  reaction  to 
wheat  was  weak  and  this  kept  getting 
stronger  (58)  on  subsequent  testing  as  he 
improved  in  health  and  as  we  kept  him  away 
from  wheat.  It  was  no  easy  task  to  persuade 
him  to  quit  both  eating  wheat  and  working 
with  it.  This  was  necessary,  however,  before 
he  recovered  (59).  He  stayed  away  from  the 
shop  and  refrained  from  eating  wheat  for 
between  five  and  six  months  and  then  to  our 
astonishment  found  that  he  could  eat  wheat 
without  trouble  (60)  of  any  sort.  After 
about  five  to  six  months  of  using  wheat  in 
his  diet  he  again  developed  dermatitis  (61). 
After  another  period  of  total  abstinence 
from  wheat  we  found  that  he  could  eat  it  in 
small  amounts  and  even  engage  in  handling 
the  finished  products  of  the  bakery  with- 
out trouble  (62).  Another  observation  on 
this  man  was  that  he  had  had  asthma  but 
never  at  the  time  he  had  the  dermatitis 
(63). 

A woman  had  dermatitis  which  affected 
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her  entire  body  to  such  an  extent  that  there 
was  not  even  a pinpoint  area  of  normal  skin 
on  which  tests  might  be  placed.  The  skin 
was  indurated  and  thick  (64),  and  resem- 
bled a raw  beef-steak  more  than  normal 
skin.  This  woman  had  lived  in  a mining 
camp  upon  a fairly  limited  diet  (65).  I se- 
lected a list  of  foods  from  those  she  had  not 
been  eating  (66)  and  sent  her  to  the  coast 
for  a month’s  recuperation.  She  returned 
definitely  improved  but  far  from  well  (67). 
I then  gave  her  a full  set  of  food  tests  (68) 
and  eliminated  all  reacters  from  her  diet 
(69)  and  in  a short  time  she  was  entirely 
well  (70).  We  concluded  that  peaches  was 
the  worst  and  probably  her  primary  reader 
(71).  She  had  been  eating  peaches  freely  at 
the  mining  camp  (72).  The  secondary  re- 
acters were  added  to  her  diet  after  about 
two  weeks,  one  at  a time,  without  any  un- 
toward results  (73).  After  five  weeks  she 
ate  a small  helping  of  peaches  and  had  no 
more  serious  trouble  than  pruritis  in  a small 
area  on  one  leg  (74).  She  afterwards  re- 
called that  she  had  had  this  area  of  pruritis 
early  in  her  trouble  before  the  dermatitis 
started  and  that  this  place  was  the  first  site 
of  the  dermatitis  (75).  She  soon  became 
able  to  eat  peaches  occasionally  in  small 
amounts  without  harm  (76).  She  was  also 
instructed  to  have  as  varied  a diet  (77)  as 
possible;  she  has  had  no  further  dermatitis 
(78). 

A dentist  who  does  a great  deal  of  extrac- 
tion work  by  means  of  novocaine  anesthesia 
developed  dermatitis  on  his  left  index  fin- 
ger (79).  We  thought  there  might  be  a 
sensitization  to  novocaine  but  were  unable  to 
p'rove  such.  A complete  set  of  food  tests 
was  made  (80)  and  all  reacters  were  elim- 
inated from  his  diet  (81).  His  recovery  was 
prompt  (82),  even  with  the  continuation  of 
the  use  of  the  novocaine.  Onions  seemed 
to  have  been  the  primary  sensitizer  (83)  but 
he  had  multiple  sensitization  (84).  The  sen- 
sitization to  onion  has  persisted  (85)  though 
he  is  able  to  eat  nearly  all  the  other  foods 
to  which  he  reacted  and  which  we  proved 
would  set  up  dermatitis  (86) — preceded  by 
pruritis.  After  several  months  he  again  be- 
gan to  have  signs  of  dermatitis  with  the 
same  finger,  probably  from  relapsing  in  his 
diet  and  from  the  onion  that  he  was  unable 
to  avoid  (87)  and  I prescribed  hydrochloric 
acid  for  him  and  the  trouble  subsided  (88). 
After  a period  of  taking  the  acid  he  is  able 
to  stop  it  and  remains  free  of  trouble  for  a 
time  but  soon  has  to  resume  it.  He  now  re- 
calls that  as  a boy  he  had  dermatitis,  not, 
however,  on  his  index  finger  (89)  and  that 
the  country  physician  to  whom  he  went  said 
he  believed  the  trouble  was  from  the  stom- 


ach and  prescribed  hydrochloric  acid  (90). 
He  recovered  after  taking  the  medicine  for 
a relatively  short  time  and  had  no  more 
trouble  for  years  (91).  He  also  has  mild 
hypertension  (92). 

A physician  had  pruritis  of  hands  and 
wrists  and  occasionally  of  the  feet  and  an- 
kles for  brief  periods  after  meals  in  which 
there  were  certain  articles  of  food  (93).  By 
elimination  method  he  was  able  to  prove 
that  pepper  and  cucumbers  wei’e  the  worst 
offenders  (94).  Without  these  foods  he 
would  have  almost  no  trouble  (95)  except 
when  eating  where  it  was  not  possible  to 
avoid  them  (96).  He  was  given  hydrochloric 
acid  (97)  with  his  meals  and  at  once  ob- 
served that  he  could  eat  the  offending  foods 
with  but  little  pruritis  (98).  After  a few 
weeks  of  taking  the  acid  he  can  discontinue 
it  with  no  pruritis  for  a time  (99)  but  must 
resume  the  acid  again.  This  physician  has 
also  been  afflicted  with  hay  fever  from  ber- 
muda  grass.  During  a period  of  taking  the 
acid  he  observed  that  the  hay  fever  symp- 
toms were  improved  (100).  He  had  also  had 
a chronic  pharyngitis  with  ropy  tenacious 
mucus  in  his  throat  after  eating,  as  a rule, 
(101)  which  he  incidentally  observed  disap- 
peared while  he  was  taking  the  acid  (102). 
Stopping  the  acid  allowed  the  mucus  to  re- 
appear in  his  throat  after  eating  (103).  He 
also  has  mild  anal  pruritis  which  has  re- 
sponded to  the  hydrochloric  acid  (104)  but 
which  has  not  been  completely  relieved 
(105).  I am  also  trying  stomach  coated  pan- 
creatin  tablets  with  him,  especially,  hoping 
the  anal  pruritis  will  be  cured  (106),  with- 
out the  necessity  of  making  the  tests.  He 
has  mild  hypertension  (107). 

A surgeon  has  had  for  years  gastrointes- 
tinal distress  (108)  after  eating,  to  such 
an  extent  as  to  cause  him  to  eat  with  rela- 
tively little  relish  (109)  and  to  be  a hypo- 
chondriac (110)  as  far  as  eating  is  concern- 
ed. He  has  had  mild  rhinitis  attacks  which 
he  believed  came  from  dusts  and  possibly 
from  foods  (111).  He  had  a few  skin  tests 
to  which  he  gave  only  suggestive  reactions 
(112).  The  physician  who  made  the  skin 
tests  had  a gastric  analysis  made  and  found 
him  low  in  hydrochloric  acid  (113)  and  pre- 
scribed the  acid  for  him.  The  acid  relieved 
his  gastrointestinal  distress,  gave  him  a rel- 
ish (114)  for  his  food,  dissipated  to  a great 
extent  that  part  of  his  hypochondria  (115) 
and  did  away  with  many  of  his  nasal  symp- 
toms (116).  A small  spot  of  dermatitis 
which  he  had  had  for  years  on  his  head 
cleared  up  (117).  He  also  has  a mild  hyper- 
tension (118). 

A woman  with  hypertension  (119)  devel- 
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oped  asthma  symptoms  and  a severe  pharyn- 
gitis (120).  Her  food  reactions  are  slight. 
She  has  been  given  an  ephedrine  cough  syrup 
and  the  hydrochloric  acid  (121)  mixture 
with  excellent  results  on  the  respiratory 
tract  symptoms  (122)  and  suggestive  bene- 
fit to  the  blood  pressure. 

A physician  has  been  utterly  incapacitated 
for  work  during  the  past  six  years  because 
of  tremendous  pains  in  his  head  and  face 
simulating  migraine  (123)  and  trigeminal 
neuralgia  (124).  Finding  no  pathology  to 
account  for  the  symptoms  I tested  his  reac- 
tions to  foods  and  found  him  multiply  sensi- 
tized (125).  An  attempt  was  made  to  elim- 
inate all  reacters  from  his  diet  but  with 
poor  success  (126)  and  he  was  then  given 
the  hydrochloric  acid  mixture  with  what  ap- 
pears to  be  definite  improvement  (127).  He 
has  a diminished  hydrochloric  acid  of  the 
stomach  (128).  He  also  has  psoriasis  (129) 
which  has  appeared  since  his  other  condi- 
tion first  became  manifest. 

A woman  has  a ma'rked  case  of  psoriasis 

(130) .  She  has  diminished  hydrochloric  acid 

(131)  and  definite  reactions  to  a number  of 
foods  (132).  She  is  now  on  a diet  with  none 
of  her  reacters  in  it  (133)  and  is  taking  the 
hydrochloric  acid  prescription  (134),  with 
apparent  improvement. 

A man  has  had  psoriasis  for  years  (135). 
He  has  hypoacidity  (136)  and  multiple  sen- 
sitization (137).  A woman  has  identical 
findings  (138). 

A woman  had  what  was  diagnosed  as 
stomach  ulcer  (139)  although  the  x-ray  evi- 
dence was  not  conclusive . She  had  the  alkali 
treatment  (140).  Subsequent  x-rays  disclos- 
ed a definitely  spastic  pylorus  (141).  She 
also  had  a gerat  amount  of  gastrointestinal 
distress  (142)  for  which  it  was  difficult  to 
account  (143).  She  had  most  of  her  trouble 
after  eating  certain  foods  (144).  A part  of 
her  complaint  was  due  to  what  she  called 
gas  and  bloating  (145).  Nearly  any  foods, 
she  believed,  caused  her  discomfort;  but 
some  we're  worse  than  others.  She  was  un- 
questionably highly  hypochondriac  (146).  A 
complete  set  of  tests  was  made  upon  her  and 
she  was  found  to  have  multiple  sensitizations 
(147).  Following  the  intradermal  tests  for 
certain  substances — notably,  tomato,  banana 
and  lettuce — she  had  definite  gastrointes- 
tinal symptoms  (148)  simulating  her  ulcer 
(149)  and  spastic  pylorus  (150)  symptoms. 
All  reacters  were  eliminated.  By  means  of 
an  abdominal  section  (151)  pelvic  abnormali- 
ties were  removed,  light  adhesions  about  the 
pylorus  and  gall  bladdeb  were  broken  down 
and  she  has  recovered  (152).  Her  emacia- 
tion (153),  her  fear  of  food  (154),  her  gas- 


trointestinal symptoms  (155)  and  her  hypo- 
chondria (156)  have  nearly  all  disappeared. 
She  eats  with  a delight  and  relish  never  be- 
fore known  by  her  (157). 

A woman  complained  bitterly  of  gastro- 
intestinal distress  (158)  which  she  designat- 
ed as  gas.  She  was  given  the  hydrochloric 
acid  mixture  which  she  took  for  a time 
(159).  She  had  prompt  relief  from  the  dis- 
tress (160)  and  has  had  but  little  evidence 
of  it  since  (161). 

A woman  had  a gastric,  ulcer  for  which 
she  had  the  alkali  treatment  (162).  Her 
diet  consisted  also  during  the  period  of  the 
active  stage  of  the  ulcer  and  for  long  after- 
wards of  those  foods  which  do  not  tend  to 
stimulate  the  production  of  an  excess  acid 
in  the  stomach  (163).  A year  after  the  ul- 
cer and  with  no  symptoms  of  typical  ulcer 
she  has  a great  amount  of  gastrointestinal 
distress  (164)  for  which  it  is  difficult  to  ac- 
count (165).  A prominent  part  of  her  symp- 
toms abe  bloating  and  gas  (166).  She  has 
marked  hypoacidity  (167). 

A woman  has  had  for  a year,  following  a 
period  of  high  nervous  strain  incident  to 
caring  for  an  invalid  mother  (168),  a great 
amount  of  gastrointestinal  distress — gas  and 
bloating — (169)  for  which  she  has  taken  a 
great  deal  of  soda  (170)  with  questionable 
relief  (171).  She  also  has  insomnia  (172). 
Her  gastric  analysis  shows  a near  achlorhy- 
dria (173).  The  x-ray  suggests  a diseased 
gall  bladder  (174).  The  food  tests  show 
multiple  sensitization  (175).  She  had  hy- 
drochloric acid  (176)  pending  the  study  of 
her  case  and  was  improved  to  a moderate 
extent  (177).  She  now  has  a diet  with  the 
reacters  removed  (178)  and  is  taking  hydro- 
chloric acid  and  has  had  still  greater  relief. 

A woman  had  a severe  colitis  (179)  and 
gastrointestinal  distress  (180)  with  emacia- 
tion (181)  and  weakness  (182).  She  has 
multiple  sensitization  (183). 

A man  with  chronic  pulmonary  phthisis 
(184)  has  a severe  colitis  (185)  a low  gas- 
tric acidity  (186)  and  multiple  sensitizatio 
(187). 

A woman  had  an  uncontrollable  cough  ap- 
parently from  a pharyngitis  (188).  I sus- 
pected a sensitization  phenomenon  and  gave 
her  a hypodermic  of  adrenalin  (189)  when  I 
first  saw  her  and  sent  an  ephedrine  (190) 
cough  mixture  and  the  hydrochloric  acid 

(191)  and  the  cough  did  not  return  after 
the  treatment  was  begun  with  adrenalin 

(192) .  She  thought  the  cure  was  almost 
miraculous  as  she  had  been  hunting  relief 
from  physicians  for  nine  months.  Further 
study  was  desired  but  her  relief  was  so  com- 
plete that  she  could  not  see  the  need  of  it. 
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A physician’s  son  had  had  asthma  as  a 
child  from  oatmeal  (193).  The  boy  grew  up 
and  went  to  college.  By  accident  he  ate  oat- 
meal and  wrote  home  in  great  glee  to  his 
parents  that  he  could  eat  oatmeal  without 
getting  asthma  (194). 

A physician’s  daughter  had  asthma  from 
egg  (195).  After  several  years  with  no 
treatment  for  desensitization  the  child  was 
able  to  eat  egg  without  asthma  or  other 
trouble  (196). 

A woman  who  had  not  been  well  but  had 
no  asthma,  had  all  of  her  teeth  extracted 
(197).  She  developed  asthma  within  a few 
weeks  thereafter  (198).  She  was  given  the 
hydrochloric  acid  mixture  (199)  with  mark- 
ed relief  (200).  She  was  advised  to  get  new 
teeth  as  soon  as  was  expedient  (201). 

A woman  had  mild  asthma.  She  had  her 
teeth  extracted  (202)  and  shortly  afterward 
developed  severe  asthma  (203)  accompanied 
with  extreme  faintness  (204)  and  a disturb- 
ance in  her  pulse  (205)  in  some  of  her  par- 
oxysms, which  convinced  the  nurse  that  she 
was  about  to  cro  “to  her  endless  end,”  and 
she  had  multiple  sensitizations  (206)  and  a 
near  achlorhydria  (207).  The  worst  reacters 
in  her  diet  were  eliminated  (208)  and  she 
was  given  the  hydrochloric  acid  mixture 

(209)  with  complete  relief  for  a time.  Later 
she  developed  an  acute  gall  bladder  infection 

(210)  and  had  very  severe  asthma  for  a 
time  (211).  She  had  taken  her  acid  in 
orange  juice  (212).  A retest  of  some  of  her 
foods  showed  that  she  had  become  sensitized 
to  orange  juice  (213). 

A woman  had  asthma  periodicallv  (214). 
She  had  multiple  sensitizations  (215)  and  a 
low  gastric  acidity  (216).  She  also  had 
cholecystitis  (217).  She  was  given  acid  to 
take  (218).  She  later  had  an  attack  of  asth- 
ma with  evidence  of  exacerbation  of  her  gall 
bladdeV  trouble  (219).  Her  gall  bladdQr  was 
drained  (220)  through  the  duodenal  tube 
and  she  has  had  no  asthma  since  (221), 

A man  had  asthma  whenever  he  ate  egg 
(222).  On  one  occasion  when  he  had  eaten 
ege-  and  became  aware  of  it  he  exclaimed 
to  his  companions  that  he  knew  he  was  in 
for  an  attack  of  asthma.  A chemist  who 
was  with  him  suggested  that  he  might  be 
able  to  give  him  something  to  prevent  the 
development  of  asthma.  A mixture  of  hydro- 
chloric acid  and  pepsin  (223)  was  prepared 
and  taken  and  no  asthma  developed  (224). 
He  has  always  since  carried  a small  vial  of 
the  acid  mixture  in  his  pocket  (225)  to  take 
when  the  circumstances  demanded  it  and 
has  kept  free  of  asthma  (226).  It  was  this 
story  which  crystallized  my  ideas  in  the  ad- 
vantage of  helping  digestion  in  sensitization 
cases. 


A small  boy  was  brought  to  me  with  asth- 
ma and  as  I dislike  testing  children  for  sen- 
sitizations I gave  him  the  hydrochloric  acid 
mixture  (227)  and  within  a few  days  he  was 
completely  relieved  (228).  Some  weeks  later 
after  a bread  and  milk  supper  (229)  the 
child  developed  extremely  severe  asthma 
(230).  I advised  the  general  diet  (231)  he 
had  been  having  and  the  regular  use  of  the 
acid  (232)  with  the  meals,  on  each  taking  of 
food  (233).  In  a few  days  the  child  was 
well.  He  was  brought  to  the  office  and  I 
gave  him  three  tests  for  milk  and  six  for 
wheat  and  he  reacted  to  every  test  (234). 
His  mother  was  advised  to  eliminate  both 
milk  and  wheat  for  a time  (235)  and  to 
continue  the  acid.  He  was  doing  well  at  the 
last  report. 

A woman  had  extremely  severe  and  per- 
sistent asthma.  She  had  multiple  reactions 
to  food  tests  (236).  Her  reactions  were  so 
numerous  that  it  was  impossible  to  elim- 
inate all  of  the  reacters  (237)  and  she  did 
not  do  well  (238). 

A six-year-old  girl  had  asthma  whenever 
she  had  a cold  (239).  She  gave  multiple  sen- 
sitizations to  food  (240).  The  reacters  were 
eliminated  from  her  diet  (241)  and  she  was 
given  the  hydrochloric  acid  (242)  and  she 
was  relieved  of  her  asthma  (243). 

Another  small  girl  came  in  with  asthma. 
She  was  given  the  hydrochloric  acid  mixture 
(244)  and  was  markedly  relieved  (245).  She 
was  then  tested  for  food  reactions  and  a 
number  of  reacters  were  found  (246).  It 
had  been  observed  that,  in  spite  of  the  acid 
(247),  certain  foods  gave  her  asthma  (248). 
These  were  found  to  be  reacters.  The  react- 
ers were  eliminated  (249)  and  the  acid  was 
continued  and  she  has  remained  free  of 
asthma  (250). 

A woman  was  treated  by  Hall  of  Denver 
for  asthma  by  the  use  of  hydrochloric  acid 
(251).  She  was  relieved  of  asthma  for 
months  (252).  When  I saw  her  she  was 
having  asthma  again.  She  had  a low  acidity 

(253)  and  hydrochloric  acid  was  prescribed 

(254)  but  without  apparent  benefit  (255). 
Her  food  reactions  were  slight  (256).  The 
reacters  were  eliminated  (257)  without  ap- 
parent benefit  (258).  She  was  then  studied 
further  and  bacterial  sensitization  was  found 
(259).  The  proper  vaccine  gave  relief  (260). 

A woman  had  severe  sinus  trouble  (261) 
and  extremely  severe  colds  (262)  in  the  win- 
ter time  which  were  prone  to  run  into  asth- 
ma (263).  She  was  completely  tested  (264) 
and  no  marked  reactions  were  found  (265). 
She  had  achlobhydria  (266).  She  was  given 
the  hydrochloric  acid  (267)  and  told  to  take 
it  indefinitely.  She  was  also  given  a vaccine 
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oped  asthma  symptoms  and  a severe  pharyn- 
gitis (120).  Her  food  reactions  are  slight. 
She  has  been  given  an  ephedrine  cough  syrup 
and  the  hydrochloric  acid  (121)  mixture 
with  excellent  results  on  the  respiratory 
tract  symptoms  (122)  and  suggestive  bene- 
fit to  the  blood  pressure. 

A physician  has  been  utterly  incapacitated 
for  work  during  the  past  six  years  because 
of  tremendous  pains  in  his  head  and  face 
simulating  migraine  (123)  and  trigeminal 
neuralgia  (124).  Finding  no  pathology  to 
account  for  the  symptoms  I tested  his  reac- 
tions to  foods  and  found  him  multiply  sensi- 
tized (125).  An  attempt  was  made  to  elim- 
inate all  reacters  from  his  diet  but  with 
poor  success  (126)  and  he  was  then  given 
the  hydrochloric  acid  mixture  with  what  ap- 
pears to  be  definite  improvement  (127).  He 
has  a diminished  hydrochloric  acid  of  the 
stomach  (128).  He  also  has  psoriasis  (129) 
which  has  appeared  since  his  other  condi- 
tion first  became  manifest. 

A woman  has  a marked  case  of  psoriasis 

(130) .  She  has  diminished  hydrochloric  acid 

(131)  and  definite  reactions  to  a number  of 
foods  (132).  She  is  now  on  a diet  with  none 
of  her  reacters  in  it  (133)  and  is  taking  the 
hydrochloric  acid  prescription  (134),  with 
apparent  improvement. 

A man  has  had  psoriasis  for  years  (135). 
He  has  hypoacidity  (136)  and  multiple  sen- 
sitization (137).  A woman  has  identical 
findings  (138). 

A woman  had  what  was  diagnosed  as 
stomach  ulcer  (139)  although  the  x-ray  evi- 
dence was  not  conclusive  . She  had  the  alkali 
treatment  (140).  Subsequent  x-rays  disclos- 
ed a definitely  spastic  pylorus  (141).  She 
also  had  a gerat  amount  of  gastrointestinal 
distress  (142)  for  which  it  was  difficult  to 
account  (143).  She  had  most  of  her  trouble 
after  eating  certain  foods  (144).  A part  of 
her  complaint  was  due  to  what  she  called 
gas  and  bloating  (145).  Nearly  any  foods, 
she  believed,  caused  her  discomfort;  but 
some  were  worse  than  others.  She  was  un- 
questionably highly  hypochondriac  (146).  A 
complete  set  of  tests  was  made  upon  her  and 
she  was  found  to  have  multiple  sensitizations 
(147).  Following  the  intradermal  tests  for 
certain  substances — notably,  tomato,  banana 
and  lettuce — she  had  definite  gastrointes- 
tinal symptoms  (148)  simulating  her  ulcer 
(149)  and  spastic  pylorus  (150)  symptoms. 
All  reacters  were  eliminated.  By  means  of 
an  abdominal  section  (151)  pelvic  abnormali- 
ties were  removed,  light  adhesions  about  the 
pylorus  and  gall  bladdek  were  broken  down 
and  she  has  recovered  (152).  Her  emacia- 
tion (153),  her  fear  of  food  (154),  her  gas- 


trointestinal symptoms  (155)  and  her  hypo- 
chondria (156)  have  nearly  all  disappeared. 
She  eats  with  a delight  and  relish  never  be- 
fore known  by  her  (157). 

A woman  complained  bitterly  of  gastro- 
intestinal distress  (158)  which  she  designat- 
ed as  gas.  She  was  given  the  hydrochloric 
acid  mixture  which  she  took  for  a time 
(159).  She  had  prompt  relief  from  the  dis- 
tress (160)  and  has  had  but  little  evidence 
of  it  since  (161). 

A woman  had  a gastric,  ulcer  for  which 
she  had  the  alkali  treatment  (162).  Her 
diet  consisted  also  during  the  period  of  the 
active  stage  of  the  ulcer  and  for  long  after- 
wards of  those  foods  which  do  not  tend  to 
stimulate  the  production  of  an  excess  acid 
in  the  stomach  (163).  A year  after  the  ul- 
cer and  with  no  symptoms  of  typical  ulcer 
she  has  a great  amount  of  gastrointestinal 
distress  (164)  for  which  it  is  difficult  to  ac- 
count (165).  A prominent  part  of  her  symp- 
toms ake  bloating  and  gas  (166).  She  has 
marked  hypoacidity  (167). 

A woman  has  had  for  a year,  following  a 
period  of  high  nervous  strain  incident  to 
caring  for  an  invalid  mother  (168),  a great 
amount  of  gastrointestinal  distress — gas  and 
bloating — (169)  for  which  she  has  taken  a 
great  deal  of  soda  (170)  with  questionable 
relief  (171).  She  also  has  insomnia  (172). 
Her  gastric  analysis  shows  a near  achloi’hy- 
dria  (173).  The  x-ray  suggests  a diseased 
gall  bladder  (174).  The  food  tests  show 
multiple  sensitization  (175).  She  had  hy- 
drochloric acid  (176)  pending  the  study  of 
her  case  and  was  improved  to  a moderate 
extent  (177).  She  now  has  a diet  with  the 
reacters  removed  (178)  and  is  taking  hydro- 
chloric acid  and  has  had  still  greater  relief. 

A woman  had  a severe  colitis  (179)  and 
gastrointestinal  distress  (180)  with  emacia- 
tion (181)  and  weakness  (182).  She  has 
multiple  sensitization  (183). 

A man  with  chronic  pulmonary  phthisis 
(184)  has  a severe  colitis  (185)  a low  gas- 
tric acidity  (186)  and  multiple  sensitizatio 
(187). 

A woman  had  an  uncontrollable  cough  ap- 
parently from  a pharyngitis  (188).  I sus- 
pected a sensitization  phenomenon  and  gave 
her  a hypodermic  of  adrenalin  (189)  when  I 
first  saw  her  and  sent  an  ephedrine  (190) 
cough  mixture  and  the  hydrochloric  acid 

(191)  and  the  cough  did  not  return  after 
the  treatment  was  begun  with  adrenalin 

(192) .  She  thought  the  cure  was  almost 
miraculous  as  she  had  been  hunting  relief 
from  physicians  for  nine  months.  Further 
study  was  desired  but  her  relief  was  so  com- 
plete that  she  could  not  see  the  need  of  it. 
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A physician’s  son  had  had  asthma  as  a 
child  from  oatmeal  (193).  The  bov  grew  up 
and  went  to  college.  By  accident  he  ate  oat- 
meal and  wrote  home  in  great  glee  to  his 
parents  that  he  could  eat  oatmeal  without 
getting  asthma  (194). 

A physician’s  daughter  had  asthma  from 
egg  (195).  After  several  years  with  no 
treatment  for  desensitization  the  child  was 
able  to  eat  egg  without  asthma  or  other 
trouble  (196). 

A woman  who  had  not  been  well  but  had 
no  asthma,  had  all  of  her  teeth  extracted 
(197).  She  developed  asthma  within  a few 
weeks  thereafter  (198).  She  was  given  the 
hydrochloric  acid  mixture  (199)  with  mark- 
ed relief  (200).  She  was  advised  to  get  new 
teeth  as  soon  as  was  expedient  (201). 

A woman  had  mild  asthma.  She  had  her 
teeth  extracted  (202)  and  shortly  afterward 
developed  severe  asthma  (203)  accompanied 
with  extreme  faintness  (204)  and  a disturb- 
ance in  her  pulse  (205)  in  some  of  her  par- 
oxysms, which  convinced  the  nurse  that  she 
was  about  to  o*o  “to  her  endless  end,”  and 
she  had  multiple  sensitizations  (206)  and  a 
near  achlorhydria  (207).  The  worst  reacters 
in  her  diet  were  eliminated  (208)  and  she 
was  given  the  hydrochloric  acid  mixture 

(209)  with  complete  relief  for  a time.  Later 
she  developed  an  acute  gall  bladder  infection 

(210)  and  had  very  severe  asthma  for  a 
time  (211).  She  had  taken  her  acid  in 
orange  juice  (212).  A retest  of  some  of  her 
foods  showed  that  she  had  become  sensitized 
to  orange  juice  (213). 

A woman  had  asthma  periodicallv  (214). 
She  had  multiple  sensitizations  (215)  and  a 
low  gastric  acidity  (216).  She  also  had 
cholecystitis  (217).  She  was  given  acid  to 
take  (218).  She  later  had  an  attack  of  asth- 
ma with  evidence  of  exacerbation  of  her  gall 
bladdeV  trouble  (219).  Her  gall  bladdQr  was 
drained  (220)  through  the  duodenal  tube 
and  she  has  had  no  asthma  since  (221), 

A man  had  asthma  whenever  he  ate  egg 
(222).  On  one  occasion  when  he  had  eaten 
egc  and  became  aware  of  it  he  exclaimed 
to  his  companions  that  he  knew  he  was  in 
for  an  attack  of  asthma.  A chemist  who 
was  with  him  suggested  that  he  might  be 
able  to  give  him  something  to  prevent  the 
development  of  asthma.  A mixture  of  hydro- 
chloric acid  and  pepsin  (223)  was  prepared 
and  taken  and  no  asthma  developed  (224). 
He  has  always  since  carried  a small  vial  of 
the  acid  mixture  in  his  pocket  (225)  to  take 
when  the  circumstances  demanded  it  and 
has  kept  free  of  asthma  (226).  It  was  this 
story  which  crystallized  my  ideas  in  the  ad- 
vantage of  helping  digestion  in  sensitization 
cases. 


A small  boy  was  brought  to  me  with  asth- 
ma and  as  I dislike  testing  children  for  sen- 
sitizations I gave  him  the  hydrochloric  acid 
mixture  (227)  and  within  a few  days  he  was 
completely  relieved  (228).  Some  weeks  later 
after  a bread  and  milk  supper  (229)  the 
child  developed  extremely  severe  asthma 
(230).  I advised  the  general  diet  (231)  he 
had  been  having  and  the  regular  use  of  the 
acid  (232)  with  the  meals,  on  each  taking  of 
food  (233).  In  a few  days  the  child  was 
well.  He  was  brought  to  the  office  and  I 
gave  him  three  tests  for  milk  and  six  for 
wheat  and  he  reacted  to  every  test  (234). 
His  mother  was  advised  to  eliminate  both 
milk  and  wheat  for  a time  (235)  and  to 
continue  the  acid.  He  was  doing  well  at  the 
last  report. 

A woman  had  extremely  severe  and  per- 
sistent asthma.  She  had  multiple  reactions 
to  food  tests  (236).  Her  reactions  were  so 
numerous  that  it  was  impossible  to  elim- 
inate all  of  the  reacters  (237)  and  she  did 
not  do  well  (238). 

A six-year-old  girl  had  asthma  whenever 
she  had  a cold  (239).  She  gave  multiple  sen- 
sitizations to  food  (240).  The  reacters  were 
eliminated  from  her  diet  (241)  and  she  was 
given  the  hydrochloric  acid  (242)  and  she 
was  relieved  of  her  asthma  (243). 

Another  small  girl  came  in  with  asthma. 
She  was  given  the  hydrochloric  acid  mixture 
(244)  and  was  markedly  relieved  (245).  She 
was  then  tested  for  food  reactions  and  a 
number  of  reacters  were  found  (246).  It 
had  been  observed  that,  in  spite  of  the  acid 
(247),  certain  foods  gave  her  asthma  (248). 
These  were  found  to  be  reacters.  The  react- 
ers were  eliminated  (249)  and  the  acid  was 
continued  and  she  has  remained  free  of 
asthma  (250). 

A woman  was  treated  by  Hall  of  Denver 
for  asthma  by  the  use  of  hydrochloric  acid 
(251).  She  was  relieved  of  asthma  for 
months  (252).  When  I saw  her  she  was 
having  asthma  again.  She  had  a low  acidity 

(253)  and  hydrochloric  acid  was  prescribed 

(254)  but  without  apparent  benefit  (255). 
Her  food  reactions  were  slight  (256).  The 
reacters  were  eliminated  (257)  without  ap- 
parent benefit  (258).  She  was  then  studied 
further  and  bacterial  sensitization  was  found 
(259).  The  proper  vaccine  gave  relief  (260). 

A woman  had  severe  sinus  trouble  (261) 
and  extremely  severe  colds  (262)  in  the  win- 
ter time  which  were  prone  to  run  into  asth- 
ma (263).  She  was  completely  tested  (264) 
and  no  marked  reactions  were  found  (265). 
She  had  achlobhydria  (266).  She  was  given 
the  hydrochloric  acid  (267)  and  told  to  take 
it  indefinitely.  She  was  also  given  a vaccine 
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of  those  bacteria  to  which  she  showed  slight 
reactions  (268). 

A young  man  with  practically  a normal 
amount  of  acid  in  his  stomach  (269)  had 
asthma  whenever  he  had  colds  (270).  He 
was  given  the  acid  mixture  (271)  to  take 
during  the  winter.  He  had  several  colds 
thereafter  and  passed  through  them  without 
asthma  (272).  He  is  now  to  take  the  acid 
only  when  he  has  a cold  (273). 

A young  woman  has  extremely  severe 
pains  along  the  nerves  with  tingling  and  a 
great  deal  of  numbness  and  other  disturbing 
sensations  (274).  She  also  has  much  gastro- 
intestinal distress  (275),  at  times  with 
mental  confusion  (276)  and  prostration 
(277).  There  is  a history  of  pernicious  an- 
emia on  both  sides  of  her  family  (278).  She 
has  near  achlorhydria  (279)  and  multiple 
sensitization  to  foods  (280).  Eliminating  the 
reacters  (281)  has  apparently  done  her  no 
good  (282).  Giving  her  the  hydrochloric 
acid  has  not  helped  her  (283).  Likewise  giv- 
ing her  keratin  coated  tablets  of  pancreatin 
has  been  of  no  benefit  (284).  She  is  highlv 
sensitive  to  bacterial  proteins  (285).  She 
has  a purulent  condition  of  her  biliarv  ducts 
(286). 

Acid  Tests  of  Fractional  Extraction  of  Ewald 
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DISCUSSION 

I present  these  observations  for  the  pur- 
pose of  basing  conclusions  which  have  been 
forced  upon  me  and,  also,  to  record  suspi- 
cions which  have  been  aroused  in  my  mind. 
Observations  upon  the  perfectly  obvious  have 
been  omitted.  Likewise  the  hazy  or  not 
clear-cut  observations  have  been  omitted.  I 
could  have  made  the  number  of  observations 
much  larger. 


Sensitization  phenomena,  it  is  apparent 
from  my  observations  and  as  suggested  by 
Duke  and  others,  are  more  common  than  has 
been  generally  supposed,  and  may  affect  al- 
most any  part  of  the  body.  Observations  21 
and  22  show  that  the  joints  may  be  affect- 
ed; Nos.  24,  25,  26  show  that  the  bladder 
may  be  involved;  Nos.  27,  34,  50,  52,  56,  57, 
61,  64,  74,  75,  79,  86,  87,  89,  93,  104,  117 
show  that  the  skin  may  be  affected  with 
dermatitis  or  pruritis  or  with  both.  Nos. 
129,  130,  135,  138  suggest  the  possibility  of 
a relationship  between  food  sensitization  and 
psoriasis.  The  etiology  of  psoriasis  is  a mys- 
tery and  hence  any  plausible  suggestion 
should  be  considered  and  proven  or  disprov- 
en. 

Observations  36,  92,  107,  118.  and  119 
give  the  suggestion  that  hypertension  may 
be  a manifestation  of  food  sensitization.  On 
the  face  of  it  the  theory  does  not  seem  un- 
reasonable. The  acute  reaction  of  sensitiza- 
tion on  the  skin  and  on  the  mucous  mem- 
brane of  the  nose  and  bronchi  is  an  edema- 
tous swelling ; one  who  has  seen  hives,  hay 
fever  and  angioneurotic  edema  will  not  dis- 
pute this  statement.  The  chronic  dermatitis 
swelling  results  in  an  indurated  non-elastic 
tissue  as  shown  by  observations  52  and  64. 
With  the  partially  digested  protein  racirg 
through  the  blood  vessels,  does  it  not  seem 
rational  that  there  should  be  a similar  effect 
upon  the  endothelium,  and  deeper  structures 
perhaps,  of  the  blood  vessels?  The  effect  of 
such  swelling  would  be  expected  to  exert  its 
relatively  greatest  effect  upon  the  arterioles 
and  capillaries.  The  small  branches  of  the 
vascular  system  are  held  to  be  the  site  of 
the  changes  which  induce  hypertension.  An 
enormous  amount  of  work  will  have  to  be 
done  however  before  positive  conclusions  are 
warranted.  I have  found  one  similar  sugges- 
tion in  the  literature  in  an  excellent  article 
on  hypertension  by  Dr.  William  Lintz. 

Observations  100,  101,  102,  111  and  116 
indicate  that  hay  fever  symptoms,  coryza 
and  colds  may  be  accentuated  and  perchance 
even  caused  by  foods  to  wh;ch  one  is  sensi- 
tized. The  corvzas  and  persistent  hay  fever 
symptoms  are  so  common  and  distressing 
that  any  suggestion  which  gives  promise  of 
reducing  the  frequency  or  intensity  of  them 
would  certainly  be  welcome  to  a host  of  suf- 
ferers. My  observations  warrant  the  sugges- 
tion that  there  may  be  help  in  this  direction. 
My  observations  are  few,  for  two  reasons:  I 
have  not  been  awake  to  the  possibility  a suf- 
ficient length  of  time,  and  the  average  pa- 
tient is  prone  to  overlook  the  minor  symp- 
toms before  treatment  and  their  absence  af- 
terward. 
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In  observations  101,  120,  188,  189,  190, 
191,  and  192  there  is  indication  that  pharyn- 
gitis may  be  the  result  of  food  sensitization. 
Extensive  investigation  of  this  point  is  war- 
ranted. 

That  anal  pruritis  results  from  food  sensi- 
tization is  substantiated  by  observations  104 
and  105.  There  are  references  in  the  litera- 
ture which  have  apparently  proved  that 
there  is  sensitization  in  many  cases.  In  oth- 
er cases  reported  the  cause  lies  in  other  sen- 
sitizations than  from  food,  such  as  from 
bacterial  proteins. 

Gastrointestinal  distress  and  symptoms  of 
various  sorts  thereof  come  from  food  sensi- 
tization. Duke  and  others  have  reported  in- 
teresting cases.  My  observations  indicate  a 
variety  of  conditions;  Nos.  109,  114,  and  157 
prove  sensitization  may  cause  a lack  of  rel- 
ish of  food;  Nos.  139  and  149  suggest  ulcer 
symptoms;  141  and  150  pvloric  spasm;  Nos. 
108,  113,  142,  144,  145,  148,  155,  158,  160, 
164,  166,  169,  177,  178,  180,  275  proved  that 
general  abdominal  distress  with  gas  and 
bloating  mav  come  from  food  sensitization; 
Nos.  179  and  185  suggest  that  mucous  colitis 
may  be  a food  sensitization  manifestation. 

From  the  gastrointestinal  distress  thebe 
may  arise  a fear  of  eating  as  shown  in  ob- 
servations 9,  109,  110,  143,  144,  146,  148, 
149,  150,  180,  181,  and  182,  that  may  lead  to 
emaciation  and  weakness. 

Observations  124,  274  indicate  that  neu- 
ritis and  neuralgia  may  be  provoked  or 
caused  by  food  sensitizations. 

In  observation  123  there  is  the  suggestion 
that  migraine  is  a manifestation  of  food  sen- 
sitization. There  are  observations  in  the  lit- 
erature which  prove  this  more  conclusively. 

That  there  may  be  an  effect  upon  the 
brain,  more  or  less  general,  is  indicated  by 
observations  33,  172,  204,  276,  and  277. 

The  heart  may  possibly  be  affected  by 
food  sensitization  as  is  suggested  by  ob- 
servation 205.  Usually  when  one  part  is  af- 
fected there  are  no  marked  effects  on  an- 
other; but  different  parts  may  be  affected 
in  rotation  as  shown  in  observation  63 ; in 
othe'r  cases  more  than  one  part  is  affected 
at  one  time  as  shown  bv  observations  35,  36, 
79,  92,  93,  100,  101,  103,  106,  107,  108,  109, 
110,  111,  119,  120,  121,  122,  123,  124,  129, 
203,  204,  205,  274,  275,  276,  and  277. 

That  the  sensitization  tendency  is  a heredi- 
tary factor  is  proven  by  numerous  reports  in 
the  literature  and  by  observations  12  and 
13.  That  the  sensitization  process  may  be 
actually  inherited  is  shown  by  observation 
13.  My  records  include  a large  number  of 
cases  with  histories  of  familial  sensitization 
phenomena. 


That  sensitization  phenomena  develop,  or- 
dinarily, months,  years  or  decades  after 
birth,  is  attested  to  by  hundreds  of  reports, 
and  shows  conclusively  that  something  hap- 
pens gradually  or  suddenly  to  permit  or  to 
excite  them  to  activity.  I, have  one  observa- 
tion, No.  37,  which  bears  directly  and  most 
suggestively  upon  the  question.  The  young 
man  upon  whom  this  observation  was  made 
had  always  been  well,  or  at  least,  reasonably 
well : he  developed  a fairly  severe  respira- 
tory tract  infection  during  the  influenza  epi- 
demic of  1918-1919,  which  passed  after  a few 
weeks  into  asthma.  Following  that  he  had 
paroxysmal  attacks  of  asthma,  on  an  aver- 
age of  about  once  every  two  weeks ; the 
attacks  rarely  lasted  longer  than  two  to  four 
days.  The  duration  of  the  numerous  par- 
oxvsms,  which  we  later  proved  came  from 
eating  certain  foods,  were  remarkably  short 
as  compared  to  the  weeks  in  bed  with  the 
initial  illness. 

Observations  18,  34.  37,  79,  151,  153,  154, 
156,  174,  184,  210,  211,  217,  219,  220,  221, 
239,  261,  263,  270.  272,  278.  286  and  others 
indicate  that  colds  or  respiratory  tract  or 
other  infections  and  pathologv  plav  parts  in 
either  setting  up  the  sensitization  activity 
or  letting  it  become  manifest.  No  clear  his- 
tory in  manv  cases  could  be  obtained  of  the' 
initiator^  attacks.  Whv  should  the  derma- 
titis in  observation  79  come  on  the  index 
finger  which  was  exposed  to  the  novacaine 
and  to  mouths  of  patients  when  the  previous 
attacks  had  been  upon  other  parts  of  his 
body  ? 

Regarding  the  suhseauent  attacks,  when 
thev  are  nlainlv  food  sensitizations,  I have 
reasoned  that  the  colds  interfere  with  nor- 
mal gastric  processes  so  as  to  inhibit  diges- 
tion or  stomach  motih'ty,  so  that  the  foods 
have  a chance  to  be  absorbed  into  the  blood 
before  undergoing  digestion  to  the  state  in 
which  they  are  normally  absorbed. 

That  helping  the  digestive  apparatus  by 
supplying  hydrochloric  acid  does  good  is  ap- 
parent from  observations  20.  35.  88.  90,  91, 
97.  98.  99,  102,  104,  113,  114,  115,  116,  117, 

121,  122.  127,  134,  159,  176,  177,  191,  192, 

199,  200.  209,  218,  223,  224,  225.  226,  227, 

228,  242.  243,  244,  245,  250,  251,  252.  267, 

271,  and  272.  The  prescription  which  I have 
mostlv  used  contains  two  drams  of  calcium 
chloride,  three  ounces  of  dilute  hydrochloric 
acid,  and  sufficient  quantity  of  an  elixir  lac- 
tated  pensin  to  make  six  ounces. 

Sansum  reports  the  use  of  pancreatin  tab- 
lets, coated  so  as  to  escape  the  digestive  ac- 
tion of  the  stomach  ferments,  with  good  re- 
sults in  several  cases  of  asthma. 
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Dr.  Eyermann  reported  to  me  last  summer 
that  he  had  been  using  hydrochloric  acid  in 
asthma  with  decided  benefit  in  a fair  pro- 
portion of  cases.  Through  observations  90 
and  251  it  is  shown  that  other  physicians 
have  used  hydrochloric  acid,  apparently  em- 
pirically, with  good  results  and  without  re- 
porting the  result. 

That  the  alkaline  therapy  for  gastric  ulcer 
may  help  to  diminish  stomach  digestion,  per- 
mit of  absorption  of  undigested  protein  and 
perchance  inaugurate  sensitization  phenom- 
ena, is  shown,  or  at  least  suggested,  by  ob- 
servations 140,  162,  170.  With  indigestion 
there  is  a tendency  among  a tremendously 
large  number  of  persons  to  resort  to  the  tak- 
ing of  one  or  several  doses  of  soda  with  each 
attack,  with  doubtful  value,  as  in  observa- 
tion 171 ; in  many  instances  the  indigestion 
is  so  persistent  and  the  soda  taking  such  a 
habit  that  the  effect  of  alkali  therapy  in 
producing  sensitization  may  surpass  our  abil- 
ity to  reckon. 

Since  the  war  the  people  have  eaten  less 
meats  and  as  a result  there  is  less  stimula- 
tion of  acid  production,  as  in  observation  63, 
than  would  result  on  a heavy  protein  diet. 

That  hypoacidity  is  a feature  in  many  cas- 
es of  sensitization  diseases  is  indicated  by 
observations  19,  113,  114,  128,  131,  136,  138, 
167,  173,  186,  207,  216,  253,  266,  and  279.  See 
the  table  also  for  reports  on  fractional  ex- 
amination of  a group  of  cases.  Eyermann 
also  reported  to  me  that  he  has  found  that 
most  asthmatics  have  hypoacidity.  Since  it 
is  the  whole  protein  which  reaches  the  blood 
and  being  digested  there  causes  the  sensiti- 
zation phenomena,  it  is  obvious  that  any  fac- 
tor which  interferes  with  digestion  may  pre- 
dispose to  the  development  of  sensitization. 

In  observations  37,  48,  120,  239,  262,  270, 
and  others,  one  may  infer  that  something 
happens  from  colds  to  depress  the  function 
of  the  stomach  and  hydhochloric  acid  even 
added  to  the  normal  amount  is  sometimes 
beneficial.  The  observations  35,  342,  271  and 
others  show  that  adding  hydrochloric  acid 
during  the  colds  at  least,  may  prevent  the 
usual  development  of  asthma  with  the  colds. 

It  may  be  possible  that  the  faulty  diges- 
tion which  admits  of  the  development  of  sen- 
sitization phenomena  lies  within  the  duo- 
denum rather  than  in  the  stomach.  Sansum’s 
results  with  pancreatin  speak  for  this  possi- 
bility. I am  testing  certain  cases  on  pan- 
creatin tablets  coated  so  as  to  not  be  affect- 
ed by  the  stomach.  It  has  failed  in  observa- 
tion 184. 

That  mastication  of  food  is  important  is 
shown  by  observations  197,  198,  201,  202, 
and  203.  It  seems  rational  that  food  which 


is  not  finely  divided  will  not  digest  with  the 
same  readiness,  other  conditions  being  equal, 
as  one  wrhich  is  well  and  thoroughly  masti- 
cated. Hurried  eating  may  well  be  an  im- 
portant predisoosing  cause  in  the  develop- 
ment of  sensitization  phenomena.  It  is  also 
common  experience  to  find  asthmatics  with 
poor  teeth  or  inadequate  teeth  for  mastica- 
tion. 

An  important  factor  in  the  etiology  or  de- 
velopment of  sensitization  is  the  amount  and 
the  frequency  of  contact  with  certain  arti- 
cles of  food,  as  is  stroncrlv  indicated  in  ob- 
servations 4,  23,  53,  72,  212,  213,  214,  229 
and  230.  The  probable  explanation  of  this 
phenomenon  is  that  if  a person  eats  a great 
deal  of  a certain  food  the  chances  of  its  get- 
ting into  the  blood  in  an  undigested  state 
sufficiently  often  to  sensitize  a person  is 
more  likely  than  when  only  a small  amount 
is  eaten  and  especially  if  infrequently. 

My  observations  53,  56,  57,  65,  66,  67,  68, 
69,  70,  71,  72,  73,  74,  and  76  give  me  the  dis- 
tinct impression,  and  it  seems  reasonable 
that  such  would  be  the  case,  that  there  are 
primary  and  secondary  sensitizers.  The  pri- 
mary sensitizers  are  also  more  persistent 
and  enduring  than  the  secondary  sensitizers 
as  is  shown  bv  observations  57,  59,  61,  62, 
71,  72,  74,  83,  85. 

Single  sensitizations  are  rare.  In  observa- 
t'on  116  it  was  at  first  believed  we  had  a 
single  sensitization  but  this  was  soon  dis- 
piroven.  Nos.  193,  195,  222  we  may  class  as 
examples  of  single  sensitization. 

Multiple  sesit'zation  is  common  as  shown 
bv  observations  5,  9,  10,  16,  25,  30,  41,  56, 
67,  81,  84,  93,  94,  112,  125,  132,  137,  138, 
147,  175,  178,  183,  187,  203,  215,  234,  236, 
237,  240,  246,  280  and  others.  I have  repeat- 
edly found  reactions  to  foods  which  the  pa- 
tients claimed  they  have  never  eaten.  These 
observations  are  not  reported.  My  explana- 
tions is  that  the  proteins  or  their  products 
are  sufficiently  related  that  a sensitization 
to  one  is  a sensitization  to  the  other. 

There  is  one  observation,  No.  58,  which 
indicates  that  during  the  severity  of  a reac- 
tion the  primary  and  chief  offender  may 
have  a relatively  weak  reaction  when  test- 
ed upon  the  skin  and  as  the  manifestations 
of  the  sensitization  phenomena  disappear  the 
skin  test  becomes  more  positive.  I think  I 
have  seen  evidences  of  this  in  several  cases 
but  none  of  the  react’ons  were  clear  cut  with 
the  exception  of  the  one  cited.  The  explana- 
tion of  this  would  be  that  enzyme  P was 
completely  exhausted  and  hence  the  protein 
could  be  injected  and  it  would  not  be  digest- 
ed sufEciently  to  react  oh  cause  trouble. 

When  a certain  tissue  or  even  a certain 
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locality  becomes  involved  the  tendency  is  for 
that  same  area  to  remain  the  site  of  the 
trouble  unless  it  spreads  by  contiguity  from 
there.  There  is  proof  of  this  theory  or  state- 
ment in  observations  74  and  75.  Dermatitis 
is  phone  in  an  early  and  mild  stage  to  mani- 
fest itself  in  pruritis  or  pruritis  is  pA'one  to 
run  into  dermatitis;  to  substantiate  this 
there  are  observations  74,  75,  86,  and  93. 

That  the  skin  tests  are  not  always  cap- 
able of  showing  conclusively  what  the  caus- 
es of  sensitization  reactions  are  is  shown  by 
observations  1 and  2,  7,  264  and  265,  also 
by  a number  of  others. 

On  the  other  hand  some  skin  reactions 
may  be  extremely  severe.  Note  observations 
42,  43,  44,  and  45.  In  this  incident  the  skin 
react'on  promptly  became  a lvmphangitis 
and  rapidly  extended  to  the  axilla  in  a band 
at  least  two  inches  in  width.  Inside  of  thir- 
ty minutes  hives  involved  the  body  from 
the  waist  uo.  I have  not  been  able  to  explain 
why  only  above  the  waist.  In  about  twelve 
hours  severe  asthma  was  present.  This  in- 
dicates that  the  part  of  the  protein  molecule 
which  caused  the  skin  evidence  in  the  forms 
of  lymphangitis  and  hives  was  different 
from  that  which  caused  the  bronchial  reac- 
tion or  asthma.  The  twelve  hours  mav  have 
been  necessary  for  solitting  up  the  product 
to  the  stave  to  which  the  bronchial  mucosa 
was  sensitized.  It  is  a common  experience 
that  many  reactions  on  the  skin  come  onlv 
after  hours  and  then  as  inflammation  rather 
than  hives.  The  suggestion  arises  from  these 
observations  that  the  test  wVl'ch  produces  a 
reaction — hives  or  inflammation — which  en- 
dures the  longest  is  likely  to  be  of  the  great- 
est importance  unless  there  is  too  much  dif- 
ference in  the  severity.  A severe  reaction  of 
short  durat:on  is  probably  not  as  important 
as  the  moderately  severe  reaction  which  lasts 
a long  while.  I make  it  a point  to  keep  track 
of  the  reactions  and  record  them  for  the 
length  of  time  which  they  endure.  Another 
roint  suggested  by  these  various  observa- 
tions especially  in  multiple  sensitization,  is 
that  the  reaction  from  one  substance  may 
come  upon  top  of  another  reaction  and  pro- 
duce a serious  result  just  as  2,  2 and  2 make 
a half  a dozen  the  same  as  does  six. 

Complications  exist  in  asthma  and  usual- 
ly consist  of  mult’ple  sensbization  as  noted 
by  many  observations  already  d’scussed.  On 
top  cf  the  sensTbation  may  come  infection 
as  is  evidenced  markedly  in  observation  No. 
51.  It  is  important  to  treat  colds,  focal  infec- 
tions and  all  existent  pathology  but  this 
should  be  done  conservatively.  See  observa- 
tions 49,  221,  151,  152. 

Bacterial,  pollen  and  other  sensitizations 


should  be  searched  for  as  indicated  in  ob- 
servations 38,  39,  40,  254,  255,  256,  257,  258, 
259,  260,  283  and  285. 

Many  tests  may  be  made  before  a reaction 
is  found  as  shown  in  observations  38,  89,  40, 
41  and  others.  I recall  one  case  who  gave 
profoundly  negative  reactions,  until  many 
over  a hundred  tests  had  been  applied  and 
then  there  was  one  reaction  only.  As  a mat- 
ter of  fact  at  that  time  I had  applied  ail  the 
tests  I possessed  and  just  by  chance  thought 
of  pertussis.  As  this  woman  was  well  over 
sixty  it  seemed  unlikely  that  pertussis  bac- 
illi would  give  a reaction.  They  did.  Subse- 
quent results  proved  that  pertussis  bacilli 
were  the  cause  of  her  trouble;  the  vaccine 
cured  her. 

It  has  been  shown  in  certain  instances,  as 
observations  14,  15,  35.  98,  223,  224,  225, 
228,  232  and  others  that  a digestant  gives 
complete  relief  from  sensitization  and  helps 
to  make  the  diagnoses.  It  is  preferable  to 
make  the  tests,  however,  and  it  is  often  nec- 
essary as  shewn  bv  observations  5.  9,  42,  57, 
66,  68,  69,  70,  80,  81,  82,  102,  133,  178.  234, 
235,  237,  241,  247,  248,  249  and  others. 

The  treatment  of  food  sensitization  theo- 
retically is  simple  and  consists  in  eliminat- 
ing the  reacting  foods  from  the  diet.  As 
shown  by  the  observations  already  referred 
to,  however,  there  may  be  such  a group  of 
offenders,  sensitizations  may  reverse  so 
readily,  and  food  tests  mav  not  be  suffi- 
ciently positive,  that  it  is  dififcult  or  imnos- 
sible  to  decide  what  foods  to  eliminate,  as 
in  observations  96,  238,  281,  282.  and  others. 
An  extremely  rigid  diet  with  all  readers 
eliminated,  as  observations  54,  55,  59,  69,  95, 
produces  prompt  results. 

If  mv  observations  5,  31,  32,  35,  60,  62, 
73,  74,  76,  91,  117,  157  and  161,  194,  196 
are  correct,  a rerson  may  be  desensitized  to 
food  by  not  eating  that  food  for  a period  of 
time — greater  in  some  cases  than  in  o+hers. 
I have  suggestive  evidence  in  food  tests 
which  substantiate  this  conclusion, — but  I 
have  been  unfortunate  in  having  opportuni- 
ties to  recheck  reactions  as  I have  Avished. 
The  evidence  is  unmistakable  that  the  per- 
sons who  refrain  long  enough  from  the  eat- 
ing of  their  sensitizers,  in  a fair  proportion 
of  instances,  do  get  able  to  eat  those  foods 
in  small  amounts  provided  they  are  taken 
infrequently.  It  has  become  a conviction 
with  me  that  it  is  best  to  eliminate  all  re- 
aders irrespective  of  the  amount  of  their 
reactions.  Therefore,  it  is  wise  to  use  sen- 
sitive testing  methods.  As  shown  by  ob- 
servation No.  8 the  intradermal  is  preferable 
to  the  scratch  method.  Tfe  food  elimination 
method,  as  shown  by  observation  No.  11,  is 
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still  less  reliable  than  the  scratch  test  meth- 
od. As  detailed  in  a previous  paragraph,  it 
seems  that  the  eating  of  one  food  may  keep 
up  a reaction  to  a food  which  is  not  includ- 
ed in  the  diet  at  all.  I have  thought  that 
this  explained  the  reason  for  the  general  be- 
lief that  one  never  recovers  from  a sensiti- 
zation that  is  once  definite  . Foods  like 
wheat,  milk,  onions,  eggs,  pepper,  mustard, 
etc.,  are  so  generally  used  in  cooking  that 
it  is  difficult  to  escape  getting  small  amounts 
without  the  most  careful  efforts  on  the  part 
of  all  concerned  in  the  preparation  of  foods. 
Since  using  the  digestants  in  the  treatment 
of  food  sensitizations,  I have  considered  it 
unnecessary  to  be  as  strict  about  eliminat- 
ing all  reacting  foods  as  before.  Whether 
this  will  prove  to  be  correct  or  not  remains 
to  be  seen. 

After  desensitization  to  a food  results,  it 
should  be  the  rule  at  least  for  a long  time 
to  eat  the  reacters  sparingly  and  infrequent- 
ly as  in  observation  No.  34.  To  avoid  new 
sensitizations  it  is  well  to  use  a varied  diet 
as  in  observations  77  and  231. 

My  ideas  about  using  aids  to  digestion 
go  back  several  years . They  were  not 
crystallized  into  practical  benefit  until  some- 
thing over  a year  ago  when  I contacted  the 
man  upon  whom  observations  222,  223,  224, 
225,  and  226  were  made.  Since  that  time  I 
have  used  the  acid,  pepsin  and  calcium  mix- 
ture in  a large  number  of  cases  and  with  a 
strikingly  large  number  greatly  benefited. 
The  use  has  been  in  a part  of  the  cases 
without  consideration  as  to  the  amount  of 
acid  the  patient  had  in  his  stomach  Note 
observations  269,  270,  271,  272,  and  273, 
where  the  results  were  good  even  where  gas- 
tric analysis  showed  normal  acidity. 

I wish  to  give  credit  to  Dr.  Eyermann  for 
priority  in  testing  for  the  amount  of  acid  in 
the  patients’  stomachs.  I have  now  run  the 
fractional  tests  for  gastric  acidity  on  a con- 
siderable number  of  cases  with  one  or  an- 
other type  of  sensitization  process  and  have 
found  that  there  is  a distinct  tendency  for 
sensitization  cases  to  have  low  gastric  acid- 
ity and  in  a few  cases  a near  achlorhydria 
(see  gastric  analyses  table).  In  children  and 
in  the  aged  it  is  not  feasible  to  make  gastric 
analyses  and  I have  not  hesitated  to  give 
them  the  mixture,  which  I use,  on  an  empiri- 
cal bases. 

I do  not  know  whether  the  giving  of  the 
pepsin  adds  to  the  efficacy  of  the  acid  or 
not.  Neither  do  I know  whether  there  is  vir- 
tue in  the  calcium  which  I have  generally 
used.  It  has  seemed  that  calcium  iodide 
works  better  than  calcium  chloride.  In  some 
cases  I have  used  the  acid  by  itself,  perhaps 


with  as  satisfactory  results  as  where  the 
whole  mixture  was  used. 

I make  it  a point  to  treat  whatever  is 
found  to  be  pathologic  about  every  patient, 
if  it  is  at  all  expedient  and  not  definitely 
inadvisable.  Focal  infections  may  well  be  the 
cause  of  food  sensitizations,  if  my  views  are 
correct,  and  hence  should  not  go  untreated. 
It  is  advisable  to  undertake  operative  pro- 
cedures conservatively  and  only  after  the 
patient  has  made  all  the  progress  which  can 
be  reasonably  expected  under  the  treatment 
up  to  that  point. 

Regarding  the  diet  for  sensitization  cases, 
I advise  the  most  general  and  varied  diet 
possible.  No  food  is  to  be  eaten  regularly, 
one  meal  after  another,  where  it  is  pos- 
sibe  to  do  differently.  No  food  is  ever  to 
be  taken  alone  and  in  large  quantities  un- 
less for  some  definite  reason.  For  breads, 
for  example,  one  may  have  wheat,  rye,  corn, 
lima  bean  flour,  buckwheat,  etc.  It  is  easy 
also  to  vary  the  fruits  and  vegetables  and 
meats.  Milk,  cream  and  butter  are  not  so 
easy  for  which  to  get  substitutes. 

If  bacterial  sensitizations  exist,  and  they 
do  in  some  cases,  they  should  be  treated 
along  with  the  treatment  of  food  sensitiza- 
tions. 

The  heart,  especially  in  asthma,  should 
have  careful  and  frequent  examinations  and 
digitalis  in  sufficient  dosage  when  indicated. 
The  heart  is  prone  to  be  dilated  in  asthma 
so  well  as  in  other  chronic  conditions. 

Whenever  the  result  is  far  more  serious 
than  the  discoverable  causes  seem  to  war- 
rant, or  the  finding  is  difficult  to  account 
for,  as  in  observation  No.  165,  it  is  wise 
to  suspect  sensitization  phenomena. 
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DR.  WALTER  P.  SHERRILL,  formerly  of  San 
Diego,  Calif.,  has  moved  to  Phoenix,  with  offices 
in  the  Luhrs  Building.  He  will  specialize  in  pedi- 
atrics. Dr.  Sherrill  is  graduate  of  Cornell  Uni- 
versity, class  of  1925. 

DR.  LEWIS  H.  HOWARD,  graduate  of  Univer- 
sity of  Maryland  in  1916,  has  moved  to  Tucson 
from  West  Virginia. 

DR.  EDWARD  M.  HAYDEN,  formerly  of  Wis- 
consin, has  moved  to  Tucson,  where  he  will  be  as- 
sociated with  the  Desert  Sanatorium.  ITe  is  a 
graduate  of  the  University  of  Minnesota,  class  of 
1925. 

DR.  LOREN  C.  BARLOW,  formerly  of  St.  Louis, 
graduate  of  Washington  University,  has  located  in 
Phoenix,  with  offices  in  the  Goodrich  Building.  His 
field  of  work  is  general  surgery. 

DR.  JOHN  C.  MAUDLIN,  formerly  in  the  U.  S. 
Indian  Service  at  Komatke,  Ariz.,  has  moved  to 
Pbxrnix,  where  he  will  engage  in  general  prac- 
tice . His  office  is  at  Third  Ave.  and  Roosevelt  St. 

DR.  PALMER  DYSART,  son  of  Dr.  Louis  Dy- 
sart  of  Phoenix,  has  accepted  the  position  as  resi- 
dent physician  at  St.  Joseph’s  Hospital,  Phoenix 
for  a year,  following  which  he  will  be  associated 
with  his  father  in  practice  in  Phoenix. 
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CARCINOMA  OF  THE  BREAST 
(PATHLOOGY) 

WILLIS  W.  WAITE,  M.  D. 

El  Paso,  Texas 

(Read  before  the  El  Paso  County  Medical  Soci- 
ety, March  25,  1929.) 

There  i?  very  little  a pathologist  can  say 
about  carcinoma  of  the  breast  other  than 
what  can  be  found  in  the  text-books. 

First,  we  might  ask  why  there  are  so 
many  carcinomas  in  an  organ  so  easily  ac- 
cessible. For  this  there  is  no  apparent  rea- 
son. The  breast  originates  from  the  germ 
layer  and  is  comparable  to  the  skin  glands, 
but  is  more  highly  specialized  and  has  a 
more  important  function  to  perform.  When 
we  consider  that  it  develops  rapidly  at 
puberty,  undergoes  more  or  less  change 
every  menstrual  period,  markedly  hypertro- 
phies during  gestation  and  lactation,  again 
atrophies  or  involutes  following  the  meno- 
pause, and,  besides,  is  subject  to  injury  and 
inflammations  of  many  kinds,  it  is  not  so 
surprising  that  carcinoma  may  result. 

The  changes  that  may  be  forerunners  of 
carcinoma  are  chronic  cystic  mastitis  and 
fibromas  and  fibroadenomas.  In  the  cystic 
mastitis,  there  may  be  one  or  several  no- 
dules or  cysts.  When  the  cyst  is  solitary, 
of  some  size  and  buried  in  fat,  it  is  difficult 
to  distinguish  from  carcinoma.  These  cysts 
often  present  a blue  appearance  when  exam- 
ined by  incision  and  are  known  as  blue  dome 
cysts. 

Authors  are  not  agreed  as  to  the  proper 
treatment  for  this  condition.  If  only  one 
cyst  is  removed,  others  are  likely  to  develop 
later  and  the  possibility  of  carcinoma  being 
associated  with  a bunch  of  cysts  cannot  be 
excluded.  In  such  a case  I believe  it  best  to 
remove  all  the  breast  tissue  and  examine  it 
carefully  at  the  time  of  operation.  If  any 
nodules  of  cancer  are  found,  the  complete 
operation  should  then  be  done.  In  one  such 
case  where  the  largest  mass  of  cysts  was  re- 
moved, nothing  malignant  was  found,  but 
when  the  rest  of  the  breast  was  (removed, 
there  were  other  small  cysts  and  one  nodule 
about  the  size  of  a small  pea  which  was 
cancer.  The  complete  operation  was  immedi- 
ately performed  and  a perfect  result  ob- 
tained. Had  the  cancer  nodule  been  left  un- 
til the  patient  was  aware  of  its  presence,  a 
cure  could  hardly  have  been  expected. 

As  to  the  adenomas,  fibro-adenomas,  etc., 
there  are  several  different  types  and  they 
may  be  solitary  or  multiple.  These  seldom 
show  dimpling,  retraction  of  the  nipple,  or 
fat  atrophy,  and  seldom  give  pain.  All  such 


tumors  should  be  removed  and  examined  at 
the  time  of  removal.  Grossly,  these  tumors 
are  quite  characteristic  and  it  is  very  seldom 
that  a microscopic  examination  need  be 
made  in  order  to  make  a diagnosis,  so  there 
need  be  no  delay  at  the  operation. 

In  dealing  with  all  breast  tumors,  it  would 
be  a good  plan  to  be  prepared  for  the  worst 
and  expect  to  find  the  best.  If  one  is  not 
prepared  to  go  ahead  immediately,  follow- 
ing a removal  of  a breast  tumor  which 
proves  to  be  malignant,  he  is  in  a serious 
condition,  jeopardizing  the  life  of  his  patient 
unnecessarily. 

As  to  the  diagnosis  of  breast  tumors,  no 
one  can  diagnose  the  borderline  cases  with- 
out removal,  and  it  is  in  this  group  that  cor- 
rect diagnoses  will  be  of  value.  Therefore, 
there  is  only  one  thing  to  do  when  a breast 
tumor  is  found  in  a woman  past  twenty-five 
and  that  is  to  take  it  out  as  soon  as  arrange- 
ments can  be  made  to  do  so.  The  tumor 
should  not  only  be  taken  out;  if  the  surgeon 
is  not  well  grounded  in  pathology,  he  should 
have  available  some  one  who  is,  to  examine 
it  immediately,  and  be  prepared  to  go  ahead 
with  the  complete  operation  at  once  if  the 
case  proves  malignant.  In  following  f his 
method  lies  our  only  hone  of  reducing  the 
mortality  of  cancer  of  the  breast.  Every 
physician,  when  he  examines  a woman  for 
any  cause,  ought  to  go  over  the  breasts  as 
to  what  should  be  done  and  this  advice 
should  not  be,  “Oh  don’t  worry,  it  is  prob- 
ably nothing  important;  let’s  wait  and  see, 
maybe  it  will  clear  up  of  itself,”  etc.,  etc. 
Such  advise  is  worse  than  useless,  as  it 
robs  the  patient  of  her  only  chance  of  a cure. 

There  is  no  use  expecting  cures  in  those 
cases  that  anyone  can  diagnose  at  first  sight 
as  malignant.  The  diagnosis  is  difficult,  the 
treatment  is  easy,  and  where  the  diagnosis 
is  easy,  there  is  practically  no  cure.  There 
are  certain  fulminating  cases  in  rather 
young  people  that  no  one  sees  early  enough 
to  reach.  However,  we  ought  ever  to  be  on 
the  alert  and  watch  for  early  changes  in 
every  breast . This,  I think,  is  the  most  im- 
portant message  the  pathologist  has  to  bring 
and  the  only  one  that  offers  any  hope.  Find 
all  tumors  of  the  breast  early,  get  them  out 
as  soon  as  possible,  in  most  cases  before 
they  are  malignant,  and  thereby  effect  a 
cure. 
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The  female  breast  being  one  of  the  three 
lymphatic  centers  of  the  surface  of  the  body 
— the  others  being  the  axilla  and  groin — 
makes  dissemination  of  cancer  from  this  or- 
gan the  most  frequent  of  any  location  in  the 
body.  Upon  this  primary  anatomical  fact  is 
based  the  surgery  applicable  to  the  disease. 

That  cancer  may  be  transmitted  through 
the  blood  has  been  conclusively  proved,  but 
that  is  not  its  usual  highway  of  travel. 

Twenty-five  years  ago  ChaHes  Mayo  em- 
phasized the  fact  that  “the  lymphatics 
reach  the  height  of  their  activity  in  ado- 
lescence and.  like  the  tonsils,  the  spleen,  and 
other  lymphoid  structures,  slowly  retrogress, 
thus  explaining  the  relative  curability, 
decade  by  decade,  of  carcinoma  in  the  aged, 
as  contrasted  with  the  rapid  growth  of  mal- 
ignant disease  in  the  young.”  Also,  the 
lymphatics  of  the  breast  are  much  more 
active  during  pregnancy  and  lactation ; hence 
the  greatly  increased  malignancy  of  cancer 
during  that  period. 

A study  of  the  anatomy  of  the  lymphatics 
of  the  breast  and  their  drainage  areas,  ex- 
plains to  a fair  degree  the  rather  definite 
areas  of  metastases  and  their  sequence. 

There  has  been  considerable  written  to 
show  that  cancer  originating  in  certain  quad- 
rants of  the  breast  would  metastasize  to  cer- 
tain definite  areas.  The  breast,  however, 
has  such  a network  of  lymphatics  that  this 
rule  does  not  have  a great  deal  of  practical 
application. 

The  first  to  become  involved  are  the  mid- 
axillary  glands,  then  those  along  the  axillary 
veins,  then  the  subclavian  and  the  supra- 
clavicular. 

If  the  two  upper  quadrants  of  the  breast 
are  involved,  and  the  skin  is  involved,  the 
glands  above  the  clavicle  are  almost  certain 
to  be  involved,  as  the  skin  lymphatics  pass 
in  front  of  the  clavicle  directly  to  the  glands. 

Ewing  states  that  “the  position  of  the  tu- 
mor is  often  of  importance;  that  the  most 
favorable  position  is  at  the  nipple.” 

One  of  the  earliest  cases  of  inoperable  ax- 
illary metastasis  that  we  have  ever  seen, 
was  a cancer  at  the  very  lowest  margin  of 
the  breast  at  the  mammary  fold.  The  entire 
groups  of  sub-clavian  and  axillary  glands 
had  progressed  to  such  an  extent  that  the 
axillary  vein  was  already  involved,  and  re- 
moval was  impossible  in  four  months,  with 
primary  tumor  size  of  a filbert. 

The  metastasis  towards  the  axilla  has  at- 
tracted so  much  attention  during  the  devel- 


opment of  surgery  of  cancer  of  the  breast, 
that  the  very  important  and  fatal  drainage 
areas  through  the  chest  wall,  accompanying 
the  blood  vessels  into  the  mediastinum,  sub- 
cutaneously into  the  opposite  breast  and  ax- 
illa, and  downwai'ds  through  the  upper  ab- 
dominal wall  into  the  round  ligament  of  the 
liver  and  abdominal  organs,  have  been  ne- 
glected or  overlooked.  This  anatomical  fact 
simply  means  that  it  is  absolutely  important 
to  take  all  the  subcutaneous  tissue  and  fat, 
well  over  to  the  mid-line,  extending  the  inci- 
sion to  the  xiphoid  cartilage,  likewise  re- 
moving all  the  subcutaneous  fat  and  fibrous 
tissue. 

It  would  appear  that  the  limits  of  the  op- 
erative field  in  cancer  of  the  breast  have 
been  reached.  There  is  general  agreement 
as  to  the  field  just  outlined,  but  there  is  no 
general  agreement  as  to  the  attaak  on  the 
supra-clavicular  triangle  as  a routine  pro- 
cedure. It  adds  considerable  difficulty  to  the 
operation.  There  is  an  area  between  the  in- 
fra-clavicular  and  supra-clavicular  spaces 
that  is  covered  by  the  clavicle,  sub-clavian 
vessels,  and  brachial  plexus,  which  makes 
thorough  removal  very  difficult.  On  the 
other  hand,  almost  all  surgeons  are  agreed 
that  if  the  supra-clavicular  glands  are  al- 
ready involved,  the  case  should  be  looked  up- 
on as  inoperable.  Thus,  we  see  the  great  im- 
portance of  the  lymphatics  of  the  breast, 
and  the  drainage  areas,  in  surgery  of  the 
cancerous  breast. 

Ewing  states:  “From  clinical  and  patho- 
logical studies,  I have  drawn  the  impression 
that,  in  dealing  with  mammary  cancer,  sur- 
gery meets  with  more  peculiar  difficulties 
and  uncertainties  than  with  almost  any  oth- 
er form  of  the  disease.  The  anatomical  types 
of  the  disease  are  so  numerous,  the  varia- 
tions in  clinical  courses  so  wide,  the  paths 
of  dissemination  so  free  and  diverse,  the 
difficulties  of  determining  the  actual  condi- 
tions so  complex,  and  the  sacrifice  of  tissue 
so  great  as  to  render  impossible,  in  the  ma- 
jority of  cases,  a reasonably  accurate  ad- 
justment of  means  to  ends.  The  scope  of 
the  operative  field  having  apparently  reach- 
ed the  limit,  the  chief  hope  for  reduction  in 
the  mortality  from  mammary  carcinoma  lies 
in  its  prevention  and  earlier  diagnosis.” 

So  long  as  the  operative  field  has  reach- 
ed its  limit,  and  earlier  operation  upon  all 
breast  tumors  is  at  present  the  only  hope  of 
decreasing  the  mortality  from  cancer  of  the 
breast,  it  becomes  necessary  to  emphasize 
again  and  again  the  importance  of  learning 
all  there  is  to  be  known  about  every  lump  in 
every  breast  at  every  age,  with  absolutely 
no  exceptions. 
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It  is  still  disheartening  to  have  women 
come  with  lumps  in  their  breasts  which  they 
themselves  have  been  aware  of  for  months, 
and,  in  many  cases,  the  doctor  has  been 
watching  for  developing  symptoms  of  can- 
cer, which,  when  developed,  have  left  prac- 
tically no  chance  of  cure  for  the  patient. 
One  other  suggestion  along  this  line  would 
be  to  include,  as  a matter  of  routine,  the 
breasts  of  all  women  during  a general  exam- 
ination. 

There  has  been  considerable  discussion 
about  the  advisability  of  doing  biopsy  on  the 
breast.  As  a general  rule,  no  tumor  of  the 
breast  should  ever  be  cut  into  to  secure  lab- 
oratory material.  All  tumors  should  be  re- 
moved, but  not  cut  into.  If  the  tumor  is  of 
very  considerable  size  and  there  is  still 
doubt  as  to  its  being  cancerous,  then  it  is 
permissible  to  remove  a section  with  the 
cautery,  going  ahead  immediately  with  the 
operation  upon  receipt  of  the  report  from 
the  pathologist. 

As  there  is  no  age  at  which  cancer  may 
not  develop  in  the  breast,  all  definitely  de- 
fined lumps  in  the  breast  should  be  com- 
pletely removed  for  laboratory  diagnosis. 
One  should  be  very  certain  that  the  tumor 
is  cancerous  before  the  radical  operation  is 
done. 

The  uncertainty  of  the  ultimate  results 
of  surgery  is  shown  in  the  fact  that  the 
same  surgeon  may  do  the  same  radical  oper- 
ation in  apparently  the  same  kind  of  case, 
in  the  same  location,  and  one  case  bring 
about  a cure,  and  another  do  absolutely  no 
good. 

Advanced  cases  of  carcinoma  of  the  breast 
very  often  have  their  lives  shortened  by  the 
radical  operation.  I think  this  is  generally 
agreed. 

Cancer  of  the  breast  during  pregnancy 
usually  runs  a very  rapid  course.  One  rea- 
son why  it  would  appear  wohse  is  because  it 
is  in  the  younger  women.  Inflammatory 
forms  of  cancer,  where  the  symptoms  are 
ushered  in  by  fever,  redness,  and  acute  in- 
flammation, run  a very  rapid  and  fatal 
course,  and  should  not  be  operated  upon. 

When  the  axillary  glands  are  fixed,  when 
there  are  supra-clavicular  glands,  when  the 
breast  is  fixed  to  the  chest  wall,  when  there 
are  metastases  into  the  abdominal  viscera, 
chest,  bones,  or  spinal  column,  radical  opera- 
tion is  absolutely  contra-indicated. 

We  shall  not  undertake  to  describe  the 
various  operative  technics  which  may  be 
found  in  any  book  on  surgery. 

We  are  decidedly  in  favor  of  the  incision 
that  permits  a complete  dissection  of  the  ax- 
illary, sub-scapular  and  sub-clavicular  spaces 


before  any  attack  is  made  on  the  breast  or 
before  the  breast  incision  is  made. 

For  that  purpose  we  much  prefer  the  Hal- 
sted  or  Jackson  incision;  more  recently,  we 
have  used  the  Halsted  altogether. 

It  is  extremely  important  that  the  dissec- 
tion be  made  without  excessive  pulling  or 
trauma,  as  many  believe  that  cancerous  cells 
may  be  forced  into  the  circulation. 

The  branches  coming  off  of  the  axillary 
vessels  should  be  thoroughly  cleaned  before 
they  are  clamped  and  tied,  leaving  no  fat  or 
areolar  tissue  in  the  knot. 

The  dissection  should  be  made  as  com- 
pletely as  possible  with  a knife  or  cautery 
and  not  by  dull  dissection.  As  the  dissection 
progresses,  the  incision  is  gradually  extend- 
ed to  include  the  breast.  We  have  often 
found  glands  far  around  toward  the  back, 
under  the  sub-scapular  muscle. 

The  late  Dr.  J.  B.  Murphy  taught  that  it 
was  not  necessary  to  remove  the  pectoral 
muscles,  as  he  had  never  seen  a recurrence 
in  them.  However,  it  is  necessary  to  resect 
both  major  and  minor  pectoral  muscles  close 
to  the  humerus  and  clavicle,  to  properly  ex- 
pose the  axillary  space.  Because  of  the  fact 
that  the  lymphatic  vessels  penetrate  these 
muscles  to  reach  the  deep  glands,  and  be- 
cause of  the  fact  that  their  fascia  carries 
lymphatics,  and  lastly,  because  of  the  fact 
that  their  loss  does  not  cause  a great  deal 
of  crippling  of  the  arm,  we  feel  it  is  safer 
to  remove  them  as  a routine  in  all  cancers. 

After  the  muscles  are  resected,  the  axil- 
lary and  sub-clavicular  spaces  thoroughly 
exposed  and  dissected  and  the  sub-scapular 
space  cleared,  we  then  complete  the  breast 
incision  and  take  everything  right  down  to 
the  chest  wall,  with  all  the  fat,  well  over  to 
the  mid-line  and  well  down  to  the  xiphoid 
cartilage,  the  entire  removal  being  en  masse. 

In  this  technic,  we  think  there  is  consid- 
erably less  hemorrhage  and  the  shock  is  re- 
duced, because  the  large  denuded  area  is  not 
exposed  until  we  are  practically  ready  to  su- 
ture the  skin. 

We  have  never  felt  quite  competent  to 
make  a thorough  dissection  of  these  spaces 
in  close  proximity  to  the  large  vessels  and 
nerves,  with  the  cautery.  In  the  hands  of 
those  who  are  thoroughly  familiar  with  its 
use  and  are  unafraid,  it  is  probably  very 
commendable. 

If  the  skin  is  involved,  it  adds  greatly  to 
the  prospective  mortality  and  a very  large 
area  should  be  taken  at  an  operation,  regard- 
less of  whether  there  is  enough  left  for  ap- 
proximation. In  the  average  case,  where 
the  skin  is  not  yet  involved,  quite  sufficient- 
may  be  preserved  for  a complete  closure, 
without  expectation  of  local  return. 
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Repeatedly  we  have  seen  carcinomas  of 
the  breast  decrease  in  size,  open  ulcers  heal 
and  metastases  shrink,  with,  in  each  in- 
stance, a decrease  in  pain  .accompanied  by 
improvement  in  the  patient’s  condition — all 
as  the  direct  result  of  radiation  (and  by 
radiation  is  meant  x-ray  and  radium).  There- 
fore, we  cannot  but  feel  that  radiation  has 
a definite,  established  place  in  the  treatment 
of  breast  carcinomas,  and  believe  that  this 
agent  has,  and  will  assume,  a vastly  more 
important  role  in  the  future  than  it  has 
heretofore  been  accbrded.  It  is,  therefore, 
the  purpose  of  this  paper  to  emphasize  the 
value  of  this  method  of  treatment. 

In  support  of  radiation  therapy,  we  should 
like  to  quote  from  several  well  known  men. 

John  G.  Clark,  of  Philadelphia,  who,  we 
all  know,  is  an  authority,  on  this  subject, 
has  made  the  statement  that  “to  discard  or 
fail  to  use  radiation  as  an  adjunct  to  surgi- 
cal measures,  in  the  face  of  the  available 
statistics,  should  lay  the  operator  open  to  a 
charge  of  criminal  negligence.”  This  lan- 
guage may  seem  a little  strong,  but  a review 
of  the  literature  will  show  that  it  is  well 
founded  on  statistics. 

Dr.  Burton  J.  Lee‘,  who  was  recently  here 
and  addressed  this  Society,  established  a 
“breast  service”  in  1919,  at  the  Memorial 
Hospital,  New  York,  to  concentrate  under 
a single  head  the  work  in  this  field  for  the 
study  and  treatment  of  malignant  tumors  in 
their  many  and  varied  phases.  He  states  in 
this  connection:  “All  in  all  the  outlook  in 
the  treatment  of  carcinomata  of  the  breast 
by  radiation  is  a most  encouraging  one.  We 
feel  that  in  no  case  of  mammary  cancer 
treated  by  surgery  can  the  proper  use  of 
x-ray  radiation  be  discarded.  Radiation 
properly  administered  is  the  most  effective 
aid  in  the  case  of  a carcinoma  of  the  breast 
surgically  treated;  and  in  every  surgical 
clinic,  a preoperative  and  postoperative  cycle 
is  to  be  employed  if  best  results  are  to  be 
obtained.  We  know  that  surgery  has  some- 
thing very  definite  to  offer  for  the  relief  of 
carcinoma  of  the  breast,  but  we  also  feel 
that  a careful  follow-up  of  these  cases  in 
the  surgical  field  may  reveal  a much  poorer 
percentage  of  five-year  cures  than  is  gen- 
ei'ally  believed.  Our  own  conviction  is  that, 
of  100  cases  treated  surgically,  fifteen  to 
twenty-five  per  cent  may  be  expected  to  be 
alive  at  the  end  of  five  years.” 


The  statements  of  Dr.  Lee  ate  well  borne 
out  by  figures  compiled  by  Dr.  U.  V.  Port- 
manir  of  the  Cleveland  Clinic,  Cleveland, 
Ohio,  who  states  that,  while  it  is  generally 
accepted  as  a fact  that  the  average  natural 
duration  of  cancer  of  the  breast  is  thirty- 
four  months,  and  the  records  of  numerous 
clinics  would  seem  to  indicate  that  about  the 
same  number  of  first  year  recurrences  fol- 
low surgery  and  x-ray,  as  where  surgery 
alone  is  employed,  yet,  when  we  take  a long 
range  view,  it  is  observed  that  the  combina- 
tion of  surgery  and  radiation  gives  about 
five  and  one-half  per  cent  more  patients 
who  survive  the  five-year  period.  Not  a very 
large  per  cent — but  I judge  we  would  con- 
sider it  quite  important  if  one  of  our  own 
was  included  in  the  five  saved  by  radiation. 
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Dr.  D.  T.  Quigley,  of  Omaha,  states  that 
by  preradiating  they  have  cut  down  their 
first  year  recurrences  in  the  non-encapsulat- 
ed  breast  cancers  from  seventy-five  to  twen- 
ty-five per  cent.  Emil  Beck,  of  Chicago,  who 
uses  preoperative  radiation  and  leaves  the 
wound  open  for  post-operative  radiation, 
claims  eighty  per  cent  living  after  five  years, 
whereas  the  general  average  for  clinics  all 
over  the  world  is  but  thirty-three  per  cent. 

And  further,  as  to  the  value  of  radiation, 
I desire  to  quote  from  the  1928  Report  of 
the  Section  of  Radiology,  Mayo  Clinic4,  as 
follows : 

“Dr.  A.  U.  Desjardins:  Radiotherapy  is 
slowly  emerging  from  the  experimental  stage 
as  greater  experience  with  this  method  of 
treatment  increases  knowledge  of  its  possi- 
bilities and  limitations.  The  two  factors 
which  are  most  hampering  to  improvement 
are,  on  the  one  hand,  the  over-enthusiasm 
of  certain  radiologists  who  exaggerate  the 
possibilities,  and,  on  the  other  hand,  the  ig- 
norance and  prejudice  of  many  physicians, 
often  the  very  leaders  of  the  profession,  who 
exaggerate  the  limitations  of  the  method. 
Both  of  these  hampering  factors  are  the 
result  of  ignorance.  However,  as  time  pass- 
es, this  ignorance  on  both  sides  is  diminish- 
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ing,  and  radiotherapy  is  gradually  finding 
its  proper  level.  For  the  reasons  set  forth 
in  the  preceding  paragraph,  the  Clinic  would 
not  be  justified,  on  scientific  grounds,  in 
deciding  arbitrarily  to  give  postoperatively 
in  malignant  conditions  only  one  course  of 
treatment.  To  assume  such  an  arbitrary  at- 
titude would  immediately  set  us  at  variance 
with  the  scientific  work  of  the  best  institu- 
tions. In  connection  with  carcinoma  of  the 
breast,  we  have  been  working  for  some  lime 
on  the  following  basis : a single  course  of 
postoperative  treatment  is  given  in  those 
cases  in  which  pathologic  involvement  of 
lymph  nodes  was  not  found  at  the  time  of 
operation,  and  three  courses  of  treatment 
at  intervals  of  three  or  four  weeks,  in  those 
in  which  pathologic  involvement  of  lymph 
nodes  was  present  at  the  time  of  operation. 
We  have  been  willing  to  try  out  this  scheme 
to  see  what  the  results  will  be  in  comparison 
with  those  obtained  by  institufions  and  high- 
grade  individual  workers  who  are  giving 
from  three  to  twelve  postoperative  courses 
of  treatment  after  radical  amputation  of  the 
breast  for  carcinoma.  If  postoperative  radi- 
otherapy is  to  be  used  at  all,  it  seems  to  me 
that  it  should  be  used  in  the  manner  best 
calculated  to  yield  maximal  effect.” 

That  postoperative  radiation  is  of  value 
seems  pretty  generally  accepted.  Until  such 
time,  however,  as  more  statistics  have  been 
compiled  and  checked,  we  shall  feel  that  the 
radiologist  has  no  quarrel  with  the  surgeon 
who  operates  and  then  sends  the  patient  for 
postoperative  radiation.  However,  we  cannot 
but  express  our  own  conviction  that  the  pa- 
tient who  receives  radium  and  x-ray  treat- 
ment two  weeks  before  undergoing  a breast 
amputation  has  a better  long  range  prospect 
than  she  would  have  without  the  radiation. 

Breast  malignancies,  as  they  present 
themselves,  to  the  radiologist,  naturally  di- 
vide themselves  into  four  classes: 

a.  Operable, 

b.  Inoperable 

c.  Postoperative, 

d.  Postoperative  recurrences. 

In  our  classification  we  have  followed  that 
set  forth  by  Dr.  Lee,  and  would  class  as  op- 
erable a tumor  of  the  breast  when : 

1.  It  is  freely  moveable  over  the  chest 
wall ; 

2.  There  js  no  glandular  involvement  oth- 
er than  the  axilla  on  the  affected  side; 

3.  There  are  no  other  demonstrable  le- 
sions. 

As  inoperable  would  be  classed  a breast 
tumor  in  which  any  one  or  more  of  the  fol- 
lowing factors  were  found : 


1.  Fixation  of  the  breast  tumor  itself  to 
the  chest  wall ; 

2.  Involvement  of  the  supraclavicular 
nodes ; 

3.  Definite  involvement  of  the  opposite 
axillary  nodes; 

4.  Diffuse  subcutaneous  nodules; 

5.  Diffuse  inflammatory  carcinoma,  in- 
volving a considerable  skin  area; 

6.  Chest  metastasis,  pleural  or  mediasti- 
nal ; 

7.  More  remote  metastasis. 

The  two  other  conditions,  postoperative 
radiation  and  postoperative  recurrences, 
need  no  amplification. 

When  and  how  to  radiate,  is  the  next  vi- 
tal question.  In  considering  a breast  carci- 
noma from  a radiological  point  of  view,  it  is 
necessary  to  bear  in  mind  the  lymphatics 
of  the  breast.  Anatomists  tell  us  there  are 
five  lymphatic  systems  in  the  breast. 

These  five  systems  all  anastomose  freely. 
The  largest  amount  of  lymph,  under  normal 
conditions,  is  returned  to  the  body  by  way 
of  the  axilla.  When  a carcinoma  is  forming 
in  the  breast,  it  is  surrounded  by  an  in- 
creased zone  of  lymph,  as  a result  of  the 
localized  mastitis.  This  lymph  may  or  may 
not  contain  cancer  cells.  As  this  inflamma- 
tory lymph  reaches  the  axillary  glands,  they 
become  enlarged  and,  in  most  instances,  the 
enlargement  may  be  such  as  to  cause  a com- 
plete obsruction  of  lymph  channel.  This 
backing  up  of  the  lymph  stream  causes  the 
collateral  circulatioin  to  open  up  new  chan- 
nels. Hence,  the  setting  up  of  metastasis  in 
locations  not  usually  considered  drainage 
areas  of  the  breast.  Metastasis  may  take 
place  upward  into  the  glands  of  the  supra 
and  infraclavicular  spaces,  into  the  thorax 
and  thus  into  the  mediastinum  and  lung 
branches ; through  the  thorax  and  communi- 
cating with  the  other  breast;  also  through 
the  skin  lymphatics  across  the  sternum  and 
into  the  opposite  axilla. 

Thus  we  see  that,  in  radiating  a breast 
for  malignancy,  it  is  necessary  to  extend 
the  radiation  area  far  beyond  the  confines 
of  the  breast  and  the  areas  accessible  to 
the  surgeon.  It  is  known  that  blood  has  a 
certain  destructive  power  on  epithelial  cells 
and  it  is  probably  because  of  this  resistance 
that  fewer  metastases  spring  up  from  ma- 
terial carried  in  the  blood  than  in  the  lymph 
streams.  It  is  thought  that  this  resistance 
in  late  stages  and  when  patients  become 
cachectic,  has  broken  down;  for  that  reason 
during  the  late  stages  of  the  disease  numer- 
ous metastases  take  place  in  remote  parts 
of  the  body.  It  therefore  becomes  essential 
that  the  patient’s  general  health  should  re- 
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ceive  consideration,  first,  last  and  all  the 
time,  if  she  is  to  overcome  or  limit  the 
spread  of  her  disease.  Any  treatment  that 
has  a tendency  to  unduly  lower  resistance, 
or  affect  the  general  well-being  of  the  pa- 
tient is  contraindicated.  This  applies  to  the 
application  of  radiation  as  well  as  other 
agents,  and  I might  add  that  we  do  not  hesi- 
tate to  use  any  treatment  we  believe  bene- 
ficial to  the  general  health. 

In  mapping  out  areas  for  chest  radiation, 
we  are  accustomed  to  use  five  ports  of  en- 
try. The  most  important  area  is  that  of  the 
upper  axilla  and  supraclavicular  area.  Here 
it  is  advisable  to  use  the  higher  voltage  x 
ray,  180  k.  v.  50  cm.  distance  filtered  through 
1 4 mm.  copper  and  1 mm.  aluminum,  push- 
ing the  treatment  to  the  maximum  of  skin 
tolerance,  then  dropping  down  over  the 
breast  areas,  using  less  penetrating  rays  be- 
cause of  the  possibility  of  damaging  the 
pleura  and  lung.  The  lateral  chest  walls  and 
axillary  spaces  receive  an  erythema  dose  of 
140  k.v.  through  4 mm.  of  aluminum  at  38 
cm.  distance.  We  are  also  in  the  habh  of 
placing  radium  packs  over  the  sternoaxil- 
lary  margin  and  supraclavicular  region  on 
the  affected  side.  If  we  are  privileged  to 
see  a case  before  it  is  operated  upon,  we  ad- 
vise preoperative  radiation  as  we  believe  it 
is  possible  to  sterilize  the  lymph  zones  and 
render  dormant  the  cancerous  growth.  If  a 
patient  has  been  operated  upon,  then  radia- 
tion should  be  given  two  to  three  weeks  af- 
ter operation,  and  repeated  at  least  twice  at 
intervals  of  four  to  six  weeks.  In  a case 
where  the  malignancy  has  extended  beyond 
the  breast,  three  or  four  series  are  advis- 
able. 

For  the  inoperable  cases,  radiation  offers 
some  palliation,  but  over-radiation  must  be 
guarded  against;  especially  is  this  true  in 
the  application  of  buried  radium  when  it  is 
placed  near  important  nerve  trunks,  as  in 
the  axilla  or  neck. 

As  to  surgery  in  the  inoperable  cases : 

Dr.  A.  C.  Scott,  of  Temple,  Texas,  now 
takes  the  position  that  surgeons  have  made 
a bad  reputation  for  themselves  by  operat- 
ing upon  utterly  hopeless  cases,  and  that 
every  effort  should  be  made,  before  operat- 
ing, to  find  if  metastases  have  taken  place. 
If  metastases  are  present,  then  operation 
should  be  performed  only  for  relief  of  pain 
or  a foul  sloughing  wound.  If  this  position 
is  taken  generally  by  surgeons,  it  will,  in 
our  opinion,  cause  an  awakening  of  the  pub- 
lic conscience  that  will  result  in  earlier  cas- 
es coming  to  operation  and  a consequent 
lowering  of  the  mortality  rate. 

For  the  postoperative  recurrences,  if 


they  are  freely  moveable,  surgical  removal 
preceded  by  radiation  or  at  least  followed 
by  radiation,  is  the  method  of  choice. 

Recurrent  inoperable  carcinoma  of  the 
breast  constitutes  by  far  the  largest  group 
of  cases  seen  by  the  radiologist  and  it  is  in 
this  group  that  the  real  suffering  is  seen. 
With  swollen  arms,  tumor  masses  in  the  ax- 
illa, neck,  sternal  region,  growths  in  the 
pleura  and  throughout  the  lung,  with  a con- 
stantly harassing  cough,  small  growths  ap- 
pearing in  the  skin,  accompanied  by  stinging 
sensations,  often  with  visceral  metastases, 
these  patients  are  a pitiful  group  and  any 
relief  we  can  give  to  their  suffering  bodies 
and  disturbed  minds  is  truly  practicing  med- 
icine. It  is  not  our  practice  to  attempt  de- 
struction of  all  these  various  lesions,  but 
rather  to  pick  out  those  causing  the  great- 
est suffering  and  try  to  bring  about  ameli- 
oration of  the  symptoms. 

There  have  been  many  changes  in  the 
technic  of  radiation.  Probably  the  greatest 
mistake  was  the  use  of  the  high  voltage 
cross-fire  technic,  such  as  is  used  in  treat- 
ing malignancies  of  the  pelvis.  This  technic 
will  undoubtedly  show  up  badly  when  the 
five  year  statistics  covering  that  period  are 
being  compiled.  The  technic  most  generally 
employed  at  the  present  time  has  already 
been  described  and  with  this  we  are  enabled 
to  accomplish  good  results. 

PROGNOSIS 

As  to  prognosis  in  breast  carcinomas,  from 
a clinical  point  of  view  we  know  of  no  way 
to  derive  a more  accurate  conclusion  than 
by  the  use  of  the  clinical  index  for  carci- 
noma of  the  breast  outlined  by  Dr.  Lee5.  Dr. 
Lee  has  clearly  shown  that  by  this  means 
he  has  been  enabled  to  arrive  at  a prognosis, 
with  results  even  more  accurate  than  those 
obtained  from  the  sections  by  the  patholo- 
gists. This  method  has  the  added  advantage 
that  it  is  always  at  hand  and  may  be  very 
quickly  determined.  While  we  have  not  used 
this  clinical  index  heretofore,  it  is  our  inten- 
tion from  now  on  to  apply  it  to  each  case. 

For  your  information  the  chart  is  as  fol- 
lows : 

Lee’s  Clinical  Index  for  Breast  Carcinoma 


Over  55 

1 

Age 

A = 2 

Ag 

41-55 

2 

40  or  under  = 

5 

Absent 

0 

Lactation 

L =3 

Lg 

Present 

3 

Slow 

1 

Rate  of  Growth 

R = 4 

Rg 

Moderate 

2 

Rapid 

Small 

4 

Extent  of  dis- 

E = 5 

Eg 

3 cm.  or  less  — 

1 

Large 

2 

Nodes  present  = 

4 
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Multiply  the  gradation  factors  as  they  ap- 
ply to  each  case  by  the  weighting  factors 
and  add  the  totals.  Based  upon  such  a cal- 
culation, patients  may  be  placed  in  one  of 
the  three  grades: 

Grade  A.  11  to  25 — relatively  benign. 

Grade  B.  26  to  39 — moderately  malignant. 

Grade  C.  40  to  55 — highly  malignant. 

Reviewing  our  own  cases  we  find  that,  in 
the  last  ten  years,  we  have  radiated  eighty- 
nine  cases  of  breast  carcinoma.  Only  seven 
have  been  radiated  before  operation  and 
those  too  recently  to  be  of  statistical  value. 

The  cases  represent  references  from  thir- 
ty-three physicians.  In  most  instances  the 
cases  are  sent  for  radiation  for  inoperable 
recurrences  or  shortly  after  operation.  No 
data  are  available  as  to  the  character  or  ex- 
tent of  the  dsiease.  Nor  have  we  any  in- 
formation as  to  the  subsequent  history  of 
the  cases  after  they  were  returned  to  the 
referring  physician.  Our  records  are  thus 
so  incomplete  that  they  have  no  statistical 
value. 

As  a result  of  Dr.  Lee’s  recent  visit,  I 
am  in  hopes  that  some  system  will  be  found 
whereby  all  the  facts  pertinent  to  a case 
may  be  collected  and  tabulated  and  made 
available  for  study.  If  we  had  such  an  ar- 
rangement, we  should  certainly  be  in  a much 
better  position  to  draw  conclusions  that 
would  be  of  real  value,  rather  than  having 
to  rely  entirely  on  the  statistics  of  others 
supplemented  by  clinical  impressions. 

CONCLUSIONS 

1.  Radiation  has  a definite  place  in  the 
treatment  of  breast  care 'nomas. 

2.  Preoperative  radiation  of  operable 
breast  malignancies  will,  we  believe,  give 
the  largest  number  of  five-year  cures. 

3.  Postoperative  radiation  should  be  ad- 
ministered for  at  least  two  cycles — one  about 
two  or  three  weeks  after  operation:  the  oth- 
er, after  a lapse  of  four  weeks.  If  the  mal- 
ignancy had  extended  beyond  the  breast  at 
time  of  operation,  then  at  least  four  series 
of  treatments  should  be  given. 

4.  Cases  of  inoperable  recurrent  bi'east 
carcinoma  may  have  suffering  decreased  and 
lives  prolonged  by  radiation. 

5.  A reasonably  accurate  prognosis  can 
be  made  in  each  case  by  use  of  the  Lee  clini- 
cal index. 
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LOCALIZATION  OF  DISEASES  AND  IN- 
JURIES OF  THE  BRAIN  AND  SPINAL 
CORD. 

(With  Presentation  of  Illustrative  Cases.) 

S.  D.  SWOPE,  M.  D. 

El  Paso,  Texas. 

(Read  before  the  El  Paso  County  Medical  Soci- 
ety.) 

The  localization  of  injuries  to,  and  dis- 
eased areas  in,  the  human  brain  and  its  dis- 
tributing nerve  trunks,  is  one  of  the  most 
interesting  and  difficult  tasks  that  diagnos- 
ticians and  pathologists  have  to  encounter. 
“The  whole  cortex  of  the  brain,  in  great 
part,  is  a huge  storehouse  of  memories. 
These  memories  are  grouped  together  so 
that  those  which  are  derived  from  the  same 
organ,  or  sense,  lie  together  in  the  cortex. 
This  localization  of  memories  has  been  work- 
ed out  with  great  care  and  is  to  a consider- 
able extent  known.”  (Hun.)  Then  practical- 
ly all  motor  and  sensory  phenomena  can  be 
traced  from  their  peripheral  effect  to  their 
central  or  cordal  origin,  when  once  we  know 
from  whence  the  central  stimulus  is  receiv- 
ed, through  the  afferent  impulse,  from 
where  the  efferent  impulse  emanates,  and 
where  such  impulses  may  be  arrested  in 
their  progress  to  and  from  the  central  clear- 
ing house.  This  sounds  rather  easy,  and 
would  be  so  but  for  the  almost  innumerable 
perceptions  that  crowd  the  cerebro-spinal 
system,  and  the  diversity  of  avenues  from 
periphery  to  centre  by  which  communication 
is  established  and  maintained. 

Quoting  from  Herrick:  “Every  normal 
activity  has  what  Swerington  calls  its  re- 
flex pattern,  whose  anatomical  basis  is  a 
definite  reflex  path,  but  the  stimulus  is 
rarely  simple  and  the  nervous  discharge  is 
by  no  means  limited  to  the  part  that  gives 
the  act  its  reflex  pattern.  Moreover,  neith- 
er the  stimulus  complex,  nor  the  character 
of  the  irradiation,  will  be  repeated  exactly  in 
any  higher  animal,  so  that  the  precise  na- 
ture of  any  response  cannot  in  any  case  be 
infallibly  predicted  except  under  experimen- 
tal conditions  (and  not  always  then).”  This 
can  be  explained  in  part  by  the  intimate  in- 
terrelations of  the  various  nerve  tracts  and 
central  cerebral  areas,  as  is  exemplified  in 
the  instantaneous  response  of  the  other 
basic  senses  to  the  stimulation  of  one  of 
their  associates.  Then  we  have  the  interre- 
lated influences  of  that  wonderful  sympa- 
thetic nervous  system  with  its  always-to-be- 
reckoned-with  influence  on  involuntary  mus- 
cle f.bre,  with  its  respiratory  and  cardiac 
centres  and  its  governing  powers  over  the 
hormonic  productions  of  the  ductless  glands, 
with  their  . balancing  influence  over  meta- 
bolism. 

It  is  a self-evident  conclusion  that,  to  cov- 
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Fig.  2.  (Hun’s  Analytical  and  Differential  Diag- 
nosis of  Nervous  Diseases).  Areas  governing  mo- 
tor and  sensory  influences. 


The  localization  of  the  motor  and  sensory 
areas  of  the  brain,  that  govern  the  motor 
and  sensory  influences  of  the  various  parts 
of  the  body,  have  been  worked  out  rather 
fully.  When  we  have  learned  where  the  vari- 
ous areas  are  located  and  evalued  the  effect 
of  inter-related  anastomotic  and  sympathetic 
influences,  we  have  gone  far  on  the  road  to 
a knowledge  of  where  our  trouble  originates 
and  what  possible  methods  of  relief  should 
be  instituted. 


In  Figure  1,  we  have  a schematic  picture 
of  the  nervous  system,  illustrating  the  an- 
astomotic association  of  the  cerebro-spinal 
nerves  and  the  sympathetic  system.  No 
consideration  of  a case  where  organic  dis- 
ease of  the  nervous  system  is  suspected,  is 
complete  without  due  cognizance  of  the  pos- 
sible role  that  psycopathic  influence  might 
play  in  a neuropathic  syndrome.  I like  to 
approach  a diagnostic  problem  of  the  nerv- 
ous system  with  four  elements  of  inquiry. 
Is  there  a disease  entity?  Is  it  central,  cor- 
dal,  or  peripheral?  What  is  the  character? 
And  where  is  it  located?  Then  I like  to  add, 
“What  and  how  much  psychic  influence  en- 
ters into  the  symptom  complex?”  In  the 
area  localization  of  t^e  functions  of  the 
brain,  we  have  all  the  foregoing  suggestions 
to  take  into  consideration,  plus  our  known 


Fig.  3.  (Gordon’s  Diseases  of  Nervous  Sys- 
tem). Course  of  fibers  arising  from  'die  cortex. 

Figures  2 and  3 present  the  known  areas 
governing  the  motor  and  sensory  influences. 
From  these  we  may  determine  in  what  re- 
gion of  the  brain  sensory  and  motor  defects 
originate,  after  we  have  eliminated  cordal, 
trunk  and  psychic  influences.  For  instance, 
in  acute  ascending  paralysis,  senile  gan- 
grene, and  Raynaud’s  disease,  we  know  that 
the  dome,  or  interparietal  region,  is  the  part 
affected,  if  the  communicating  nerve  fibers 
are  uninfluenced  by  disease.  In  injuries  to 
the  head  with  complicated  symptoms,  indi- 
cating several  points  of  initial  lesion,  we 


er  this  subject  completely,  one  would  have 
to  write  a book,  and  that  such  consideration 
as  one  would  be  able  to  give  the  subject  in 
a local  society  paper,  must,  of  necessity,  be 
confined  to  only  a limited  consideration  of 
some  of  the  important  points. 


and  proven  knowledge  of  the  areas  govern- 
ing the  motor  and  sensory  phenomena. 


Fig.  1.  (From  Jeliffe  and  White,  Diseases  of  the 
Nervous  System).  Anastomotic  association  of  the 
cerebro-spinal  nerves  and  the  sympathetic  system. 
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naturally  conclude  htat  we  have  a more  or 
less  diffuse  disturbance. 

I feel  that  no  consideration  of  this  sub- 
ject should  be  entered  into  without  a discus- 
sion of  the  intracranial  nerves.  We  know 
that  the  branches  that  govern  the  phenom- 
ena about  the  head  and  face  are  given  off 
after  having  passed  through  the  cerebello- 
pontine area  and  before  the  decussation  in 
the  medulla.  Therefore,  our  paralyses  in- 
volving areas  governed  by  these  branches 
are  generally  unilateral  and  on  the  same  side 
as  the  injury  to  the  brain,  while  those  fi- 
bers that  pass  through  the  medulla  and  par- 
ticipate in  the  decussation,  produce  their 
predominating  influence  on  the  opposite  side 
from  the  injury.  I say  predominating,  for 
not  all  these  fibers  always  participate  in  the 
decussation  and  there  is  sometimes  a dis- 
concerting mixed  paralysis  as  a result. 

A study  of  the  base  of  the  brain  gives  us 
some  idea  of  the  difficulties  encountered  in 
localizing  disease  and  injury  in  this  complb 
cated  region.  Yet  each  area  has  certain  cause 
and  effect  suggestions  that  shed  sufficient 
light  on  an  obscure  subject  to  enable  us  to 
find  our  way  in  most  cases.  It  is  here  in 
the  cerebellopontine  area  that  a mystic  maze 
is  located  and  frequently  we  are  compelled 
to  generalize  our  location  to  this  area  for 
want  of  specific  knowldege  to  carry  our  in- 
vestigations to  more  limited  areas.  A recent 
autopsy  showed  a small  cyst,  3 by  2 centi- 
meters, pressing  on  the  basilar  artery  and 
involving  the  pons.  This  man  had  had  head 
symptoms  for  many  years.  The  cvst  had  ap- 
parently nothing  to  do  with  his  death.  I 
am  presenting  here  three  cases  that  will  in 
some  way  illustrate  the  foregoing  remarks. 

CASE  l. 

This  young  woman  had  a fall  when  she  was  six- 
teen years  old.  She  took  a header  from  an  auto- 
mobile. There  was  a basal  injury  to  her  brain. 
The  x-ray  shows  no  abnormality,  yet  here  are  a 
set  of  symptoms  pointing  to  a cerebellopontine  in- 
jury, with  involvement  of  the  intracranial  nerves. 
I think  we  can  designate  this  case  as  one  of  pro- 
gressive bulbar  paralysis  (polioencephalitis  inferior 
chronica)  due  to  traumatism,  with  labio-glosso- 
pharyngeal  paralysis.  Analysis  of  the  case:  Cranial 
and  spinal  nerves  are  involved.  There  are  practic- 
ally no  sensory  symptoms.  The  condition  is  chronic 
and  progressive.  The  paralysis  involves  the  lips, 
tongue,  pharynx,  and  the  larynx.  The  head  is  bent 
forward.  There  is  spastic  paralysis  of  the  muscles 
of  the  neck.  There  is  drooling  of  saliva,  dysar- 
thria, dysphagia,  and  aphonia,  fibrillating  paraly- 
sis, and  muscular  atrophy.  Thereis  a progressive, 
mild  spastic,  paraplegia.  Wassermann  negative. 

CASE  2. 

This  next  patient,  widow,  aged  forty-six.  Her 
family  history  is  obscure.  Her  husband  is  supposed 
to  have  died  during  an  epidemic  of  ‘flu’  in  1922. 
She  had  a hard  spell  of  sickness  at  this  time,  sup- 
posed to  be  ‘flu.’  When  she  was  convalescent,  she 
discovered  she  had  marked  disturbance  of  gait, 


speech,  and  some  difficulty  in  using  her  hands. 
Her  spinal  fluid  and  blood  are  negative  for  all  tests 
for  syphilis.  Her  chlorides  are  diminished.  Her  re- 
flexes are  practically  normal  and  there  are  no  dis- 
coverable areas  of  hyperesthesia  or  anesthesia. 
Fright  and  emotion  aggravate  the  symptoms.  Her 
gait  is  of  stereotyped  character,  pulling  the  body 
forward.  Her  eyeballs  move  slowly,  and  eyelids 
rarely  blink.  She  is  mentally  normal  but  natural- 
ly depressed.  The  tremor  of  her  hands  is  some- 
times described  as  pillrolling.  This  is  the  charac- 
teristic festinating  gait,  pathognomonic  of  paraly- 
sis agitans,  Parkinson’s  disease.  Here  we  have  a 
trauma  of  the  cerebellopontine  area,  probably  a 
sequel  to  an  encephalitis.  The  fifth  and  seventh 
nerves  are  apparently  affected,  and  general  symp- 
toms are  characteristic  of  a basal,  rather  than  peri- 
pheral, cerebral  disturbance. 

CASE  3. 

This  young  woman — C.  V.,  aged  twenty-one,  sin- 
gle,— until  two  and  one-half  years  ago,  about  June, 
1926,  was  apparently  perfectly  healthy.  At  this 
time  she  noticed  a weakness  or  dragging  of  her 
left  leg,  with  feeling  of  numbness  in  the  left  leg 
and  left  arm.  Her  right  side  became  affected  some 
months  later.  The  condition  has  slowly  progressed 
since  its  initiation.  She  does  not  have  much  pain  in 
her  head,  and  what  she  has  is  described  as  a dull 
aching,  and  is  worse  when  she  has  a cold.  Her 
mcntsrual  function  is  normal,  of  the  twenty-eight, 
three-day  type,  without  pain.  Notwithstanding  her 
appearance,  her  mentality  is  normal  for  one  in  her 
station.  Her  deep  reflexes  are  normal.  There  is  a 
right  facial  paralysis.  Her  eyelids  move  slowly. 
There  is  a flaccid  paraplegia.  Her  spinal  Wasser- 
mann is  negative,  cell  count  ten,  sugar  and  globu- 
lin not  increased,  and  her  eye  grounds  are  report- 
ed normal.  Here  wc  think  we  have  an  early  cere- 
bellar tumor,  situated  near  the  junction  of  the 
medulla  and  pons,  near  the  midline  and  involving 
the  lower  part  of  the  .trunk  of  die  facialis  and 
the  glossopharyngeus. 

CASE  4. 

This  young  woman — E.  F.,  aged  sixteen — has  a 
fibrillating  paralysis  of  the  eyelids  and  tongue, 
and  apparently  paralysis  of  the  other  muscles 
enervated  by  the  facialis  and  the  glossopharyngeus. 
She  made  good  progress  in  school  until  the  de- 
formity and  difficulty  of  articulation,  with  some 
ocular  disturbance,  caused  her  to  stop.  Her  men- 
tal state  appears  normal.  She  speaks  English  and 
Spanish.  A provocative  Wassermann  was  negative 
with  6,  12,  and  20  drops.  Eye  examinations  re- 
port both  fundi  pale  and  gray.  Both  disks  are 
pale.  Veins  large  but  not  tortuous.  No  apparent 
changes  in  either  retina  or  choroid. 

Diagnosis:  Disturbance  of  nerve  circulation  in 
the  facialis  and  glossopharyngous,  near  the  floor 
of  fourth  ventrical.  Causes  considered:  degenera- 
tion, pressure  from  small  slow-growing  tumor,  or 
blood  circulatory  disturbance. 


WANTED — We  have  young  men  and  women  well 
trained  as  practical  laboratory  technicians,  graduat- 
ing from  our  School  of  Public  Health.  Physicians, 
surgeons,  hospitals,  clinics  and  health  departments 
desiring  such  service  can  secure  it  by  writing  im- 
mediately. Address  Dr.  L.  H.  South,  Director,  Bu- 
reau of  Bacteriology,  Kentucky  State  Board  of 
Health,  532  West  Main  Street,  Louisville,  Kentucky. 
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STONE  IN  THE  PROSTATIC  URETHRA. 

WILLIAM  R.  JAMIESON,  M.  D. 

El  Paso,  Texas 

(Case  Report,  El  Paso  City-County  Hospital  Staff 
Meeting  Feb.  13,  1929.) 

Male  child,  aged  6,  was  admitted  to  the 
urological  service,  City-County  Hospital,  Jan. 
10,  1927,  complaining  of  pain,  difficulty,  fre- 
quency and  urgency  of  urination.  Roentgen- 
ogram taken  at  this  time  (Fig.  1)  showed 


two  stones  located,  one  apparently  in  the 
bladder  and  the  other  in  the  prostatic  ure- 
thra. Three  days  later  the  bladder  was  open- 
ed, but  only  one  stone  was  found  and  remov- 
ed. 

Two  years  later,  on  Jan.  17,  1929,  the  pa- 
tient re-entered  the  hospital  on  my  sendee 
complaining  of  the  same  symptoms  which  he 
said  had  not  improved  since  the  operation 
aforementioned.  Roentgenogram  was  taken 
(Fig.  2)  and  the  position  of  the  stone  ascer- 
tained to  be  in  the  prostatic  urethra. 


On  Jan.  21,  1929,  under  ether  anesthesia, 
a suprapubic  cystotomy  was  done.  A finger 
inserted  in  the  rectum  pushed  the  stone  out 


of  its  position  in  the  prostatic  urethra  into 
the  bladder  from  which  it  was  removed.  On 
examining  the  bladder  neck,  there  was  found 
a fibrous  ring  which  constricted  the  vesical 
entrance  and  formed  a pocket  anteriorly. 
This  was  incised  and  dilated  by  a finger  in- 
serted in  the  posterior  urethra. 

Convalescence  was  interrupted  by  a mild 
pyelitis  which  cleared  rapidly  under  the  ad- 
ministration of  water  and  hexamethy- 
lenamin. 

The  stone  measured  three-fourths  of  an 
inch  in  diameter,  one-half  inch  thick  and 
two  and  one-quarter  inches  in  circumference. 
An  interesting  feature  of  the  case  is  the 
amount  of  growth  that  took  place  in  two 
years.  Measuring  the  size  of  the  stone  in 
the  two  pictures  showed  an  increase  in  di- 
ameter of  approximately  one-quarter  inch. 


GONORRHEAL  PYELITIS 
(With  Report  of  a Case.) 

W.  R.  JAMIESON,  M.  D. 

El  Paso,  Texas. 

(Read  before  the  El  Paso  County  Medical  Soci- 
ety, January  21,  1929.) 

Gonorrheal  pyelitis  is  sufficiently  rare  to 
justify  the  presentation  of  this  case  report. 
Search  through  such  urological  text  books 
as  I possess,  shows  that  scant  attention  is 
given  to  the  condition.  In  Young’s  Urology, 
page  103,  Vol.  I,  Hill  is  quoted  as  having 
found  fifty-four  so-called  cases  of  this  infec- 
tion in  literature.  The  diagnoses  were  based 


on  the  following  criteria: 

(a)  Smear  only  20 

(b)  No  bacteriological  data  available  11 

(c)  Smear  and  “culture”:  no  details  of 

culture  10 

(d)  Smear  and  culture,  organism  not 

growing  on  ordinary  media  5 

(e)  Clinical  cases  of  gonorrhea,  but  cul- 

tures showed  other  organisms  and 
gonococci  4 

(f)  “Gonococcus  present”,  no  details  of 

criteria  2 

(g)  Smear  and  culture,  organism  con- 
forming to  all  bacteriologic  cri- 
teria, including  fermentation  test  1 

(h)  Experimental  human  inoculation, 

cultures  later  negative.  1 

According  to  these  criteria,  only  six  of 


these  cases,  (d)  and  (g)  can  be  considered 
very  reliable,  and  only  one  (g)  absolutely 
proven. 

While  the  following  case  does  not  conform 
strictly  to  the  criteria  mentioned  in  (d)  and 
(g),  yet  the  clinical  manifestations,  physical 
signs  and  the  presence  of  large  numbers  of 
gonococci  in  the  bladder  urine  are  sufficient, 
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in  my  opinion,  to*  establish  a diagnosis  of 
gonorrheal  infection  of  the  renal  pelvis. 

CASE  REPORT 

Female,  17,  white,  American,  married,  complain- 
ed of:  (1)  pain  and  burning  on  urination;  (2) 

urgency;  (3)  terminal  hematuria;  (4)  pain  and  ten- 
derness over  left  kidney  region  and  along  the 
course  of  the  ureter. 

She  had  been  complaining  for  two  or  three  weeks 
of  frequency  and  discomfort  over  left  kidney  re- 
gion. Two  or  three  days  before  I saw  her,  symp- 
toms became  aggravated.  Temperature  99.4.  Mark- 
ed tenderness  on  palpation  over  left  kidney,  ureter 
and  bladder.  The  terminal  end  of  the  ureter,  felt 
through  the  vagina,  was  indurated  and  painful. 
There  was  a mass  in  the  left  vaginal  fornix  that 
was  exquisitely  tender.  The  urine  was  turbid. 

On  cystoscopy,  the  bladder  walls  were  seen  to  be 
intensely  inflamed.  The  left  ureteral  orifice  was 
found  after  some  difficulty,  but  was  so  swollen  that 
a catheter  could  not  be  inserted.  The  stream  of 
urine  from  the  left  side  was  turbid,  while  that  from 
the  right  was  clear. 

The  patient  was  given  intravenous  injection  of 
20  c.c.  of  one-half  of  one  per  cent  solution  of 
neutral  acriflavin  in  normal  saline,  at  3 p.  m.  Hot 
vaginal  douches  of  solution  of  potassium  perman- 
ganate, 2 gallons  at  a time,  were  given  twice  daily. 
The  next  morning  she  felt  much  better,  tempera- 
ture had  dropped  to  normal,  frequency  was  much 
diminished  and  kidney  discomfort  much  improved. 
The  ureter  was  still  tender.  Dr.  George  Turner  re- 
ported the  bladder  urine  positive  for  gonococcus  in 
large  numbers. 

She  was  given,  intravenously,  25  c.c.  of  the  acri- 
flavin solution.  Twenty-four  hours  later,  the  fre- 
quency had  disappeared,  the  left  kidney  was  no 
longer  tender  on  first  percussion,  although  the 
ureter  was  still  tender.  At  4 o’clock  the  same  day, 
a telephone  message  was  received  saying  that  she 
was  suffering  from  burning  and  itching  of  the  face 
and  extremities.  There  was  intense  redness  of 
these  parts,  the  arms  to  the  elbows  and  the  legs 
to  the  knees.  Temperature  98.66. 

The  following  day  this  redness  had  disappeared, 
and  was  succeeded  by  a yellow  tinge  of  skin  which 
slowly  disappeared.  Dr.  Turner  reported  that  gon- 
ococci had  disappeared  from  the  urine. 

Six  days  later,  cystoscopy  showed  a normal  blad- 
der. There  was  no  obstruction  to  the  entrance  of 
the  catheter  on  the  left  side.  The  urine  was  clear 
from  both  sides,  but  was  still  tinged  with  acrifla- 
vin. 

Her  husband  absolutely  denied  gonococcal  infec- 
tion, but  in  the  face  of  an  epididymitis  that  came 
on  while  I was  treating  his  wife,  was  forced  to 
admit  the  truth. 


A CASE  OF  SYRINGOMYELIA  OF  THE 
MORVAN  VARIETY 
FRANCISCO  AHUMADA,  M.  D. 

El  Paso,  Texas. 

(Read  before  the  El  Paso  County  Medical  Soci- 
ety, March  25,  1929.) 

CASE  REPORTS 

P.  L.  C.,  Mexican  female,  40  years  old,  married, 
5 feet  4 inches  tall,  weighing  150  pounds,  without 
anything  of  interest  about  her  past  history  or 
family  history,  was  referred  to  me,  after  having 
been  treated  many  times  for  many  things  in  the 
past  several  years. 

The  patient  says  that  her  troubles  began  about 
eight  years  ago,  with  a growth,  like  a tumor,  on 
the  dorsal  side  of  her  right  hand,  over  the  fifth 


metacarpal.  This  was  opened  by  operation  and  sub- 
sequently healed. 

After  that  she  began  to  feel  some  pains,  rheu- 
matic in  character,  in  her  right  arm,  and  in  the 
left  leg.  She  then  noticed  blisters  at  the  tips  of 
her  fingers  and  toes.  These  were  painless.  Later, 
little  ulcerations  occurred  on  these  parts.  Then 
they  began  to  swell  and  infection  occurred.  She 
managed  to  dress  with  great  difficulty  and  suf- 
fered considerable  disability  in  her  occupation  of 
laundress.  Then  she  noted  with  surprise  that  burns 
or  scratches  on  her  hand  occurred  without  pain. 
The  other  hand  and  leg  began  to  display  the  same 
symptoms.  Finally,  she  couldn’t  work  because  her 
fingers  began  to  get  stiff,  and  retracted  until  they 
gained  the  actual  shape  and  position,  with  a feel- 
ing of  coldness  in  the  arms  and  legs.  At  present 
this  sensation  is  general  to  her  body.  She  does  not 
remember  having  run  a temperature.  She  did  suf- 
fer from  colds  rather  frequently  in  those  eight 
years. 

At  the  physical  examination,  I found  a woman 
not  much  emaciated.  Her  face  and  hair  show  noth- 
ing abnormal.  She  walks  with  little  difficulty. 

The  most  striking-  thing  to  be  noted  is  the 
condition  of  the  hands  and  feet.  This  sug- 
gests a progressive  muscular  atrophy  of  the 
Aran-Duchenne  type.  It  starts,  usually,  on 
the  right  side  and  in  the  most  superficial 
muscle  of  the  thenar  group,  the  short  ab- 
ductor pollicis.  Soon  this  finger  cannot  be 
opposed  to  the  other  fingers  to  grasp  an  ob- 
ject. It  is  pulled  back  and  out,  due  to  the 
action  of  the  antagonistic  muscles. 

Some  time  later,  all  the  muscles  of  the 
thenar  group  disappear  and  this  part  of  the 
hand  becomes  flat.  These  modifications  make 
the  human  hand  appear  like  the  monkey’s 
hand.  In  all  persons  affected  with  the  amyo- 
trophy of  the  Aran-Duchenne  type,  the 
movements  of  the  hand  in  grasping  objects 
are  made  as  monkeys  make  them,  by  bend- 
ing the  last  four  fingers  over  the  palm. 

In  time,  the  interossei  muscles  become 
atrophied  too.  This  atrophy  explains  three 
depressions  in  the  skin  between  the  meta- 
carpals,  and  the  impairment  in  the  function 
of  the  fingers,  as  these  muscles  direct  the 
movement  of  bending  the  first  phalanx  and 
straightening  the  other  two.  When  these 
muscles  are  atrophied,  the  antagonistic  mus- 
cles, the  extensors,  pull  the  hand  into  inver- 
sion. This,  with  flexion  of  the  two  last  phal- 
anges and  extension  of  the  first  ones  over 
the  metacarpals,  makes  the  hand  a claw. 
When  the  atrophy  invades  all  the  muscles 
of  the  hand  and  arm,  this  particular  posi- 
tion disappears  and  the  hand  becomes  bony. 

The  muscular  atrophy  is  the  main  factor. 
The  palsy  is  concomitant.  The  muscle  is  able 
to  contract  as  long  as  it  has  any  fibers  left. 
First  of  all,  the  palsy  is  manifested  by  tir- 
ing very  rapidly,  then  impairment  of  the 
movements  occurs,  and  finally  its  disap- 
pearance. The  tendon  reflexes  disappear  too. 
The  contractions  due  to  the  faradic  stimula- 
tion disappear  at  the  same  rate  as  the  mus- 
cular fiber. 
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The  trophic  troubles  and  the  disturbances 
of  sensation  are  the  most  characteristic 
symptoms.  But  under  this  type  of  amyo- 
trophy nearly  every  case  of  syringomelia  ap- 
pears. 

The  skin  finally  shows  the  same  trophic 
disorder.  It  appears  thin  and  lustrous  in 
places  (glossy  skin)  and  ulcerated;  when  in- 
fection occurs  it  is  very  difficult  to  heal.  The 
nails  and  the  tips  of  the  fingers  sometimes 
are  lost  by  actual  mutilations  due  to  these 
same  trophic  disorders. 

There  is  some  disturbance  of  the  senso- 
rium  also.  The  tactile  sensation  is  preserv- 
ed, but  the  thermic  and  pain  sensations  are 
lost.  This  is  a thermo-analgesia.  This  very 
condition  was  first  established  by  Schultze 
and  Kahler,  and  called  syringomyelic  dissoci- 
ation, because  it  is  not  found  in  any  other 
nervous  disease  except  syringomyelia,  a very 
few  cases  of  hematomyelia  and  of  myelitis 
of  the  gray  part  of  the  spinal  cord.  How- 
ever, in  this  case  the  tactile  sensibility  is  in- 
terfered with  by  retard  of  a few  seconds  be- 
tween the  stimulation  and  perception. 

The  thermo-analgesia  is  very  interesting 
in  that  it  does  not  correspond  to  the  course 
or  distribution  of  the  nerves,  but  is  dissem- 
inated and  disposed  in  zones,  thus  confirm- 
ing its  character  as  a medullar  lesion. 

The  diagnosis  between  tabes,  amyotrophic 
lateral  sclerosis  and  muscular  atrophy  of  the 
Aran-Duchenne  type,  is  made  by  the  pres- 
ence of  the  syringomyelic  dissociation.  In 
the  case  of  a sudden  onset,  it  is  necessary  to 
think  about  an  hematomyelia. 

The  Morvan  disease,  described  by  this 
same  pathologist,  should  be  differentiated 
from  syringomyelia  by  the  interference  with 
tactile  sensation  and  by  the  more  pronounc- 
ed trophic  troubles  until  painless  mutilations 
occur. 

Zambaco  claims  that  syringomyelia  is  an 
attenuated  form  of  leprosy,  corresponding  to 
the  type  of  anesthetic  leprosy  of  Danielsen. 
Pitres  once  found  the  Hansen  bacilli  in  a 
cutaneous  nerve  of  a syringomyelic  patient 
and  that  means  that  clinically  the  two  af- 
fections are  closely  related.  However,  it  is 
admitted  that  the  anesthetic  type  of  leprosy 
is  clinically  characterized  by  disorders  of 
sensation  along  the  nervous  cords  in  the 
body,  and  pathologically  by  lesions  of  these 
same  nerves  (lepromata)  which  are  some- 
times very  easy  to  feel  under  the  skin  of  the 
patient. 

Laboratory  findings:  In  order  to  be  sure 
about  the  proper  diagnosis,  a biopsy  was 
done,  and  after  careful  microscopical  exam- 
ination for  the  Hansen  bacilli,  it  was  found 
negative,  thus  confirming  the  diagnosis  of 
syringomyelia  of  the  Morvan  variety. 


ABSCESS  OF  TONGUE 
W.  E.  VANDEVERE,  M.  I). 

El  Paso,  Texas 

(Read  before  the  El  Paso  County  Medical  Soci- 
ety.) 

A.  M. — white,  male,  age  40,  from  Acola, 
Texas,  admitted  to  Masonic  Hospital,  Feb. 
14th,  complaining  of  a sore  and  swollen 
tongue.  I was  called  in  consultation  by  Dr. 
E.  K.  Armistead. 

Patient  gave  a history  of  having  awak- 
ened during  the  night  four  days  previously, 
with  the  left  side  of  the  tongue  burning  as 
if  it  had  been  stung  by  an  insect.  He 
thought  possibly  he  had  burned  his  tongue 
while  smoking  a pipe.  The  tongue  contin- 
ued to  swell  until  I saw  him  four  days  lat- 
er, w'hen  the  entire  tongue  was  uniformly 
swollen  and  protruding  between  the  teeth, 
painful  and  very  tender  over  entire  dorsal 
surface.  The  floor  of  the  mouth  was  swollen 
also,  but  there  was  little  swelling  of  the  sub- 
maxillary region.  There  was  great  difficulty 
in  swallowing,  even  liquid  foods,  and  the 
patient  feared  suffocation.  The  fever  ranged 
from  99  to  101.5,  with  pulse  and  respiration 
only  slightly  elevated.  The  Wassermann  was 
negative,  white  blood  cell  count  14,700  on 
the  15th  and  there  were  some  fine  granular 
casts  in  urine. 

Our  diagnosis  was  glossitis,  or  abscess  of 
tongue.  When  the  condition  showed  no  ten- 
dency to  clear  up  after  a few  days,  we  felt 
we  were  dealing  with  an  abscess.  However 
the  tongue  was  so  uniformly  swollen  that 
we  had  no  idea  whefe  to  make  an  incision. 
On  the  morning  of  the  second  day,  the  ab- 
scess ruptured  through  the  dorsum  of  the 
left  side  of  the  tongue,  and  the  patient  made 
a rapid  recovery. 

Abscess  of  the  tongue  is  not  very  com- 
mon. Injuries  by  foreign  bodies,  such  as  a 
fish-bone,  but  more  often  from  sharp  edges 
of  carious  teeth,  are  often  etiological  fac- 
tors. In  this  case  we  are  still  rather  uncer- 
tain as  to  the  cause. 


Parke-Davis  Scientist  Retires 

Following  a noteworthy  service  of  34  years  with 
the  house  of  Parke,  Davis  & Co.,  Dr.  E.  M.  Hough- 
ton retired  from  active  duty  on  May  1,  but  will  con- 
tinue as  a member  of  the  company’s  executive  staff, 
with  the  title  of  Consulting  Director  of  the  Research 
and  Biological  Laboratories. 

Dr.  Houghton  came  with  Parke,  Davis  & Com- 
pany on  February  1,  1895,  to  take  charge  of  re- 
search work  in  pharmacology. 

In  scientific  cii’clles  Dr.  Houghton  is  widelly 
known  as  a pioneer  in  the  filed  of  biological  stand- 
ardization, having  started  this  work  at  the  Uni- 
versity of  Michigan  in  1894,  and  continuing  at  the 
Parke-Davis  Biological  Research  Laboratories,  which 
was  the  first  institution  of  its  kind  in  America. 
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New  Mexico  Medical  Society  Meeting,  Taos 

June  12  to  14,  1929 

GENERAL  PROGRAM 


Wednesday,  June  12 

MORNING  SESSION 

8:00  Meeting  of  Council. 

9:00  Meeting  of  House  of  Delegates. 

Opening  Session 

9:00  Call  to  order  by  the  President, 

Dr.  T.  P.  Martin,  Taos. 

Invocation. 

Address  of  Welcome — 

Rev.  Milton  Spotto. 

Response — 

Dr.  W.  T.  Joyner,  Roswell. 

Introduction  of / President-Elect, 

Dr.  F.  H.  Crail,  Las  Vegas. 

President’s  Address — 

“Some  Problems  that  Confront  Practition- 
ers in  New  Mexico.” 

Scientific  Session. 

10:30  “Endocervicitis,”  Dr.  Wm.  P.  McCrossin, 
Colorado  Spirngs,  Colo. 

12:00  Luncheon. 

AFTERNOON  SESSION. 

1:30  “Chancroids;  Their  Specific  Treatment,” 

Dr.  Leon  Rosenwald,  Kansas  City,  Mo. 

“The  End  Results  of  Prostatectomy,” 

Dr.  Wm.  M.  Spitzer,  Denver,  Colo. 

“Polycystic  Kidney,”  Dr.  Kelvin  D.  Lynch, 

El  Paso,  Texas. 

Thursday,  June  13 

MORNING  SESSION 

8:00  Meeting  of  Council. 

9:00  Meeting  of  House  of  Delegates. 

SCIENTIFIC  SESSION 

9:00  “The  Management  of  the  Different  Types 
of  Goitre.”  Dr.  W.  F.  Sistrunk, 

Mayo  Clinic,  Rochester,  Minn. 

“Hodgkins  Disease,  with  Case  Report.” 

Dr.  Carl  F.  Mulky,  Albuquerque. 

“Fungus  Infection  with  Special  Reference  to 
the  Lungs.”  Dr.  W.  Warner  Watkins, 
Phoenix,  Arizona. 

12:00  Luncheon. 

AFTERNOON  SESSION. 

1:30  “Surgery  of  Pulmonary  Tuberculosis.” 

Dr.  Casper  F.  Hegner,  Denver,  Colo. 

“Endocrine  Factors  in  Nervous  and  Mental 
Illnesses,”  Dr.  Carl  A.  Meniger, 

Topeka,  Kans. 

EVENING. 

7 :30  Dinner-Dance  at  San  Geronimo  Lodge. 

Friday,  June  14. 

MORNING  SESSION 

8:30  Meeting  of  House  of  Delegates. 

Election  of  Officers. 


SCIENTIFIC  SESSION 

9:30  “Technique  and  Indications  for  Use  of  Duo- 
denal Tube  in  Surgery.” 

Drs.  W.  L.  and  C.  P.  Brown,  El  Paso,  Texas 
(Subject  to  be  announced.) 

Dr.  Frank  C.  Goodwin,  El  Paso,  Texas. 
“The  Management  of  Heart  Failure  and 
Dropsy.”  Dr.  G.  Werley,  El  Paso,  Texas. 
12:00  Luncheon. 

AFTERNOON  SESSION. 

1:30  (Subject  to  be  announced). 

Dr.  H.  A.  LaMoure,  Woodcroft  Hospital, 
Pueblo,  Colo. 

“Cerebro-Spinal  Meningitis,  with  Two  Case 
Reports.”  Dr.  M.  P.  Beem,  Albuquerque. 

2:30  GENERAL  SESSION. 

Report  of  House  of  Delegates. 

Resolutions. 

Good  of  Profession. 

Adjournment. 

GENERAL  INFORMATION. 

OFFICERS  OF  THE  SOCIETY. 

President:  Dr.  T.  P.  Martin,  Taos. 

President-Elect:  Dr.  F.  H.  Crail,  Las  Vegas. 
Vice-President:  Dr.  J.  C.  Kisner,  Clayton. 
Secretary-Treasurer:  Dr.  L.  B.  Cohenour,  Albu- 
querque. 

Councilors:  Dr.  Carl  Mulky,  Albuquerque,  (three 
years). 

Dr.  Dwight  Allison,  Las  Cruces,  (three 
years). 

Dr.  W.  T.  Joyner,  Roswell  (two  years). 
Dr.  H.  A.  Miller,  Clovis  (two  years). 
Dr.  W.  E.  Kaser,  Las  Vegas  (one 
year). 

Dr.  R.  O.  Brown,  Santa  Fe  (one  year). 
Hotel  headquarters  will  be  at  the  San  Geronimo 
Lodge.  Room  reservations  can  be  made  direct,  or 
by  communication  with  Dr.  T.  P.  Martin,  Taos. 

Sessions  of  the  Society  will  be  held  in  the  Mon- 
tener  Theatre. 

The  visiting  ladies  will  be  entertained  by  auto 
trips  to  Taos  Pueblo  and  visits  to  studios  of  artists. 

Taos  is  the  largest  and  most  famous  of  the  In- 
dian pueblos,  and  there  is  a large  resident  artist 
colony  here.  It  is  reached  from  the  north  over  the 
Santa  Fe  Trail  auto  route  which  passes  through 
Raton  and  then  the  Cimarron  canyon, — a very  beau- 
tiful scenic  route.  From  the  south  and  west  it  is 
best  reached  via  Santa  Fe.  Visitors  should  allow 
time  for  visiting  the  interesting  and  historical 
scenes  around  Taos  and  Santa  Fe,  which  annually 
attract  thousands  of  tourists,  who  do  not  have  the 
added  incentive  of  a medical  meeting. 
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Dr.  Crouse  was  born  at  Ossian,  Ind.,  Sep- 
tember 22,  1869,  being  the  son  of  a country 
doctor.  He  was  educated  at  Wabash  Col- 
lege, Crawfo'rdsville,  Ind.,  and  received  his 
M.  D.  degree  from  the  University  of  Indiana 
in  1892.  He  was  a Phi  Kappa  Psi.  While  he 
was  still  a youth,  his  father  died  and  he 
was  forced  to  make  his  own  way  through 
college.  This  he  did  by  acting  as  a reporter 
on  a daily  paper.  A year  after  receiving  his 
degree,  he  located  at  Rockport,  Texas,  re- 
maining there  until  1897,  when  he  moved  to 
Victoria,  Texas.  At  Victoria,  where  he  re- 
mained until  1903,  he  conducted  a private 
hospital  with  great  success  and  entered 
whole  heartedly  into  the  life  of  the  commun- 
ity. Malaria  was  prevalent  there  at  that 
time  and  he  used  to  carry  with  him  on  his 
visits,  a microscope  and  other  apparatus 
necessary  to  make  a bedside  examination 
for  malaria.  The  microscope  he  carried  was 
an  imported  one  of  very  fine  make  and  high- 
est quality,  and  he  placed  it  in  the  labora- 
tory that  he  established  in  El  Paso  later, 
but  it  was  so  badly  worn  that  the  stand 
was  unsatisfactory  for  further  work.  He 
also  gave  away  an  amputating  knife  which 
he  used  to  carry  under  his  coat  when  he 
went  to  make  night  calls.  From  his  stories 
of  those  times,  he  passed  through  many 
thrilling  and  interesting  experiences  while 
there.  While  at  Victoria,  he  did  his  noted 
work  on  poisonous  snakes  and  spiders  of 
Texas.  He  was  also  interested  in  improving 
health  conditions  and  Dr.  L.  0.  Howard,  En- 
tomologist, U.  S.  Agriculture  Department, 
and  Dr.  Stiles  of  the  U.  S.  Public  Health 
Service,  studied  there  and  aided  him  in  car- 
rying on  a campaign  against  flies  and  mos- 
quitoes. Dr.  Howard  recognized  in  Dr. 
Crouse  at  that  time  a very  promising  young 


DR.  HUGH  CROUSE 


Dr.  Hugh  Crouse,  59  years  of  age,  died 
at  the  family  residence,  1101  North  Mesa 
Avenue,  El  Paso,  Texas,  at  6 a.  m.  April  20, 
1929.  He  had  been  confined  to  his  bed  for 
more  than  a year  with  paralysis  but  remain- 
ed conscious  until  the  end.  Members  of  the 
family  and  a few  close  friends  were  at  the 
bedside  when  he  passed  away.  The  day  be- 
fore his  death  he  was  visited  by  his  friend 
Dr.  William  J.  Mayo,  of  Rochester,  Minn. 
Last  July,  Dr.  Walter  Dandy,  of  Johns  Hop- 
kins Hospital,  made  a special  visit  to  El 
Paso  to  see  Dr.  Crouse,  with  an  idea  of  ren- 
dering surgical  aid  if  possible. 
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physician  and  was  helping  him  v/ith  plans 
to  go  east  for  special  study  leading  into  re- 
search work.  In  1903,  however,  his  health 
gave  way  and  all  plans  had  to  be  abandoned. 

At  such  a critical  period  as  this,  when  his 
most  cherished  ideas  had  to  be  cast  aside, 
he  left  a most  promising  field  and  came  to 
El  Paso,  a very  despondent  and  discouraged 
man.  Nevertheless,  he  regained  his  health 
and  again  entered  work  with  his  usual  en- 
thusiasm, soon  winning  for  himself  a name 
among  his  profession,  both  at  home  and 
throughout  the  country,  that  any  physician 
would  be  proud  to  have.  He  carried  on  the 
studies  and  investigations  that  he  had  plan- 
ned as  best  he  could  and  added  several  new 
operations  and  modifications  to  surgical  tech- 
nic. Of  these  might  be  mentioned : Win- 
dowing and  rubber  damming  of  plaster  casts 
for  compound  fractures  (recorded  in  Keene’s 
Surgery)  ; individual  enucleation  vs.  mass 
removal  of  fibroids;  the  use  of  falsiform 
ligament  in  correcting  gastroptosis ; triangle 
of  Petit  route  in  kidney  surgery ; individual 
x-ray  demonstration  of  the  duodenum;  spe- 
cial technic  for  handling  uterine  procidentia; 
Crouse  positon  for  proctoscopic  examina- 
tions ; technic  for  dealing  with  seminal  vesi- 
cle; improved  cholecystectomy;  new  method 
for  operating  on  Steno’s  duct. 

Dr.  Crouse  did  a large  amount  of  original 
investigation  and  published  many  articles  on 
his  findings.  Among  these  are:  Poisonous 
Snakes  and  Spiders  of  Texas  1902;  Mam- 
mary Substance  in  Uterine  Fibroids  1902; 
Retention  Cysts  of  Cowper’s  Duct,  1911; 
D'agnosis  of  Incomplete  Inguinal  Hernia  in 
Children,  1904;  Thrombi  and  Emboli,  Post- 
surgical  Importance,  1909 ; Tumors  and  Re- 
tention Cysts  of  the  Appendix,  1910;  Chronic 
Duodenal  Dilatation,  its  Concomitant  and 
Sequential  Pathology,  1920;  Post-operative 
Neuroses  of  Pelvic  Origin,  1910;  the  X-Ray 
in  Neurological  Diagnosis,  1923;  The  Omen- 
tum, its  Embryology  and  Histology,  its 
Physiological  Uses,  1915;  Circular  Lacera- 
tion of  the  Cervix  Uteri,  1903;  Gangrene  of 
Gall-Bladder,  1911 ; Ambulatory  Treatment 
of  Ep'didymo-Orchitis,  1907 ; Hepatica  Gum- 
ma Simulating  Perigastric  Abscess,  1910; 
Cancer’s  Treatment,  a Regional  Type  Boat- 
ing. 

However,  Dr.  Crouse’s  chief  aim  was,  first 
and  always,  advancing  the  cause  of  medicine 
in  general  and  making  good  d'agnoses.  He 
felt  greatly  hampered  in  his  work  because 
Uere  was  no  pathological  or  clinical  labora- 
tory equipped  here  in  the  early  days  for 
these  investigations,  so  he  established  what 
was  the  first  modern  clinical  pathological 
laboratory  in  the  southwest  in  1911.  In  or- 
der to  do  this,  he  scoured  the  country  for  a 
pathologist  who  was  thoroughly  trained  and 


competent  to  handle  the  situation.  After  a 
careful  search,  he  invited  Dr.  W.  W.  Waite 
to  come  to  El  Paso  and  establish  this  lab- 
oratory. He  was  personally  sponsor  for  it 
and  paid  the  expenses  of  installing  it  and 
getting  Dr.  Waite  here.  Some  time  after 
the  laboratory  was  organized,  Dr.  Waite 
bought  it  and  has  since  conducted  it,  but  to 
Dr.  Crouse  redounds  the  credit  of  establish- 
ing the  pioneer  pathological  laboratory  in 
the  southwest.  Dr.  H.  H.  Stark,  noted  speci- 
alist who  had  been  located  in  El  Paso  for  a 
number  of  years  and  one  of  the  most  scien- 
tific workers  the  profession  has  ever  had, 
often  declared  that  the  starting  of  this 
laboratory,  was  one  of  the  greatest  aids  to 
modern  medicine  that  happened  during  his 
career. 

As  medicine  advanced  and  new  apparatus 
developed,  Dr.  Crouse  felt  the  need  for  an 
electro-cardiograph  and  metabolic  laboratory 
in  El  Paso,  so,  at  great  expense,  he  estab- 
lished such  an  institution  in  1925,  thus 
again  advancing  the  cause  of  medicine. 
From  all  these  undertakings,  he  himself 
never  personally  realized  one  cent,  his  idea 
and  aim  being  ever  to  advance  the  cause 
of  medicine. 

A man  of  Dr.  Crouse’s  thirst  for  reading 
would  natu'rally  have  more  or  less  of  a 
library,  but  here  again  the  doctor  did  the 
unusual.  He  had  a wonderful  private  library, 
containing  full  sets  of  all  the  important 
American  medical  journals,  besides  having 
all  the  modern  books  on  nearly  every  sub- 
ject in  medicine.  He  used  to  keep  his  library 
at  the  office,  but  it  grew  so  large  this  be- 
came impracticable,  so  he  had  the  third  floor 
of  his  home  fixed  up  espacially  for  this  pur- 
pose, where  he  could  read  and  study  to  his 
heart’s  content. 

As  a physician  and  surgeon,  he  was  en- 
thusiastic to  do  for  his  patients  everything 
that  was  possible,  regardless  of  their  means 
or  ability  to  pay,  and  it  was  this  whole- 
hearted interest  that  he  took  in  his  cases, 
together  with  his  charming  personality, 
which  attracted  them  and  accounted  for  his 
large  and  far-reaching  practice,  and  it  was 
these  particular  traits  in  Dr.  Crouse  that 
endeared  him  to  so  many  of  his  patients. 

Dr.  Crouse  was  always  busy,  and  yet  also 
a great  reader.  He  had.  a wonderful  mem- 
ory and  was  bettet  posted  than  most  mem- 
bers of  the  profession.  With  all  his  other 
work  he  yet  found  time  to  devote  some  at- 
tention to  community  work.  As  a prominent 
example  of  this  work,  which  perhaps  stands 
out  above  all  others : A few  years  ago  the 
city  was  badly  infected  with  mosquitoes  due 
to  flooded  districts  in  southeast  El  Paso.  Dr. 
Crouse  became  interested  in  the  matter  and, 
through  the  aid  of  the  city  and  county,  he 
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IPRAL 

{ calcium  ethylisopropylbarbiturate } 

SQUIBB 

An  Effective  Hypnotic 
Small  Dosage 
No  Bad  After-Effects 

Ipral  Squibb  Approximates  the  "Ideal  Hypnotic” 
as  described  by  Jackson  and  Lurie* 

“The  ideal  hypnotic  should  posess  a rapid  free  from  depressing  action  upon  the 
action.  The  dosage  should  be  small  with  heart.  Finally,  it  should  not  cause  the 
a wide  latitude  between  therapeutic  and  patient  to  have  a feeling  of  ‘dopiness’ 
lethal  doses.  It  should  be  free  from  or  drowsiness  upon  awakening.  More- 
immunizing  effect,  should  not  color  the  over,  its  action  should  be  selective,  only 
urine — an  indication  of  destruction  of  the  highest  cerebral  cells  being  affected 
red  blood  corpuscles — and  it  should  be  by  even  large  doses.” 

*Journal  of  Laboratory  and  Clinical  Medicine , 11 :1 16. 

EJCSquibb  &.  Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 
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728  South  Hill  St.,  Los  Angeles,  California 
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succeeded  in  getting  the  United  States  Pub- 
lic Health  Service  to  send  a specialist  to  aid 
in  clea'ring  up  the  situation ; and  from  that 
time  to  this  there  has  been  no  mosquito 
nuisance.  Some  few  years  ago  there  was  a 
crisis  in  public  health  affairs  in  this  city 
when  certain  anti-vaccinationists  were  at- 
tempting to  break  down  all  requirements 
for  vaccination,  particularly  of  scho"l  child- 
ren. Dr.  Crouse  became  interested  in  this 
matter  and,  by  creating  public  sentiment 
and  organizing  various  public  health  forces, 
succeeded  in  getting  an  unusually  good  ordi- 
nance passed  supporting  vaccination.  These 
two  pieces  of  important  work,  with  his 
campaign  in  Victoria  against  flies  and  mos- 
quitoes, probably  stand  out  as  his  most 
useful  community  work. 

Dr.  Crouse  had  a wonderful  personality ; 
he  was,  one  might  say,  very  magnetic,  at- 
tracting those  whom  he  liked  and  repelling 
those  he  disliked.  He  always  entered  into 
the  work  at  hand  with  marked  enthusiasm 
and  at  meetings  and  conventions  he  was 
always  recognized  as  a leader  on  account  of 
his  special  abilities.  He  could  tell  remark- 
able stories  and  anecdotes  of  his  college  days 
and  the  experiences  he  had  as  a reporter. 
He  could  also  tell  equally  interesting  ex- 
periences he  had  while  in  South  Texas,  when 
mixed  up  with  some  of  the  feuds  there;  and 
he  was  always  just  as  enthusiastic  about 
fishing,  being  one  of  the  most  successful 
fishermen  who  ever  visited  Roosevelt  Lake. 
He  was  a man  of  great  imagination,  had 
ability  as  a Writer,  was  a member  of  the 
Writer’s  League,  wrote  short  stories  and 
bits  of  verse  to  fit  any  occasion.  One  of 
his  contributions  to  El  Paso  was  a widely 
distributed  booklet  entitled,  “El  Paso!  The 
Land  of  Sunshine,  Where  the  Windows  are 
Always  Open  and  the  Ground  is  Never  Wet.” 
His  writings  won  for  him  wide  recognition 
and  a very  extensive  acquaintance. 

He  was  invited  to  the  Pacific  Coast  about 
three  years  ago  to  give  several  lectures  in 
San  Francisco,  Los  Angeles,  and  Portland, 
on  various  public  health  subjects.  He  had 
a wonderful  trip  and  was  graciously  re- 
ceived. He  was  always  enthusiastic  to  secure 
recognition  for  Texas  in  the  way  of  public 
health  work,  but  he  never  succeeded  in 
overcoming  certain  opposition  to  obtaining 
these  benefits. 

In  1914,  he  visited  Germany  and  many  of 
the  noted  clinics.  This  was  just  at  the  time 
t’'e  world  war  broke  out  and  while  there  he 
was  arrested  as  a spy,  but,  after  careful  in- 
vestigation, was  soon  released.  He  always 
enjoyed  telling  about  this  trip,  about  his 
arrest  and  his  visits  to  the  various  clinics. 

Dr.  Crouse  was  a member  of  the  El  Paso 
County  Medical  Society,  the  Texas  State 


Medical  Association,  the  American  College 
of  Surgeons,  of  which  he  was  one  of  the 
organizers,  and  was  on  the  Board  of  Gov- 
ernors, being  one  of  the  three  delegates 
from  Texas  who  went  to  the  organization 
meeting.  He  was  also  a member  of  the 
Medical  and  Surgical  Association  of  the 
Southwest.  He  was  president  of  the  El  Paso 
County  Medical  Society  in  1912;  president 
of  the  South  Texas  Medical  Association  in 
1903.  For  the  1927  meeting  of  the  Medical 
and  Surgical  Association  of  the  Southwest, 
which  met  in  El  Paso,  Dr.  Crouse  was  ap- 
pointed Chairman  of  the  Program  Com- 
mittee and  not  only  developed  one  of  the 
finest  programs  ever  presented,  but,  through 
his  untiring  energies,  the  meeting  was  also 
well  advertised,  with  the  largest  attendance 
that  has  ever  been  present  at  one  of  these 
meetings.  It  was  also  the  best  meeting  the 
Association  has  ever  held.  Many  noted  sur- 
geons and  research  men  from  various  parts 
of  the  country,  extending  from  coast  to 
coast,  were  guests  at  the  meeting  and  fur- 
nished the  program.  Following  this  meeting, 
Dr.  Crouse  was  elected  president  and,  in  his 
speech  of  acceptance,  he  said  he  considered 
it  the  greatest  honor  of  his  life  and  he 
would  do  all  in  his  power  to  make  the  next 
meeting  a success  also,  but  that  he  feared 
he  would  not  live  to  see  the  next  meeting. 
His  prophecy  was  partly  true.  He  lived  the 
year  out,  but  was  unable  to  attend  the  an- 
nual meeting  because  of  his  illness.  Even  on 
his  sdck-bed  he  showed  keen  interest  in  what 
was  going  on  and  was  pleased  to  hear  a re- 
port of  the  meeting,  at  which  he  would  have 
presided  had  he  been  well. 

Dr.  Crouse  was  a member  of  the  Elks,  and 
Exalted  Ruler  from  1908  to  1909. 

In  his  family,  the  Doctor  was  kind  and 
devoted,  giving  his  children  the  best  in  the 
way  of  educational  development.  He  is  sur- 
vived by  his  widow,  Mrs.  Maude  Austin 
Crouse  and  their  daughter,  Patricia,  and  by 
four  other  daughters  of  former  marriages, 
Miss  Esme,  Mrs.  Vera  Sears,  Mrs.  Sonia 
Phillips,  and  Miss  Helen. 

His  last  illness  began  some  two  or  three 
years  ago  when  he  developed  high  blood 
pressure  and  some  angina  pains  which 
gradually  grew  worse.  By  rest  and  care  he 
improved  somewhat,  but  early  in  January, 
1928,  he  had  an  attack  of  severe  angina, 
which  proved  to  be  a coronary  occlusion. 
After  some  months’  rest,  he  took  up  his 
work  aga:n,  but,  as  the  result  of  performing 
a serious  operation,  he  had  a second  attack. 
This  was  followed  by  paralysis  of  his  right 
side,  from  which  he  never  recovered,  though 
he  was  conscious  until  the  end. 

Funeral  services  were  at  his  home. 

Burial  was  in  Evergreen  Cemetery.  Pall- 
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bearers  were  Dr.  W.  W.  Waite,  Dr.  W.  R. 
Jamieson,  Dr.  H.  T.  Safford,  Dr.  J.  A. 
Rawlings,  Dr.  G.  Werley  and  Dr.  E.  A. 
Duncan. 


RESOLUTION 

El  Paso,  Texas,  May  8,  1929. 

WHEREAS,  It  has  pleased  Almighty  God 
to  summon  to  eternal  rest  our  esteemed  as- 
sociate and  friend,  Hugh  W.  Crouse,  he  it 

RESOLVED.  That  we,  the  officers  and 
members  of  the  El  Paso  County  Medical 
Society  extend  to  his  bereaved  family  nur 
sincere  sympathy  for  the  loss  of  one  who 
was  a shining  avatar  to  us  all  in  honesty, 
charity  and  devotion  to  his  profession  and 
in  the  consistent  discharge  of  his  whole 
duty  in  all  the  relations  of  his  life ; he  it 
finally. 

RESOLVED,  That  these  resolutions  be 
spread  upon  the  minutes  of  the  El  Paso 
County  Medical  Society  and  that  copies  be 
sent  to  the  Texas  State  Medical  Society,  of 
which  he  was  a long  and  valued  member, 
and  to  the  bereaved  family. 

Willis  W.  Waite, 

Paul  Gallagher, 

E.  K.  Armistead. 


NAVAJO-APACHE  COUNTY  (Ariz.) 
MEDICAL  SOCIETY 

A meeting  of  the  Navajo-Apache  County  Medical 
Society  was  held  Feb.  2,  1929,  at  the  office  of  Dr. 
H.  K.  Wilson,  Holbrook,  Arizona.  The  attendance 
was  small  due  to  weather  condiitons  and  the  fact 
that  there  was  an  epidemic  of  influenza  throughout 
the  two  counties.  The  following  physicians  were 
present: 

Dr.  P.  D.  Sprankle Winslow,  Arizona 

Dr.  R.  M.  Stump Winslow,  Arizona 

Dr.  T.  J.  Bouldin... St.  Johns,  Arizona 

Dr.  H.  K.  Wilson Holbrook.  Arizoan 

Dr.  J.  W.  Bazell.. Winslow,  Arizona 

The  minutes  of  the  last  meeting  were  read  and 
approved. 

The  application  of  Dr.  R.  M.  Stump  of  Winslow 


was  voted  upon  favorably  and  he  was  accepted  a 
member  of  the  society. 

The  motion  was  made  and  carried  that  all  1928 
officers  be  reelected  for  1929,  with  the  addition  of 
a second  Vice-President  from  Apache  County.  They 
are  as  follows: 

Dr.  C.  L.  Hathaway President 

Dr.  H.  K.  Wilson First  Vice-President 

Dr.  T.  J.  Bouldin Second  Vice-President 


SAVE  MONEY  ON 
YOUR  X-RAY  SUPPLIES 

Get  Our  Price  List  and  Discounts 
Before  You  Purchase 

WE  MAY  SAVE  YOU  FROM  10%  TO  25% 
ON  X-RAY  LABORATORY  COST 

Among  the  Many  Articles  Sold  Are 
X-RAY  FILM — Buck  X-Ograph,  Eastman  or  Agfa  Super- 
speed Duplitized  Film.  Heavy  discounts  on  standard 
package  lots.  Buck  X-Ograph,  Eastman  and  Justrite 
Dental  Films.  Fast  or  slow  emulsions. 


radiographs  on  heavy  parts,  such  as  kidney,  spine, 
gall-bladder  or  heads. 

Curved  Top  Style — up  to  17x17  size  cassettes $250.00 

Flat  Top  Style — 11x14  size,  $175.00;  14x17  size  $260.00 
BARIUM  SULPHATE.  For  stomach  work.  Finest  grade. 

Low  price.  Special  price  on  100-pound  lots. 
DEVELOPING  TANKS,  4,  5 or  6 compartment  stone,  wili 
end  your  dark  room  troubles.  Ship  from  Chicago, 
Brooklyn,  Boston  or  Virginia.  Many  sizes  of  enameled 

DENTAL  FILM  MOUNTS.  Black  or  gray  cardboard  with 
celluloid  window  or  all  cellulod  type,  one  to  fourteen 
film  openings.  Special  list  and  samples  on  request. 
Either  stock  styles  or  imprinted  with  name,  address, 

INTENSIFYING  SCREENS-  Buck  X-Ograph,  Patterson  or 
E.  K.  Screens,  for  fast  exposure,  sold  a’one  or  mount- 
ed in  cassettes.  Liberal  discounts.  All-metal  cassettes 
in  several  makes. 


If  you  have  a ma- 
chine have  us  put 
your  name  on  our 
mailing  list. 


GEO.  W.  BRADY  & CO. 

790  S.  Western  Ave.,  CHICAGO 


The  G.  YVilse  Robinson  Sanitarium 
and  Neuro-Psychopathic  Hospital 

For  Nervous  and  Mental  Disorders 
and  Allied  Conditions 
Alcoholism  and  Drug  Addiction 

Pleasantly  located,  on  a beautiful  tract  of  25  acres. 
Buildings  are  commodious  and  attractive.  Rooms 
with  private  bath  are  available. 

Approved  diagnostic  and  therapeutic  methods  used. 
Occupational  therapy,  recreation  and  entertainment. 
G.  YVilse  Robinson.  M.  I).,  Medical  Director 

Office:- — Suite  814-817  Medical  Arts  Bldg. 
34th  and  Broadway. 

Sanitarium: — 8100  Independence  Road, 
Kansas  City,  Missouri 
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NOW  READY 

We  have  just 
issued 


A NEW  PAMPHLET 


devoted  to  a discussion 
of  May,  June,  and  July 

HAY  FEVER 

and  in  this  bulletin  the 
chief  causative  plants 
are  illustrated  in  natu- 
ral colors. 


Copy  sent  on  request 


The  Arlington  Chemical  Company 

YONKERS,  N.  Y. 
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Dr.  J.  W.  Bazell Secretary  and  Treasurer 

Dr.  H.  K.  Wilson Delegate  to  State  Med.  Assn. 

Dr.  Don  G.  Lynwalter  . .Alternate  to  St.  Med.  Assn. 

Topics  of  general  interest  were  discussed  through- 
out the  evening. 

The  next  meeting  willbe  held  early  in  May  at 
Winslow. 

J.  W|  BAZELL,  M.  D.,  Sec’y. 

SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians’  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 


listers 


Cas  e in  - p a t_  r> 


Dietetic  Flour 


Starch-free  Diabetic  Foods  that  are  ap- 
petizing are  easily  made  in  the  patient’s 
home  from  Listers  Flour.  It  is  self-rising. 
Ask  for  nearest  depot  or  order  direct. 

LISTER  BROS.  Inc.,  41  East  42nd  St.,  NEW  YORK 


From  Text  Books  of  Over  a Decade 

MEAD’S  DEXTRI- MALTOSE 

FOR  more  than  twenty  years  dextrin- 
maltose  has  been  cited  in  text  books  of 
leading  authors  on  infant  feeding.  During 
this  period,  no  reversal  of  opinion  has  oc- 
cured,  and  the  opinions  set  out  by  the 
earlier  writers  are  shared  by  those  of  today. 

This  form  carbohydrate  in  the  combi- 
nation of  Mead’s  Dextri-Maltose  is  usually 
the  sugar  of  hrst  con- 
sideration where  the 
infant’s  diet  is  one  of 
diluted  cow’s  milk 
with  carbohydrate  ad- 
ditions. 

For  years  it  has  been 


From  Text  Books 
of  me r a decade’ 


b 


* \ cians  both  for  the 

routine  feeding  of  well 

MEAD'S 

OfXTq,  ru-.Ai.TOS* 

gSal  babies,  and  in  correc- 

o+t 

pgg  tive  diets  for  the  treat- 

■ VI  - 

F *1]  ment  of  nutritional 

» disturbances. 

■■  * 

MEAD  JOHNSON  COMPANY 

Evansville,  Indiana 


cKonifii 

(An  Antiseptic  Liquid) 

SxeeMioe  c4urifiii 


Thysician’s  samples 
sent  without  cost 
or  obligation. 


THE  NONSP1  COMPANY 
2652  WALNUT  STREET 
KANSAS  CITY.  MISSOURI 


Send  free  NONSPI 
samples  to: 


UNIVERSAL 

Perfected ' 


GLOLITE 


convenient 
any  other  form  o. 


It  Makes  a Difference  Who 
Builds  the  Infra-Reds  You  Buy! 

Be  sure  to  compare  Glolites 
before  you  buy.  Thei|  are 
made  in  several  styles 
ranging  in  price  from 

’j£.foi2730  — 


- ,,h.  very  Bnest  quality. 

Glol.teaarofthe  UND  Infra  Red 

3„d  were  the  hr**  ^ Protession. 

Generator  offered  ^ havc 

Practically  al'  TYPE 

adopted  SOME  

round  eenetatot 


Many  consider  " Clofite " 
Intra-Red  radiation  actu-  I 
ally  better  than  diathermy  I 
for  treatment  within  three  | 
inches  ol  the  surface. 


The  Lamp  is  efficient— beautiful  in  design— 
Sturdy  in  construction  W makes  a most 
imj^^j^y^g^^^^^h^^doctor’s  office. 


MANUFACTURED  B 


PAUL  E.  JOHNSON, Inc. 


MERCURY  QUARTZ  LAMER 


18X4-30  SOUTH  ALBERT  STREET 

Chicago,  U.  S.  A. 

fyrtie  Us  Of  Omj  Out/rof/zed  0ea/er~. 
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ALBERT  SOILAND  CLINIC 

1407  South  Hope  Street  Los  Angeles,  California 

Hours  9:00  to  4:00  Telephone  WEstmore  1418 


An  institution  fully  equipped  for  the  study,  diagnosis 
and  treatment  of  neoplastic  diseases 


Albert  Soiland,  M.  D.  Wm.  E.  Costolo-w,  M.  D. 

Orville  N.  Meland,  M.  D.  Egbert  J.  Bailey,  M.  D. 

A.  H.  Warner,  Ph.  D.,  Physicist 


Quartz-Mercury  Arc  Lamps 
Carbon  Arc  Lamps 
Deap  Therapy  Lamps 
Zoalites-Infra  Red 


Priced  from  $300.00  to  $1800.00 
Priced  from  $47.50  to  $600.00. 
Priced  from  $10.00  to  $350.00. 


Priced  from  $15.75  to  $185.00. 

Diathermy  Equipment 

Priced  from  $50.00  to  $600.00. 
Physio-Therapy  appliances  of  all  types  carried  in  stock. 
Liberal  discount  for  Cash  or  Easy  Installment  terms. 


KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  for  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheerer,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-S  camion  Company. 
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The  House  of  a Thousand  Windows 

“For  the  Treatment  of  Tuberculosis ” 

New,  fireproof  construction.  Electric  elevator  service.  Single  rooms  or 
en  suite.  Sleeping  porches.  Private  or  connecting  bath.  Showers.  Medi- 
cal Staff  in  constant  attendance.  All  approved,  modern  methods  used  in 
treatment.  Special  provisions  HELIOTHERAPY. 

Write  for  our  New  Booklet 
“A  STORY  OF  SUNSHINE  AND  HEALTH" 

THE  HOMAN  SANATORIUM 

EL  PASO,  TEXAS 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy  equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments'  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 

Write  us  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 
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Kansas  City  Annual  Fall  Clinical  Conference  of  the 
Kansas  City  Southwest  Clinical  Society 

October  7,  8,  9,  10,  11,  11929,  Kansas  City,  Missouri 
Headquarters  and  Meetings  at  President  Hotel. 

OPERATIVE  AND  DIAGNOSTIC  CLINICS  daily  from  8:30  to  11:30  at  Allied  Hospitals. 

A COMPLETE  POST-GRADUATE  COURSE  at  the  President  Hotel.  Twenty  Classes  each 
morning. 

CLINICS  AND  CLINICAL  LECTURES  each  afternoon  by  the  following  distinguished 
guests: 

Dr.  Chevalier  Jackson,  Philadelphia,  demonstrating  the  uses  of  the  bronchoscope 
and  the  removal  of  foreign  bodies  from  the  bronchi  of  the  lungs.  He  will 
also  give  an  address  on  “Pulmonary  Congestions.” 

Dr.  George  W.  Crile,  Cleveland,  will  give  an  address  on  “The  Surgical  Abdomen” 
and  will  hold  a surgical  diagnostic  clinic. 

Dr.  Thomas  McCrae,  Philadelphia,  giving  a clinic  on  “Unusual  and  Usual  Medical 
Cases.”  He  will  give  an  address  on  “Differential  Diagnosis  of  Certain  Chest 
Lesions.” 

Dr.  Bela  Schick,  Austria  and  New'  York  City,  will  demonstrate  his  famous  “Schick 
Test”,  give  a clinic  and  an  address  on  “Feeding  Problems  in  Children.” 

Dr.  William  Allen  Pusey,  Chicago,  will  hold  a clinic  on  “The  Diagnosis  and  Treat- 
ment of  Certain  Skin  Diseases.”  The  subject  of  his  address  will  be  “The  Use 
of  Helio-therapy  in  the  Treatment  of  Certain  Skin  Lesions.” 

Dr.  Robert  Osgood, Boston,  will  give  an  address  on  “New'er  Methods  in  Treatment 
of  Arthritis”  and  a clinic  on  “Polyarthritis.” 

Dr.  J.  C.  Litzenberg,  University  of  Minnesota,  will  give  an  account  of  his  latest 
research  on  “Tubal  Pregnancy,”  and  will  hold  a clinic  on  “The  Differential 
Diagnosis  of  Tubal  Pregnancy.” 

Dr.  Vilray  P.  Blair,  St.  Louis,  will  give  a clinic  and  demonstration  of  “Plastic 
Work  on  the  Face,”  and  an  address  on  “Newer  Methods  of  Skin  Grafting.” 
Additional  distinguished  guests  will  be  announced  later. 

ENTERTAINMENT: 

Public  Meeting,  Monday  Evening. 

Get-Together  Smoker,  Tuesday  Evening.  Golf  Tournament,  Friday  Afternoon. 
Alumnae  Dinners,  Wednesday  Evening.  Golf  Dinner,  Friday  Evening. 


NEURO-PSYCHIATRIC 

CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 
DRUG  ADDITIONS 


Founded  1896  by  Dr.  Hubert  Work 


New  Building 

New  Equipment 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


H.  A.  LaMoure,  M.  D. 

Superintendent 


— a Good  Expectorant 
— a Stimulant  for  the  Appetite 


-a  Form  of  Creosote  that  Pa- 
tients Will  Tolerate 


— a Valuable  Adjunct  in  Treat- 
ing Tuberculosis 

— an  Effective  Remedy  in  Bron- 
chitis, Stubborn  Coughs  and 
Respiratory  Ailments 


Calcreose  can  be  given  in  large  doses  for  long  periods  without  apparent  difficulty 

Samples  of  Tablets  to  Physicians  on  Request 


V 


L 


THE  MALTBIE  CHEMICAL  CO.  Newark.  New  Jersey 

Manufacturers  of  Pharmaceutical  Products 
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As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Tr; 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  floes  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


WHEN  OMMEROAD 
TO  RECOVERY 


CONVALESCENCE 

i r»  recuperative  power  ...  That  is 
why  Mor lick’s  the  Original  Malted 
Milk  is  used  with  such  universally 
good  results  when  the  patient  is 
on  the  road  to  recovery. 


It  supplies  nutrients  most  needed 
for  the  rebuilding  of  health  and 
strength.  By  the  exclusive  Morlick 
process,  these  food  elements  are 
rendered  easily  and  quickly  assimi- 
lable. Eor  samples,  address  — 
MORLICK  — Racine,  Wis. 


THE  ORIGINAL 


MALTED  MILK. 


H O R LI  C K’S 


The 

California  Tuberculosis 
Association 

Announces  a Summer  Course  for  the  Study  of 
Tuberculosis  under  the  direction  of 

Dr.  Allen  K.  Krause,  Johns  Hopkins 
Medical  School 

Los  Angeles  July  15th  to  26th 
San  Francisco  July  29th  to  August  9th 

w 

Enrollment  limited  to  25  in  each  place.  Ap- 
plication for  enrollment  should  be  made  to 
the  California  Tuberculosis  Association,  901 
Griffith-McKenzie  Building,  Fresno,  Cali- 
fornia. Fee  $25.00  Program  will  be  publish- 
ed at  a later  date. 


— Jlr 


Comhined 


HERNIA,  PTOSIS 


and  SACRO-ILIAC 


Support  for  Men 


The  Camp  Patented  Adjustment 
in  back,  as  shown  below,  scien- 
tifically governs  the  firmness,  and 
the  pads  are  placed  and  fastened 
permanently  at  the  correct  places. 
Fitted  leg  straps  anchor  it  to  per- 
fect body  position.  Variable  to 
any  tightness  or  pressure  as  re- 
quired with  maximum  comfort. 
Sold  by  surgical  houses  and  the 
better  department  stores. 


rite  for  our  Physicians'  Manual 

of 

CAMP  SUPPORTS 

. H.  Camp  & Company 

Jackson,  Michigan 

330  Fifth  Avenue 


a.  Madison  St. 

li  i r a r.  n 
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"Particular 
Prescriptionists ” 

Distributors  for 

Parke,  Davis  & Co’s. 

BIOLOGICALS 

and  AMPOULES 

Sufficient  Stock  for 
All  Emergencies 


Fresh  Stock  of 

Rabies  Treatment 

Cumming  Method 

Manufactured  by 

Parke,  Davis  & Co. 

On  Hand  at  All  Times 


Mail,  Telephone  and  Telegraph 
Orders  Given  Immediate  Attention 


Wayland's  Central 
Pharmacy 

Goodrich  Block 
PHOENIX,  ARIZONA 


Lubricant 


Laxative 


Antacid 


Uniform,  permanent,  unflavored  emul- 
sion of  Liquid  Petrolatum  (U.S.P.), 
and  Milk  of  Magnesia  (U.S.P.),  pala- 
table, non -irritating,  does  not  disturb 
digestion. 

]|§agnesia-Mineral  Qil  (25) 

HAITI 

Accepted  for  N.  N.  R.  of  the 
American  Medical  Association 
formerly  Haley’s  M-O  Magnesia  Oil 

Intestinal  lubricant,  fecal  softener, 
antacid,  emollient,  laxative. 

Clinical  experience 
gathered  from 
thousands  of  phy- 
sicians by  ques- 
tionnaires suggests 
its  use  in  Oral  or 
Gastro -intestinal 
Hyperacidity,  Fer- 
mentation, Gastric 
or  Duodenal  Ulcer, 
Intestinal  Stasis, 
Autotoxemia,  Ob- 
stipation Colitis, 
Hemorrhoids,  Pre 
or  Post  Operation, 
Pregnancy,  Ma- 
ternity, Infancy, 
Childhood,  Old 
Age.  As  an  ant- 
acid mouth  wash. 

Generous  sample  and  literature  on  request 

The 

HALEY  H-«  COIIPAYY,  Inc. 

Geneva,  New  York 


raerly  kno*n  , 

i M O Magnb 


i M O Magnb 


FORMULA: 

Each  Tal»lespoonful  Contains 
Magma  Mag.  (I  . S.  P.  ) 5 iii„ 
Petrolaf.  I (I  S,  P 3 j 
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The  Value  of 


Colloidal  Silver 


From  the  ancient  days  of  the  Arabian  physicians,  Geba 
and  Avicenna,  has  come  the  use  of  silver  as  a therapeutic 
agent.  Its  modern  exhibition  is  in  the  form  of  NEO- 
SILVOL,  a compound  of  silver  iodide  with  a soluble 
gelatin  base,  which  is  therapeutically  effective  without 
causing  irritation,  and  which  leaves  no  dark  tell-tale 
stains. 

Neo-Silvol  Contains  20 V°  Silver  Iodide 
in  Colloidal  Form 

Note  these  facts:  Neo-Silvol  is  fatal  to  the  gonococcus, 
streptococci,  staphylococci,  pneumococci,  and  Micro- 
coccus catarrhalis.  Against  streptococci  and  staphylococci 
it  is  as  actively  germicidal  as  pure  phenol — and  applicable 
in  much  more  concentrated  solution.  Against  the  gono- 
coccus it  is  20  times  as  active  as  pure  phenol.  Y et  Neo-Silvol 
does  not  precipitate  tissue  chlorides,  nor  does  it  coag- 
ulate cellular  albumin;  weak  acids  or  alkalis  or  dilute 
alcohol  do  not  precipitate  it. 

Neo-Silvol  should  be  at  hand  for  use  in  treating  infec- 
tious inflammation  of  any  mucous  membrane — in  eye, 
ear,  nose,  throat,  urethra,  or  bladder. 


HOW  SUPPLIED 

In  1-oz.  and  4-oz.  bottles  of  the  granules  — In  6-grain  capsules,  bottles  of 
50,  convenient  for  making  solutions  — Asa  5%  ointment  in  1 -drachm  tubes. 
— In  the  form  of  Vaginal  Suppositories,  5 %,  boxes  of  1 2. 


Shall  we  send  you  a sample  oj  the  capsules? 


Parke,  Davis  & Company 

DETROIT,  MICHIGAN 


9.  nfl.  t. 


new  ideals  off  Simplicity  and 
Results  in  feeding  infants  depriv- 
ed of  breast  milk.  By  going  back 
to  fundamentals,  9.  M.  il.  bas 
literally  created  new  ideals  as  to 
simplicity  and  results.  9.  M.  T.  re- 
quires no  modification  or  change 
for  full  term,  normal  infants. 


After  you  have  tried  S.  N.  V.  you  will 
understand  why  it  has  been  necessary 
to  double  the  production  facilities  this 
year. 


May  we  send  you  trial  packages? 


S.  M.  A.  is  Produmd  liy  1'i‘rmi s.ion  of  (he 


■tallies  and  Childrens  Hospital  of  Cleveland 


© The  Taboratory  Products  Company 


West  of  Rockies 
440  Phelan  Building 
Son  Francisco,  Cal. 


Cleveland,  Ohio 

■ n Canada 
04  Gerrard  St.,  East 
Toronto 


PATHOLOGICAL 

LABORATORY 

providing- 

LABORATORY 

and 

X-RAY 

CONSULTATION 

SERVICE 

for 

THE  MEDICAL  PROFESSION 

of 

ARIZONA 

c=atz=ur=o 


Pathological  Laboratory 

Suite  320  Goodrich  Building 
Mail  Address  P.  0.  Box  1587 
Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
Harlan  P.  Mills.,  M.  D. 


Clarence  N.  Boynton,  M.  A 
Wm.  J.  Horspool,  Bus.  Mgr 
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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
of  nutrition,  and  to  promote  tolerance  of  remedies. 

GASTRON — the  acid-aqueous-glycerin  extract  of  the  entire  gastric 
mucous  membrane*  prescribed  simply  by  the  name — G A S T R 0 N. 

Samples,  literature,  upon  request. 

•Alcohol-free. 

Fairchild  Bros.  & Foster 

NEW  YORK 

■ 


Hay  Fever 

has  been  prevented  in 
thousands  of  cases  with 

Pollen  Antigen 

Introduced  by  the 

Lederle  Antitoxin  Laboratories 

in  1914 

Since  the  introduction  of  Pollen  an  increasing  number  of  physicians 
Antigen  Lederle,  each  year  has  added  have  familiarized  themselves  with 
evidence  to  the  value  of  this  product  the  Hay  Fever  problem  and  are  re- 
in the  prevention  or  relief  from  symp-  lieving  patients  of  their  seasonal 
toms  of  Hay  Fever,  and  each  year  attacks. 


Lf. D ROLL  Ant  .'TOXIN  LxBOUATOBieS 
New  You* 


Lederle  Antitoxin  Laboratories  where  Pollen  Antigens  were  developed  in  1914 


PROPHYLACTIC 

TREATMENT 


may  be  commenced  as  late  as  two  weeks  be- 
fore the  date  of  the  expected  attack.  Fifteen 
graduated  doses  of  an  appropriate  Antigen 
are  required.  Patients  usually  suffer  little  in- 
convenience from  the  injections,  and  many 
are  completely  protected  from  Hay  Fever 
attacks. 


Literature  on  request 

LEDERLE  ANTITOXIN  LABORATORIES 

NEW  YORK 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

An  institution  providing  adequate  facilities  for  the  scientific  study,  diag- 
nosis, and  treatment  of  cancer  and  other  neoplastic  diseases. 

Recognized  therapeutic  measures  for  the  treatment  of  cancer  are  radium, 
high  voltage  x-ray  and  surgery. 

Results  in  cancer  therapy  are  entirely  dependant  upon  early  diagnosis, 
thorough  study  and  proper  application  of  such  of  the  above  methods  of 
treatment,  either  alone  or  in  combination,  as  each  case  may  indicate. 

We  desire  to  confer  and  cooperate  with  the  medical  profession  in  the  diag- 
nosis and  treatment  of  cancer  and  other  neoplastic  diseases. 

DR.  REX  DUNCAN  DR.  H.  H.  HATTERY 

and  Staff 


Office  Hours:  10  A.  M.  to  4 P.M. 
1052  West  Sixth  St. 


TRinity  3683 
Los  Angeles 
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Specialists  in 

the  Southwest 

EL  PASO,  TEXAS 

LESLIE  M.  SMITH,  M.  D. 

J.  A.  RAWLINGS.  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

and 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

HARRY  LEIGH.  M.  D. 

1029  First  National  Bank  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

404  Roberts-Banner  Bldg.  El  Paso 

W.  R.  JAMIESON,  M.  D. 

Genito  Urinary.  Skin  and  Rectal 
Diseases 

W.  E.  VANDEVERE,  M.  D. 

Eye.  Ear.  Nose  and  Throat 

921  First  National  Bank  Bldg.  El  Paso 

Bronchoscopy  and  Esoph agoscopy 

218  Mills  Bldg.  El  Paso 

FRANKLIN  D.  GARRETT.  M.  D. 

W L.  BROWN.  M D C.  P.  BROWN.  M.  D 

BROWN  AND  BROWN 

Suite  404  Roberts-Banner  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

DR.  L.  A.  NEIL 

G.  WERLEY,  M.  D. 

Practice  limAted  to 

■ 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

Diseases  of  the  Heart 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 

1,01-2  Roberts-Banner  B'dg.  El  Paso 

Your  Professional  Card  in  this  space  reaches 

F.  C.  GOODWIN,  M.  D. 

Practice  Limited  to 

Orthopaedic  Surgery 

every  member  of  the  profession  in  the  entire 

southwest.  Write  for  rates. 

823-824  Mills  Bldg.  El  Paso,  Texas 

JOHN  W.  CATHCART,  M.  D. 

JAMES  VANCE,  M.  D. 

Practice  Limited  to 

and 

Surgery 

C.  H.  MASON.  M.  D. 

313-4  Mills  Bldg.  El  Paso 

Practice  Limited  to 

X-Ray  and  Radium 

HOURS:  11  TO  Ift'.SO 

311  Roberts-Banner  Bldg.  El  Paso 

E.  A.  DUNCAN,  M.  D. 

K.  D.  LYNCH,  M.  D. 

Practice  Limited  to 

Genito  Urinary  Surgery 

Internal  Medicine 

414  Mills  Bldg.  El  Paso 

610  Martin  Bldg.  El  Paso 

Ill 


PHOENIX,  ARIZONA 


T.  T.  CLOHESSY.  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

224-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 
Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON,  M.  D. 
Diseases  op  Children 
Heard  Building  Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 

FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
407  Goodrich  Bldg.  Phoenix 

H.  T.  BAILEY,  M.  D. 

MAYO  ROBB,  M.  D. 

Practice  Limited  to 

Eye  Ear.  Nose  and  Throat 
323  Ellis  Bldg.  Phoenix 


MIHAJLO  MATANOVICH,  B ,’S . , M . D . 

Genito  urinary  Diseases 

402  Heard  Building  Phoenix 


H.  M.  PURCELL.  M.  D. 

U ROLOGY 

207  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


TUCSON,  ARIZONA 


CLARENCE  E.  IDE,  M D.,  F. A.  C.  S. 
Eye,  Ear,  Nose,  Throat 
Neurology  and  Endocrinology 
Tonsillectomy  by  Electrocoagulation 
(Diathermy) 

Physicians  Building  Tucson 


Waite’s  Laboratory 

Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 

Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 

PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 
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Every  Doctor  in  the  world  knows  of  the 
Storm  Supporters 

Type  N.  “STORM”  Supporter 


Superior  to  Corsets. 
Long,  special,  laced 
back.  Soft,  low  ex- 
tension on  hips. 
Hose  supporters  at- 
tached. Patients  are 
writing  to  us  about 
these  belts,  but  we 
prefer  having  orders 
from  physicians. 


Ask  for  Literature 

Adaptable  to  Ptosis,  Hernia,  Obesity,  Preg- 
nancy, Relaxed  Saero  Iliac  Articulations,  Kid- 
ney conditions,  High  and  Low  Operations,  etc. 

Katherine  L.  Storm,  M.  D. 

Originator,  Owner,  Maker 
1701  Diamond  St.  Philadelphia,  Pa. 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young-  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


Southwestern  Surgical  Supply  Company 


No.  121  North  First  St. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc. 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 


ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 
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Summer  Diarrhea 

The  following  formula  is  submitted  as  a means  of  preparing  suitable  nourish- 
ment in  intestinal  disturbances  of  infants  usually  referred  to  as  summer  diarrhea: 

Mellin’s  Food  4 level  tablespoonfuls 

Water  (boiled,  then  cooled)  16  lluidounces 

This  mixture  contains  proteins,  carbohydrates  and  mineral  salts  in  a form 
readily  digestible  and  available  for  immediate  assimilation. 

The  need  for  protein  is  well  understood  as  is  also  the  value  of  mineral  salts, 
which  play  such  an  important  part  in  all  metabolic  processes.  Carbohydrates  are 
a real  necessity,  for  life  cannot  be  long  sustained  on  a carbohydrate-free  diet.  It 
should  also  be  stated  that  the  predominating  carbohydrate  in  the  above  food  mixture 
is  maltose — which  is  particularly  suitable  in  conditions  where  rapid  assimilation 
is  an  outstanding  factor. 

Above  all  is  the  satisfactory  result  from  the  use  of  this  suggested 
nourishment,  which  is  well  supported  by  clinical  evidence. 

Mellin’s  Food  Company,  177  State  Street,  Boston,  Mass. 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 

Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-aci  e grove  of  live  oaks.  Central  building  and  private  cottages  with 
modem  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage 'hysicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


KNOX  SPARKLING  GELATINE 
IS  VALUABLE  IN  THE  DIETS  OF 
INFANTS  AND  CHILDREN 


We  have  published  a booklet,  “Value 
of  Edible  Gelatine  in  Infant  and  Child 
Feeding.”  It  contains  many  valuable  sug- 
gestions on  the  proportions  and  method  of 
preparation  for  gelatine  used  in  infant  feed- 
ing, giving  specific  instances  of  results 
achieved  with  infants  and  growing  children. 

Knox  Gelatine  added  to  the  milk  formula 
largely  prevents  the  formation  of  hard  curds, 
and  so  helps  to  correct  regurgitation  and 
vomiting.  It  is  more  readily  digested  and 
absorbed.  Dr.  Downey,  in  his  research  work 
at  Mellon  Institute,  determined  that  the 
addition  of  gelatine  to  the  milk  mixture 
materially  increases  its  available  nourishment. 

Another  important  use  of  Knox  Sparkling 
Gelatine  is  in  the  diabetic  diet.  Here  it 
serves  as  a carrier  of  concentrated  foods,  adds 
to  the  protein  content,  and  gives  the  patient 
a feeling  of  satiety  when  the  meal  is  over. 
Dietitians  use  it  to  increase  the  variety  of 
the  liquid  and  soft  diets  of  convalescents 
and  invalids. 

Back  of  the  manufacture  of  Knox  Spar- 
kling Gelatine  is  41  years  of  experience. 
From  raw  material  to  the  finished  package 
every  process  is  under  constant  chemical  and 


QUALITY  WITH 
ECONOMY 

Knox  Sparkling  Gelatine  is  the  high- 
est quality  for  health.  It  is  a protein 
in  its  purest  form,  particularly  suit- 
able where  carbohydrates  and  acids 
must  be  avoided.  When  you  purchase 
Knox  Gelatine  you  not  only  get  qual- 
ity, but  economy,  for  each  package 
makes  four  different  desserts  or  sal- 
ads of  six  generous  servings  each. 


scientific  control.  Knox  Sparkling  Gelatine 
is  a pure  protein,  unbleached,  unflavored, 
free  from  sugar. 

Further  Booklets  Available 
Recognized  dietitians  have  prepared  these 
additional  booklets  which  explain  the  uses 
of  Knox  Sparkling  Gelatine  in  various  ill- 
nesses. They  offer  a number  of  delicious 
and  appetizing  recipes  which  lend  variety  to 
the  prescribed  diets.  Data  on  interesting 
scientific  tests  is  also  available.  Simply  check 
the  coupon  below  and  mail  it  to  us. 


-« »- 

KNOX  GELATINE  LABORATORIES,  438  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me,  without  obligation  or  expense,  the  booklets  which  I have 
marked.  Also  register  my  name  for  future  reports  on  clinical  gelatine  tests  as 
they  are  issued. 

□ Diet  in  the  Treatment  of  Diabetes  □ Recipes  for  Anemia 

□ Reducing  Diet  □ Value  of  Edible  Gelatine  in  Infant 

□ Varying  the  Monotony  of  Liquid  and  an^  Child  Feeding 

Soft  Diets 


Name Address. 


City. 


State. 


(HOCK  PROOF 
X-RAY  APPARATUS 


c 'An  epochal  development 
in  apparatus  for  medical 
diagnosis 

THe  Victor  Shock  Proof  X-Ray  Ap- 
paratus,  the  latest  development 
emanating  from  the  Victor  Research  and 
Engineering  Departments,  is  now  in  pro- 
duct-ion  and  available  to  the  profession. 

As  its  name  implies,  this  X-ray  unit 
is  absolutely  safe  against  any  possibility 
of  operator  or  patient  coming  in  con- 
tact with  electric  current  on  any  part 
of  the  apparatus — the  first  complete, 
combination  X-ray  outfit  in  the  world 
to  incorporate  this  feature. 

This  development,  the  culmination 
of  years  of  research  and  engineering 
efforts,  answers  the  long  standing  query 
of  roentgenologists  the  world  over: 
How  can  it  possibly  be  accomplished? 
It  is  now  a realization. 

Complete  insulation  of  the  high  volt- 
age current  (both  the  X-ray  tube  and 
high  voltage  transformer  are  immersed 
in  oil  and  sealed  in  the  same  container) 
has  permitted  a revolution  in  apparatus 
design.  The  result  is,  a flexibility  that 
permits  of  technic  never  before  possible 
in  X-ray  diagnosis. 


Shock  proof. 

Silent  operation. 

Compact. 

Self-contained. 

Greater  flexibility. 

Increased  diagnostic  range. 
Eliminates  overhead  system. 
Longer  tube  life. 

Same  tube  used  over  and 
under  table. 


Not  affected  by  altitude  or 
humidity. 

Introduces  a new  principle 
of  control. 

Consistent  results. 

Complete  diagnostic  service. 

Unit  construction  permits 
variation  according  to 
specialty. 
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THE  EMPYEMA  PROBLEM 
With  Particular  Reference  to  Proper 
Drainage* 

JOHN  ALEXANDER,  M.  D.,  F.  A.  C.  S. 

Ann  Arbor,  Michigan 

(Annual  Address  on  Surgery  before  the  Arizona 
State  Medical  Association,  Prescott,  Arizona,  April 
18,  1929.) 

That  there  is  an  empyema  problem  is  ap- 
parent from  the  high  mortality  that  follows 
the  late  diagnosis  and  treatment  of  acute 
empyema,  and  from  the  organic  degenera- 
tions, protracted  disabilities  and  deformities 
that  occur  in  neglected  cases  of  chronic  em- 
pyema. 

In  Table  I are  listed  the  conditions  from 
which  acute  empyema  arises  as  a complica- 
tion. It  is  evident  from  a survey  of  this 
table  that  prevention  of  the  occurrence  of 
acute  empyema  is  usually  beyond  control. 
But  improper  drainage,  by  far  the  most  fre- 
quent cause  of  acute  empyema  becoming 
Chronic,  obviously  is  preventable.  Improper 
drainage  is  chiefly  responsible  for  persist- 
ence of  pyogenic  infection  in  the  walls  of  the 
empyemic  cavity  and  for  production  of  ex- 
cessive scar  tissue  on  the  pulmonary  pleura 
that  binds  down  the  lung,  preventing  it  from 
expanding  to  meet  the  thoracic  wall  and 
from  obliterating  the  empyemic  cavity. 

In  the  following  six  paragraphs  various 
types  of  improper  drainage,  as  listed  in  Ta- 
ble II,  will  be  considered. 

By  too  early  drainage  is  meant  the  open 
drainage,  as  by  costal  resection,  of  an  empy- 
ema that  is  so  young  that  firm  adhesions 
have  not  yet  fixed  the  lung  to  the  thoracic 
wall  at  the  limits  of  the  purulent  collection. 
The  disastrous  consequences  of  this  are  be- 
coming more  widely  recognized,  with  the  re- 
sult that  early  thoracentesis  and  airtight 
intercostal  drainage  are  being  more  com- 
monly employed.  As  an  article  of  mine 
dealing  with  this  phase  of  the  empyema 

*From  the  Department  of  Surgery,  University  of 
Michigan  Medical  School. 


problem  appeared  in  the  June  1,  1929,  issue 
of  the  Journal  of  the  American  Medical  As- 
sociation I shall  not  discuss  it  further  here. 

Too  late  drainage  may  imply  that  grave 
damage  has  already  been  done  to  the  patient 
by  prolonged  toxicity.  Further,  if  the 
amount  of  accumulated  pus  is  great,  the 
lung  is  more  or  less  completely  collapsed  and 
the  heart  pushed  toward  the  opposite  hemi- 


of  empyema.  Appearance  on  recent  admission  to 
University  Hospital;  febrile  and  almost  constantly 
coughing  and  expectorating  pus  from  empyemic 
cavity  via  oroncho-pleural  fistula.  Pneumonic  on- 
set two  and  a half  years  ago.  Complicating  empy- 
ema not  drained  until  four  months  later  and  then 
incision  above  bottom  of  cavity  and  tube  removed 
after  a short  time.  Resulting  thoracic  wall  sinus 
has  alternately  opened  and  closed  ever  since,  at  no 
time  furnishing  adequate  drainage. 

thorax.  In  this  event  both  lung  and  heart 
tend  to  be  held  in  these  positions  by  organ- 
ization of  fibrino-purulent  deposits  on  them. 
When  such  a huge  empyema  is  eventually 
drained,  the  scar  that  is  binding  down  the 
lung  may  refuse  to  stretch  to  permit  pul- 
monary expansion.  A chronic  empyema  is 
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the  result.  Not  rarely,  in  cases  of  delayed 
surgical  drainage,  pus  breaks  through  the 
cortex  of  the  lung  to  drain  itself  through  a 
bronchus.  The  resulting  broncho-pleural  fis- 
tula. if  it  does  not  close  spontaneously  after 
subsequent  proper  drainage  of  the  empyema 
through  the  thoracic  wall,  is  one  of  the  most 
important  of  all  causes  of  failure  of  em- 
pyemic  cavities  to  heal. 

Drainage  of  too  short  duration  results  in 
reaccumulation  of  pus  in  the  only  partly 
closed  empyemic  cavity.  Pus  reaccumulates 
because  the  air-enclosing  walls  of  the  cavity 
cannot  be  got  absolutely  sterile,  even  by  the 
aid  of  dependent  drainage  and  antiseptic  ir- 
rigations. Sterility  of  the  cavity  usually  is 
surely  attained  when  there  is  total  apposi- 
tion and  adhesion  of  its  visceral  and  parietal 
pleural  walls,  and  this  means  complete  clos- 
ure of  the  cavity.  Until  this  takes  place, 
tube  drainage  through  the  thoracic  wall 
should  be  maintained.  Determination  of 
complete  closure  of  the  cavity  is  best  made 
by  introducing  a uterine  sound  through  the 
drainage  hole  in  the  thoracic  wall,  after  tem- 
porary removal  of  the  tubes,  and  sounding 
for  remains  of  the  cavity. 

Even  properly  timed  drainage  in  a sim- 
ple pyogenic  case  of  empyema  without  bron- 
cho-pleural fistula  may  lead  to  chronicity  if 
the  drainage  is  not  so  made  and  maintained 


Fig-  2.  Drainage  tube  wrongly  placed  not  at  low- 
est limit  of  pus  in  empyemic  cavity.  Failure  to 
provide  second  tube  for  antiseptic  irrigations.  Only 
pus  above  level  of  tube  has  drained  off.  Lung 
that  pus  had  pushed  away  from  ribs,  as  well  as  up- 
ward, is  now  visible  but  still  is  collapsed.  Inset 
represents  a frontal  section  of  main  drawing.  In 
Figs.  2,  3 and  4 adhesions  obliterating  the  costo- 
phrenic  sinus  are  represented  by  oblique  lines;  pus 
by  horizontal  lines;  fully  expanded  lung  by  dark 
lobules  and  -collapsed  lung  by  light  lobules. 


Fig.  3.  The  routine  method  for  determining  the 
site  for  dependent  drainage  in  the  posterior  axil- 
lary line  is  to  introduce  an  aspirating  needle  in  the 
ninth  intercostal  space,  and  then  in  successive  high- 
er intercostal  spaces,  until  pus  is  found.  In  the 
early  stage  of  an  acute  empyema,  pus  would  be 
found  in  the  ninth  space,  which  is  just  above  the 
bottom  of  the  normal  pleural  cavity  (inset  A).  Sev- 
eral days  after  the  onset  of  an  empyema,  adhesions 
bridge  the  narrow  costophrenic  sinus  and  raise  the 
floor  of  the  pus-containing  cavity  so  that  the  aspir- 
ating needle  would  fail  to  find  pus  in  the  ninth 
space,  and  perhaps  also  in  the  eighth,  but  would 
find  it  in  the  seventh.  This  is  illustrated  by  the 
main  drawing,  of  which  inset  B is  a frontal  sec- 
tion. Therefore,  dependent  drainage  would  be  at- 
tained by  resection  of  a portion  of  the  eighth  rib 
(should  open  drainage  be  indicated).  See  Fig.  4. 

as  to  keep  the  cavity  empty  of  pus  until  it 
is  obliterated.  Frequent  mistakes  are  (1) 
the  use  of  too  narrow  a drainage  tube  or 
none  at  all;  (2)  too  long  an  unfenestrated 
tube  whose  end  stands  high  in  the  cavity 
above  the  pus;  (3)  too  short  a tube  over 
whose  end  the  tissues  gradually  close  and 
impede  or  stop  drainage;  the  effect  of  this 
is  the  same  as  that  of  drainage  of  too  short 
duration,  which  was  considered  in  the  pre- 
ceding paragraph;  (4)  not  dependent  drain- 
age, in  which  event  a pool  of  pus  persists  be- 
tween the  level  of  the  drainage  opening  and 
the  bottom  of  the  cavity  (Fig.  2)  ; (5)  fail- 
ure to  drain  (a)  secondary  empyemic  pock- 
ets that  may  not  communicate  dependently 
with  the  main  cavity  or  (b)  secondary  cavi- 
ties that  may  not  communicate  with  it  at  all. 

Another  frequent  cause  of  chronicity  is 
the  continuance  of  active  infection  in  the 
walls  of  the  cavity.  This  is  encouraged  if  no 
provision  be  made  for  antiseptic  solution  ir- 
rigations of  the  cavity.  A narrow  tube 
should  always  be  kept  in  the  cavity  for  this 
purpose  in  addition  to  the  much  larger  tube 
that  serves  as  the  drain  (Fig.  4). 

Tuberculous  empyema  that  is  not  sec- 
ondarily infected  with  pyogenic  organisms 
must  never  be  drained  by  incision.  If  with- 
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drawal  of  some  or  all  of  the  fluid  should  be 
indicated,  only  a needle  should  be  used. 
Many  patients  with  simple  tuberculous  em- 
pyema have  lost  their  lives  because  of  the 
superimposed  secondary  pyogenic  infection 
that  inevitably  follows  the  introduction  of 
a drainage  tube.  No  matter  how  high  the 
patient’s  temperature  and  how  thick  and 
ugly  the  aspirated  pus  of  an  acute,  subacute 
or  chronic  empyema,  a drainage  tube  should 
not  be  introduced  if  pyogenic  organisms  can- 
not first  be  clearly  demonstrated  in  smear 
or  culture. 

Space  and  the  scope  of  this  article  do  not 
allow  consideration  of  such  important  de- 
tails in  the  postoperative  management  of 
pyogenic  empyema  patients  as  the  use  of  a 
modified  sanatorium  regime  to  restore  their' 
greatly  depleted  physical  resources,  and  the 
systematic  employment  of  specially  prescrib- 
ed exercises  to  assist  in  expansion  of  the  col- 
lapsed lung  and  to  correct  the  spinal  and  tho- 
racic cage  deformities  that  complicate  so 
many  empyemas.  Nor  may  I discuss  here 
the  interesting  problems  presented  by 
chronic  empyema  and  the  gratifying  results 
of  modern  surgical  treatment. 


Fig.  4.  Proper  drainage  at  very  bottom  of  cav- 
ity. All  pus  has  drained  away.  A second  tube  has 
been  provided  for  antiseptic  irrigations.  Steady 
expansion  of  the  collapsed  lung  to  obliterate  the 
cavity  will  not  now  be  checked  by  pus  pressing 
against  the  lung,  nor  by  the  restraining  influence 
of  active  infection  in  the  pleural  walls. 


TABLE  I 

CAUSES  OF  ACUTE  EMPYEMA 

PULMONARY  INFECTIONS 

Pneumonia  - - - - Suppurative  pneumonitis 

Tuberculosis  - Abscess 

Bronchiectasis  - - - - Infected  infarct 

INFECTION  FROM  TRAUMA  TO  LUNG  OR  THORACIC  WALL 

By  operation,  diagnostic  aspiration,  fractured  rib  or  sternum,  stab  or  gunshot 
INFECTION  FROM  ADJACENT  ORGANS 

Suppurating  mediastinal  glands  or  mediastinitis 

Pericardium  - - - - Esophagus,  including  trauma  from  instrumentation 

Beneath  diaphragm  - - - Spine,  ribs  or  sternum 

ARTIFICIAL  PNEUMOTHORAX  COMPLICATIONS 
Rupture  of  bacteria-containing  adhesions 
Rupture  of  pulmonary  abscess  or  tuberculous  cavity 
Infection  through  needle  or  by  wound  of  lung 
PYEMIA 

PRIMARY  ACUTE  PLEURITIS 


TABLE  II 

CAUSES  OF  ACUTE  EMPYEMA  BECOMING  CHRONIC 
IMPROPER  DRAINAGE 

Too  early  open  drainage  - - - Too  late  ...  Too  short  duration 

Too  narrow  tube  or  none  - - - Too  short  tube  - - - Too  long  tube 

Not  dependent  - No  provision  for  antiseptic  irrigations  - Undrained  pockets 
PERSISTING  INFECTION  IN  WALLS  OF  EMFYEMIC  CAVITY 

Pyogenic  - - - Tuberculous  - - - Actinomycotic 

EXCESSIVE  SCAR  IN  LUNG  OR  ON  VISCERAL  PLEURA  PREVENTING  PULMONARY 
EXPANSION 

BRONCHO-PLEURAL  FISTULA 

Simple  - Connecting  with  pulmonary  abscess  or  tuberculous  cavity  - Connecting  with  bronchiectasis 
COMMUNICATION  WITH  NEIGHBORING  STRUCTURES 

Osteomyelitis  of  rib,  sternum  or  spine  ...  Suppurating  mediastinal  lymph  gland 
Hepatic,  subphrenic  or  perinephritic  abscess  - - Esophagus 

Necrosing  neoplasm  of  thoracic  wall,  lung,  mediastinum,  etc. 

FOREIGN  BODY 

Lost  drainage  tube  - - Sequestrum  from  rib  - Bullet  or  shell 
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A REVIEW  OF  3473  FRACTURES 
JOHN  E.  BACON,  M.  D.,  F.  A.  C.  S. 

(Read  before  the  Sectional  Meeting  of  the  Ameri- 
can College  of  Surgeons,  for  Arizona,  New  Mexico 
and  Texas,  held  in  Phoenix,  Ariz.,  Feb.  13  and  14, 
1928.) 

Stimulated  by  the  work  of  the  Committee 
on  Fractures,  as  well  as  by  the  work  of  the 
Board  of  Traumatic  Surgery  of  the  Ameri- 
can College  of  Surgeons,  statistical  studies 
dealing  with  large  numbers  of  fractures  are 
being  presented  frequently  and  are  yielding 
valuable  information.  Therefore,  we  feel  it 
a duty  to  record  our  experience  covering  the 
past  ten  years  of  service,  in  which  a large 
percentage  of  our  injured  exhibit  fractures. 

A very  important  factor  in  evaluating  end 
results  in  our  study  is  that,  owing  to  the 
nature  of  the  hazards  in  mining,  transport- 
ing, milling  and  smelting  copper  ore,  we 
meet  with  a large  proportion  of  cases  pre- 
senting multiple  injuries,  such  as  multiple 
fractures  and  destructive  lesions  to  organs, 
nerves,  vessels,  muscles,  tendons,  ligaments 
and  skin.  Thus  it  is  often  extremely  diffi- 
cult to  determine  the  major  causes  of  dis- 
ability or  even  of  death,  and  in  a studv  of 
cur  end  results  that  part  played  by  the  frac- 
ture may  be  of  minor  importance  and  have 
to  be  estimated. 

Presented,  herewith,  is  a tabulation  of  the 
cases,  treated  during  the  last  ten  years,  of 
which  we  have  accurate  information.  The 
comments  relating  to  them  will  be  limited 
to  a brief  discussion  of  what  we  have  learn- 
ed from  our  experience  regarding  methods 
of  management  and  the  end  results. 

Fractures  of  the  Skull.  There  were  forty- 
one  cases,  thirteen  compounded,  fifteen  oper- 
ated, a total  mortality  of  seven,  or  seventeen 
per  cent.  Depressed  fractures  are  elevated. 
Those  cases  with  signs  of  increasing  pres- 
sure are  subjected  to  lumbar  puncture,  and 
since  using  this  procedure  we  have  not  felt 
required  to  decompress  as  many  cases  as  be- 
fore. We  use  hypertonic  salt  solutions  by 
rectum  and,  occasionally  intravenously.  Lin- 
ear or  fissure  fractures  without  signs  of 
pressure  are  not  disturbed.  Fractures 
through  the  base  alone  are  not  operated, 
Those  with  signs  of  increasing  hemmorhage 
are  explored  early.  Five  cases  have  perma- 
nent partial  disabilities.  Twenty-nine  cases 
have  returned  to  work  70.7  per  cent. 

Clavicle.  One  hundred  and  eight  cases.  No 
partial  or  permanent  disability.  Slight  over- 
lapping with  a permanent  small  deformity 
has  been  the  usual  result.  All  returned  to 
wohk.  Treatment  by  rest  in  bed,  with  a 
small  sandbag  under  the  back  and  a sandbag 
to  the  shoulder,  produces  the  best  result  in 
our  experience.  For  ambulatory  treatment, 


we  prefer  two  leather  rings  strapped  togeth- 
er in  the  back,  with  the  arm  in  a support- 
ing sling.  We  have  discarded  crosses,  ad- 
hesive plaster  and  all  of  the  special  forms  of 
apparatus  tried  out  from  time  to  time.  Esti- 
mated period  of  lost  time  about  eight  weeks. 

Scapula.  Thirty-seven  cases.  No  perma- 
nent disability ; all  returned  to  work.  Twelve 
cases  of  fracture  of  acimmion  complicated  by 
tearing  of  the  acromial-clavicular  ligament, 
were  treated  by  elevation  of  the  shoulder 
and  immobilization  by  adhesive  plaster  or 
plaster  of  Paris  dressing,  which  was  satis- 
factory. A moderate  displacement  upward  of 
the  outer  end  of  the  clavicle  seems  to  do  no 
particular  harm  and  function  is  usually  very 
good.  Three  cases  of  fracture  of  the  cora- 
coid healed  readily.  Fractures  of  the  body 
healed  well,  with  simple  immobilization,  in 
four  weeks. 

Sternum.  Three  cases,  detected  by  radio- 
graph ; all  would  have  been  overlooked  ex- 
cept for  x-ray.  All  healed  kindly;  all  return- 
ed to  work. 

Vertebrae.  Bodies:  dorsal,  ten;  lumbar, 
nine;  sacral,  two;  total,  twenty-one.  Three 
died  promptly  of  concomitant  injuries — 14.3 
per  cent.  Four  totally  disabled — 19  per  cent. 
One  permanent  partial  disability,  thirteen  re- 
turned to  work — 62  per  cent.  All  these 
cases  were  treated  conservatively,  with  the 
exception  of  one,  on  which  a laminectomy 
was  done  without  improving  the  patient. 
These  cases  were  treated  in  plaste'r  shells  up 
to  the  last  five  years,  since  which  time  we 
have  treated  six  cases  on  either  a waterbed 
or  an  air  bed.  We  have  been  impressed  by 
the  comfort,  ease  of  nursing,  and  satisfac- 
tory progress  this  plan  provides.  An  air 
mattress,  kept  at  the  desired  tension,  pro- 
vides a perfect  splint.  We  are  convinced  that 
there  is  no  movement  of  the  fracture  planes 
as  long  as  the  patient  is  recumbent.  A sup- 
porting cast  or  brace  is  applied  when  the  pa- 
tient is  allowed  up.  Electrical  stimulation  of 
weak  muscle  groups  and  physiotherapy  are 
employed. 

Transverse  processes:  fifty-six  cases,  all 
recovered  and  returned  to  work.  There  is 
the  widest  variety  of  symptoms  in  these 
cases.  Several  refused  to  discontinue  work, 
about  15  per  cent  developed  a myofascitis 
that  lasted  several  months,  yielding  eventu- 
ally to  time.  Treatment  of  these  cases  of 
myofascitis  by  phyisotherapy,  strapping, 
belts  and  even  casts,  has  been  disappointing. 

Ribs.  One  hundred  and  thirteen  cases.  All 
recovered,  all  returned  to  work.  Ten  cases  of 
subcutaneous  emphysema  were  seen  and  two 
cases  of  hemoptys:s.  Treatment — primary 
period  of  rest  in  bed,  followed  by  strapping. 
In  a few  cases  there  was  myofascial  tender- 
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ness  between  the  ribs  that  lasted  for  weeks, 
and  a few  had  subacute  neuritis  that  was 
troublesome  for  months.  Baking  and  grad- 
uated exercises  seemed  to  be  of  benefit. 

Humerus.  Eighty-three  cases;  five  com- 
pounded, which  were  operated  at  once.  Six 
cases  of  fracture  of  greater  tuberosity,  an- 
atomical neck  and  surgical  neck,  had  some 
permanent  limitation  of  elevation  and  rota- 
tion, but  had  good  function  and  returned  to 
work.  One  case  of  fracture  of  shaft  of  mid 
third  had  musculospiral  paralysis  persisting 
for  two  months  and  was  operated  to  explore 
the  nerve,  recovered  and  returned  to  work. 

Eleven  cases  of  fracture  about  the  elbow 
joint  had  some  permanent  limit  of  flexion 
and  extension  or  of  the  carrying  angle.  All 
had  good  function  and  returned  to  work. 
Three  was  one  case  of  union  delayed  eight 
months,  but  we  have  not  had  a non-union  of 
this  bone.  We  have  not  had  occasion  to  use 
a metal  plate  in  fractures  of  the  humerus. 
These  cases  were  treated  in  various  ways: 
by  rest  in  bed,  with  extension  in  Thomas 
arm  splint,  extension  without  any  splint,  in 
Jones  arm  splint,  in  moulded  plaster  splint, 
in  aeroplane  spl'nts,  and  various  extempor- 
ized apparati.  In  our  experience  we  have 
never  had  cases  that  could  not  be  reduced  to 
sufficient  contact  and  alignment  if  enough 
ingenuity  and  patience  were  employed. 

Radius.  Two  hundred  and  sixty-seven,  in- 
cluding Colie’s  fracture.  Of  these,  two  hun- 
dred and  thirty-one  occurred  in  the  lower 
third.  Thirteen  were  compounded,  one  had 
permanent  limitation  of  pronation,  three  had 
extensive  loss  of  muscle  tissue  with  damage 
to  nerves  and  permanent  distbility.  The  rec- 
ords show  eighteen  Code’s  fractures  that 
had  permanent  lateral  deformity,  and  there 
were  p'robably  more  than  that.  One  had  non- 
union of  a fracture  of  lower  third  and  had 
a transplant,  with  recovery  in  seven  months 
and  returned  to  work.  All  the  others  return- 
ed to  work.  Treatment — painstaking  thor- 
ough reduction  with  full  anesthesia  under 
fluoroscope,  retention  by  metal  or  wood 
splnits,  moulded  plaster  splints,  extension  in 
Thomas  arm  splint  or  improvised  splints. 
Frequent  checking  by  radiograph  or  fluoro- 
scope and  constant  attention,  enabled  us  to 
secure  the  results  we  had.  One  case  had  a 
bone  plate  for  four  weeks,  two  cases  requir- 
ed operative  reduction  without  internal  fixa- 
tion. 

Ulna.  Thirty-six  cases.  Twelve  cases  of 
fracture  of  olecranon,  one  compound.  One 
operated  by  nailing,  others  treated  in  exten- 
sion with  satisfactory  result.  Six  cases  of 
fracture  of  coronoid:  four  of  these  had  some 
limitation  of  flexion  and  extension,  but  good 
function. 


Both  Bones  of  Forea:  m.  E'ghty-six  cases: 
nine  compound,  two  operative  reduction.  One 
had  permanent  disability  due  to  destruction 
of  soft  parts.  Several  had  anatomical  de- 
formities, with  good  function.  Two  had  un- 
ion delayed  seven  and  eight  months. 

Treatment.  Reduction  under  fluoroscope 
by  extension  and  manipulation.  Fixation 
with  extension  in  Thomas  arm  splint,  mould- 
ed plaster  splint  or  extemporized  forms  of 
fixation  to  meet  the  indications.  There  is  no 
more  exasperating  lesion  to  treat  than  frac- 
ture of  both  bones  of  the  forearm,  and  none 
in  wh’ch  painstaking  constant  checking  and 
gentle  treatment  will  be  more  consistently 
rewarded.  All  these  cases  are  admitted  to 
the  hospital  and  kept  there  until  ambulatory 
treatment  is  safe,  which,  in  our  opinion,  is 
why  we  have  had  only  two  real  delayed  un- 
ions and  no  non-union.  Consolidation  in  these 
cases  in  adults,  where  the  lesion  is  in  the 
middle  parts  of  the  bones,  is  far  slower  than 
in  fractures  near  the  ends  of  long  bones  with 
more  cancellous  tissue,  so  that  we  regard  a 
period  of  from  three  to  four  months  as  a 
normal  time  and  seven  to  nine  months  as 
delayed  union.  In  many  places,  a majority 
of  these  cases  are  operated  in  from  two  to 
four  months,  in  an  effort  to  save  time,  which 
is  not  only  useless  but  produces  a certain 
proportion  of  non-unions  and  infections. 

Metaca:  pals.  Two  hundred  and  three,  thir- 
teen per  cent  compound  with  destruction  of 
soft  parts,  especially  skin.  The  compound 
fractures  are  operated  at  once,  with  repair 
of  soft  structures  and  alignment  of  the  frac- 
tured bones.  All  cases  showing  deformity  in 
the  radiograph  are  treated  by  extension  in 
special  aluminum  splints,  which  do  all  that 
a banjo  splint  does  with  especial  attention  to 
palmar  angulation.  Associated  lesions  of 
tendons,  ligaments  and  nerves,  account  for 
more  lost  time  than  the  fractures,  and  often 
treatment  is  mainly  directed  to  these  com- 
plications. There  were  many  cases  of  minor 
anatomical  deformities  and  many  with  limi- 
tation of  flexion  and  extension  persisting  for 
months,  even  years ; but  these  men  get  back 
to  work. 

PhaJan  ges.  Six  hundred  and  sixty-seven : 
eleven  per  cent  compounded,  many  commin- 
uted with  severe  associated  injuries  of  soft 
parts.  Comments  on  metacarpal  fractures 
apply  here. 

Pelvis.  Seventy-one  cases.  Eight  died  of 
concomitant  injuries,  including  three  with 
ruptured  b1  adder.  There  were  ten  cases  of 
ruptured  urethra,  which  recovered — 12.8  per 
cent.  There  were  twelve  cases  which  had 
disabling  sacro-iliac  pain  for  several  months, 
but  all  finally  recovered  sufficiently  to  re- 
turn to  work.  Fracture  of  the  pelvis  is  a 
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common  fracture  in  this  series,  presenting 
seventy-one  cases  compared  to  fifty-three 
fractures  of  the  femur- 

We  have  treated  these  cases  by  all  known 
methods  except  operation,  during  our  eigh- 
teen years’  experience  with  this  organiza- 
tion, from  absolute  immobilization  in  plaster 
casts  through  all  forms  of  strapping,  belting 
and  suspension  in  slings  and,  as  in  our  series 
of  cases  of  fractures  of  the  vertebrae,  we 
have  arrived  at  the  stage  of  treating  them 
on  the  air  bed  without  other  support  and  we 
believe  that  they  do  better  and  recover  with 
less  discomfort  than  when  immobilized.  Re- 
pair is  quite  rapid  and  functional  loss  sur- 
prisingly small.  In  four  cases  of  fracture  in- 
volving the  acetabulum  and  in  two  cases 
with  fracture  of  the  rami  of  the  pubis  and 
ischium  together  with  an  extensive  splitting 
fracture  of  the  ilium,  we  have  used  exten- 
sion for  three  weeks.  These  cases  recovered 
with  good  function. 

Femur.  Fifty-three  cases,  two  compound, 
three  operative  reductions.  One  fracture  of 
neck  in  an  aged  woman  resulted  fatally  from 
confinement  to  bed.  One  fracture  of  neck  in 
seventy-year-old  woman  had  fibrous  union 
with  one  and  one-half  inches  shortening. 
The  patient  is  still  living,  walks  with  crutch. 
One  fracture  of  neck  in  a man  aged  fifty-six, 
resulted  in  fa'r  union  with  one  inch  short- 
ening, but  good  function.  This  case  was 
treated  by  Whitman’s  method  but  was  in- 
tractable. One  fracture  of  upper  third  of 
shaft  died  of  anesthetic  accident.  There  were 
two  compound  fractures  of  inner  condyle ; 
both  healed  without  infection,  with  good 
function.  There  were  three  operative  reduc- 
tions ; all  were  done  before  the  use  of  ice- 
tong  extension  and  would  be  unnecessary 
now.  Two  plates  were  used ; one  was  remov- 
ed. The  other  declined  removal  and  return- 
ed to  work.  Two  had  shortening  of  one  inch. 
One  had  shortening  of  one  and  one-half  inch- 
es. All  had  good  function  and  returned 
to  work.  One  had  a genu  recurvatum,  due 
to  ambulatory  treatment  on  account  of  pros- 
tatic disease.  Walks  with  characteristic 
limp,  wiwthout  cane,  and  works  all  the  time, 
aged  sixty-five  yeats.  The  other  forty-five 
cases  returned  to  work  after  varying  periods 
of  treatment  for  stiffness  of  the  knee.  All 
cases  of  fracture  of  shaft  were  treated  in 
suspension  in  Thomas  splint,  with  extension 
with  adhesive  plaster,  with  the  foot  of  the 
bed  elevated,  until  1925,  since  when  all  have 
had  skeletal  traction.  We  no  longer  fear  com- 
plications with  skeletal  traction  and  its  use 
marks  a distinct  improvement  in  end  results. 
Massage,  electrical  stimulation  of  muscle 
groups,  and  heat,  together  with  early  active 
movement  of  knee  and  ankle  in  the  Thomas 


splint,  have  shortened  the  period  of  disabil- 
ity, which  averages  about  six  months. 

Patella.  Twelve  cases ; one  compound 
Six  were  operated  and  suture  of  capsule  and 
lateral  tears  done.  All  recovered  with  good 
function,  except  one  man,  aged  sixty,  whose 
quadriceps  muscles  did  not  develop  good 
tone.  He  walks  with  cane,  works  as  a watch- 
man. Six  cases  were  treated  by  posterior 
splint  and  strapping,  including  two  with  one- 
half  inch  separation  and  four  with  fissure  or 
chip  fractures.  All  recovered  and  returned 
to  work. 

The  redevelopment  of  muscle  tone  and 
strength  in  men  past  fifty  years  of  age  is  a 
slow  and  unsatisfactory  process  in  all  frac- 
tures of  the  long  bones  as  well  as  those 
about  joints.  Physiotherapy  is  disappoint- 
ing; occupational  therapy  by  selected  jobs 
gives  better  results. 

Tibia.  Sixty-one  cases,  including  fracture 
of  internal  malleolus  without  fracture  of  fib- 
ula. Seven  were  compound — 66.6  per  cent 
were  in  the  lower  third,  one  open  reduction 
and  fixation  with  bone  plate. 

Those  closed  cases  without  much  displace- 
ment or  tendency  to  recurrent  displacement, 
were  treated  in  moulded  plaster  casts  up  to 
1926,  since  when  we  have  used  the  Thomas 
splint  with  extension,  adhesive  plaster  or 
Steinman  pin.  Stiffness  of  knee  and  ankle 
joints  is  common  and  the  main  cause  of  disa- 
bility. Early  joint  motion  is  essential  here 
and  is  feasible  in  bivalved  cast  or  in  Thomas 
splint.  All  these  cases  recovered  and  return- 
ed to  work.  Several  had  limitation  of  motion 
in  knee  and  ankle  joints  for  a year  or  more. 

Fibula.  Seventy-eight  cases,  including  ex- 
ternal malleolus,  four  compound  with  the 
tibia  intact.  These  cases  show  but  little  dis- 
p’acement,  heal  readily  and  have  the  short- 
est period  of  disability  of  any  of  the  long 
bones  of  the  lower  extremity.  These  cases 
were  treated  exactly  as  were  the  cases  of 
fracture  of  tibia  alone  and  same  comments 
apply.  There  were  no  permanent  disabilities 
in  the  series  and  all  returned  to  work. 

Both  Bones  of  Leg.  Forty-two  cases. 
Eleven  compound,  one  open  reduction  with 
bone  plate.  One  infected  case,  result  poor, 
union  resulted  after  a bone  transplant  at 
nine  months,  with  one  inch  shortening  and 
considerable  backward  angulation.  Did  not 
return  to  work  at  his  former  job. 

These  cases  are  treated  in  plaster  if  re- 
duction can  be  made  and  retained.  In  other 
cases  we  use  the  Thomas  splint  with  skeletal 
traction.  Both  bones  of  leg,  in  adults,  re- 
quire four  to  six  weeks  longer  for  good  con- 
solidation than  fracture  of  one  bone  alone. 
All  these  cases  require  treatment  of  joint 
stiffness  for  several  weeks  after  consolida- 
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tion.  All  recovered  and  all  but  one  returned 
to  work. 

Pott’s  Fracture.  Seventy-nine  cases.  Eight 
compound,  all  recovered  with  useful  joints 
and  returned  to  work. 

These  fractures  are  immediately  reduced 
under  full  anesthesia  and  flouroscopic  con- 
trol, before  swelling-  occurs.  We  use  the 
Stimson  splint  exclusively,  unless  unusual 
conditions  occur  to  prevent.  The  cast  is  re- 
moved at  two  weeks  and  anterior  posterior 
motion  begun  with  light  massage.  All  sup- 
port is  off  in  the  usual  case  at  seven  weeks 
and  active  motion  established.  Weight  bear- 
ing is  begun  at  nine  weeks  and  the  case  sent 
to  light  work  at  four  months,  wearing  a 
shoe  with  elevatetd  inner  border.  Some  stiff- 
ness and  limitation  of  motion  usually  per- 
sists for  a year  or  more,  but  they  go  to 
work. 

Torsal  Bones — Astragalus.  Nineteen  cases 
— four  compound.  Two  cases  of  dislocation 
fracture  had  the  astragalus  removed,  one 
with  a useful  foot  resulting  after  eight 
months,  but  did  not  go  back  to  work.  The 
other  made  a fair  recovery  and  returned  to 
work.  Two  cases  had  the  ankle  joint  open 
with  severe  lesions  of  soft  parts.  Both  of 
these  had  permanent  partial  disability  and 
did  not  go  back  to  work  here.  All  others  re- 
turned to  work,  but  limitation  of  movement 
and  joint  pain  persisted  in  most  of  them  for 
several  months  to  a year  or  more. 

Treated  in  plaster  cast  with  foot  in  most 
favorable  position  as  indicated  by  radio- 
graphs. 

Os  Calcis.  Eighteen  cases — four  com- 
pound, one  open  reduction  by  leverage.  Two 
patients  had  fractures  in  both  heels,  one  of 
these,  who  was  injured  by  fall  off  his  own 
roof,  made  a perfect  recovery  and  returned 
to  work.  The  other  instituted  legal  proceed- 
ings for  damages,  and  never  went  back  to 
work,  final  result  unknown.  All  others  re- 
covered and  went  back  to  work. 

These  cases  are  treated  at  once  under  full 
anesthesia  and  fluoroscopic  control.  We  do 
not  hesitate  to  do  a tenotomy  of  the  tendo 
achillis,  and  frequently  pass  a Steinman  pin 
under  the  tendon  for  traction  during  man- 
ipulation and  moulding.  Treated  in  cast  in 
most  favorable  position  indicated  by  radio- 
graphs. During  convalescence  we  pay  par- 
ticular atttention  to  support  of  the  arches  of 
the  foot  and  delay  weight-bearing  for  three 
months.  This  is  apt  to  be  a most  disabling 
injury,  fraught  with  a maximum  of  trouble 
for  all  concerned. 

Tarsal  Bones.  Scaphoid.  Sixteen  cases, 
mostly  without  displacement.  No  compres- 
sion fractures  with  vacualization  were  ob- 
served. All  recovered  and  went  back  to 


work.  Treated  in  plaster  cast  in  most  favor- 
able position  controlled  by  radiographs. 

Cuboid.  Twelve  cases;  same  comments  ap- 
ply- 

Internal,  Middle  and  External  Cuneiform. 

Four  cases.  All  recovered  and  returned  to 
work. 

Sesamoids.  Fifteen  cases.  These  cases  are 
troublesome  on  account  of  persistent  pain 
for  several  months.  Felt  inner  sole  in  shoe 
is  great  comfort. 

Metatarsals.  Three  hundred  and  ninety- 
nine  cases.  A large  percentage  of  these  cases 
are  crushing  injuries  with  destruction  of 
soft  parts  and  with  infiltration  of  blood  into 
the  muscles  and  fascial  planes ; large  hema- 
tomas are  frequent.  About  eleven  per  cent 
are  compound.  We  have  notetd  a trouble- 
some and  persistent  woody  induration  that 
prolongs  disability,  and  which  is  a real  prob- 
lem. These  cases  are  treated  by  immediate 
operation,  if  compound,  and  immediate  man- 
ipulation with  extension  under  full  anes- 
thesia and  fluoroscopic  control,  with  careful 
correction  of  plantar  angulation.  Accurate 
reduction  is  impossible  in  many  and  a lat- 
eral deviation,  if  contact  is  established,  does 
not  produce  permanent  disability.  Moulded 
plaster  plantar  splint  with  full  restoration 
of  the  arches  of  the  foot,  is  the  method  of 
choice  with  us.  A plantar  support  is  pre- 
scribed for  six  months  or  more  and  chronic 
metatarsalgia  has  been  rare.  We  have  had 
mainly  excellent  functional  and  economic  re- 
sults with  about  six  per  cent  left  with  a per- 
manent partial  disability  due  to  loss  of  bone 
muscle  tissue,  remaining  scar  tissue,  injured 
nerves.  There  has  been  no  case  of  perma- 
nent total  disability. 

Phalanges.  Eight  hundred  and  sixty-seven 
cases.  Mostly  crushing  injuries,  about  twelve 
per  cent  compound  with  destruction  of  soft 
parts.  Mushroom  fractures  of  distal  phal- 
anges most  common. 

Treated  by  immediate  operation  in  com- 
pound cases.  Amputation  of  distal  phalanges 
is  frequently  best  for  all  concerned,  when 
compound  with  destruction  of  skin  and  fat. 
Closed  cases  are  treated  by  accurately  reduc- 
ing angulation  and  applying  a moulded  metal 
or  plaster  splint. 

Results  are  good,  average  period  of  disa- 
bility about  four  weeks. 

The  total  expense  for  lost  time,  fractures 
of  the  metacarpals,  metatarsals  and  phal- 
anges of  both  extremities  excede  that  of  all 
other  fractures  combined,  excluding  awai’ds 
for  permanent  total  disability. 

SUMMARY  AND  CONCLUSIONS 

There  are  reviewed  thirty-four  hundred 
and  seventy-three  fractures,  of  which  three 
hundred  and  eighty-four — 11  per  cent  were 
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compound.  There  were  one  hundred  and 
thirty-five  operations  including  compound 
fractures.  There  were  ten  open  reductions, 
three  transplants  for  non-union — three  steel 
plates  were  used,  and  one  case  occurred  in 
which  a detached  piece  of  bone  from  femur 
was  used  as  a bone  plate.  The  total  mortal- 
ity was  twenty.  The  number  with  perma- 
nent total  disability  was  fifteen.  The  num- 
ber with  permanent  partial  disability — in- 
cluding limitation  of  motion  at  shoulder,  lim- 
itation of  motion  and  disturbance  of  carry- 
ing angle  at  elbow,  weakness  and  limitation 
of  motion  at  wrist,  knee  and  ankle,  stiffness, 
weakness  of  back  after  fractures  of  trans- 
verse processes  and  bodies  of  vertebrae  and 
after  pelvic  fractures — cannot  be  exactly 
stated,  owing  to  the  migration  of  labor  and 
the  shifting  population  of  mining  camps,  so 
that  it  is  estimated  at  around  two  hundred 
cases.  These,  plus  the  deaths  and  total  disa- 
bilities, make  two  hundred  and  thirty-five, 
or  6.7  per  cent,  leaving  93.3  per  cent  of  good 
functional  and  economic  recoveries. 

Whatever  measure  of  success  these  results 
may  be  regarded  as  indicating,  we  feel  that 
it  is  due  to  the  following  factors: 

Conservatism.  For  fifteen  years  serious 
injury  became  a claim  for  damages  under 
our  Employers’  Liability  Law,  and  many  of 
them  were  tried  in  court.  We  had  to  defend 


our  treatment,  and  justly  the  end  result, 
against  unscrupulous  lawyers  and  prejudiced 
juries.  We  saw  operation  wounds  valued  at 
thousands  of  dollars,  and  we  soon  learned 
that  slight  deviations  of  bones,  as  shown 
in  radiographs,  cost  less  than  operation 
scars,  so  we  had  to  learn  how  to  produce 
good  results  without  operations.  As  soon 
as  the  use  of  skeletal  traction  became  gen- 
eral we  stopped  operative  reductions  except 
in  the  extremely  unusual  cases  with  soft 
parts  intervening  between  the  fragments. 

Our  cases  are  all  seen  and  treated  immedi- 
ately after  the  accident,  most  of  them  with- 
in an  hour.  If  the  patient’s  condition  per- 
mits, all  fractures  have  an  attempt  at  reduc- 
tion under  full  surgical  anesthesia,  under 
fluoroscopic  control,  and  are  put  in  their 
permanent  dressing,  if  possible.  Checking 
by  radiographs  and  daily  measures  by  tape 
are  faithfully  carried  out.  The  condition  of 
fractures  in  any  kind  of  dressing,  and  espe- 
cially those  in  Thomas  splints,  is  checked 
twice  a day  by  a surgeon.  The  nursing  is 
carefully  supervised.  Early  active  motion  is 
instituted;  the  after  treatment  by  physio- 
therapy is  carefully  followed  up,  and  the  pa- 
tient is  returned  to  a job  he  can  do,  as  sort 
of  an  occupational  therapy,  and  then  fol- 
lowed up  until  he  is  back  on  his  original  job, 
drawing  his  same  rate  of  pay. 


Tabulation  of  Results  in  3473  Fractures  Treated 
at  Miami-Inspiration  Hospital,  Miami,  Ariz.,  Dur- 
ing Ten  Year  Period  1918-1928. 


BONE 

6 

£ 

Total 

Simple 

Comp. 

Non-Opr. 

Opr. 

SKULL 

Frontal  

9 

Parietal  

11 

Temporal  

6 

Multiple  and  base.... 

15 

41 

28 

13 

26 

15 

Jaw  

24 

24 

6 

18 

21 

r> 

Nasal  Bones  

14 

14 

9 

5 

9 

5 

CLAVICLE 

Outer  third  

25 

Mid  third  

82 

Inner  third  

1 

108 

108 

108 

SCAPULA 

Acromion  

12 

Body  

22 

Coracoid  

3 

37 

37 

37 

Sternum  

3 

3 

VERTEBRA 

Bodies — 

Dorsal  

10 

Lumbar  

9 

Sacral  

2 

21 

21 

20 

1 

RESULT. 


Died,  7—17% 

Five  had  permanent  partial  disabilities;  29  re- 
turned to  work. 

No  permanent  disability;  all  returned  to  work 
but  one,  who  disappeared. 

All  recovered  without  disfiguring  deformity; 
all  returned  to  work. 


No  partial  or  permanent  disability;  all  returned 
to  work;  slight  overlapping  deformity  the  rule. 


(See  comments);  all  returned  to  work. 


Returned  to  work.  No  disability. 

Three  died — shock  and  concomitant  injuries;  four 
totally  disabled;  one  permanent  partial  disability; 
one  laminectomy  without  benefit;  thirteen  return- 
ed towork. 
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Transv. 

processes  .... 

Ribs  

HUMERUS 
Greater  tuberos. 
Anatomical  neck 

Surgical  neck  

Shaft- 

Upper  3rd  

Mid  3rd  

Lower  3rd  

Sup.  condylar  

Y fract.  into 

joint  

Ext.  condyle  

Int.  condyle  

RADIUS 

Head  

Neck  

Upper  third  

Middle  third  


Lower  third 


Bartons  

Styloid  and  ulna 

styloid  

Colies  


ULNA 
Olecranon 
Coronoid  .. 


SHAFT 

Upper  third  

Middle  third  

Lower  third  

Both  Bones  Fore- 
arm   

Metacarpals  

Phalanges  

CARPAL  BONES 

Scaphoid  

Semilunar  

Cunieform  

Pisiform  

Os  magnum  

Unciform  

PELVIS 

Ramus  pubic  

Ischium  rami  

Ilium  

Os  pubis  

Acetabulum  

FEMUR 

Neck  

Upper  third  

Mid  third  

Lower  third  
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56 


All  returned  to  work;  byofascitis'  common — yields 
56  to  treatment. 


113 

113 

103 

10 

113 

No  permanent  disability.  All  returned  to  work. 

5 

83 

5 

5 

Two,  some  limitation  of  rotation  and  elevation. 

4 

4 

4 

All  returned  to  work. 

6 

6 

6 

All  returned  to  work. 

2 

2 

2 

One  operated  to  explore  musculospiral  nerve; 

13 

13 

13 

All  returned  to  work;  3 compound  fractures  op- 

8 

5 

3 

5 

O 

crated  at  once. 

11 

10 

1 

10 

1 

All  returned  to  work. 
All  returned  to  work. 

4 

4 

4 

Three  permanent  limitation  of  extension; 

21 

21 

21 

Four  disturbance  of  carrying  angle.  All  returned 
to  work. 

9 

8 

1 

8 

1 

Four  had  limitation  of  extension.  All  returned  to 
to  work. 

8 

8 

8 

All  returned  to  work. 

5 

5 

5 

All  returned  to  work. 

. 9 

8 

1 

8 

1 

All  returned  to  work. 

14 

12 

2 

12 

2 

One  had  limitation  of  pronation;  one  had  exten- 
sive loss  of  muscle  tissue  and  some  disability; 

others  to  work. 

49 

45 

4 

45 

4 

Two  had  permanent  disability  due  to  destruction 
of  soft  parts  and  scar;  others  returned  to  work; 
one  had  transplant  for  non-uunion  with  recovery 
and  good  function. 

19 

19 

19 

All  returned  to  work. 

9 

9 

A 

All  returned  to  work. 

154 

267 

148 

6 

146 

8 

18  had  visible  radial  deviation  with  good  function; 
all  others  had  good  recoveries  and  returned  to 
work. 

14 

13 

1 

12 

2 

6 

6 

All  returned  to  work. 

Four  had  limitation  of  flexion  and  extension  but 

good  function  and  returned  to  work.  Others  re- 
turned  to  work  . 

5 

4 

1 

4 

i 

6 

6 

6 

All  returned  to  work. 

5 

36 

5 

5 

86 

203 

86 

77 

9 

75 

1.1 

One  had  permanent  loss  of  function  due  to  de- 
struction of  soft  parts. 

203 

Many  compounded  and  associated  with  destruc- 

667 

667 

tion  of  soft  parts;  many  compounded  with  serious 
injuries'  to  tendons.  (See  comments). 

14 

3 

4 
2 
2 
2 


27 


All  carpal  fractures  except  scaphoid  were  with- 
out much  displacement  and  healed  kindly  without 
permanent  disabiilty.  Two  scaphoid  fractures  were 
complete  and  resulted  in  non-union  with  no  per- 
manent disability.  All  returned  to  work. 


13 

24 

18 

12 

4 71 


4 

15 

14 

9 


Eieht  died  of  concomitant  injuries  including  three 
with  ruptured  bladder.  Two  cases  had  rectal 
wounds — recovered.  Ten  cases  had  ruptured  ure- 
thras (12.8%). 

Twelve  cases  had  sacro-iliac  pain  for  three  to  five 
months,  all  recovered  and  returned  to  work. 

One  fracture  neck  died  of  confinement  to  bed — 
aged  woman. 

Two  fractured  neck  had  fibrous  union  only  fair 
function. 

One  fracture  upper  third  died  of  anesthetic  ac- 
cident. 

Three  had  operative  reductions  with  two  plates 
used. 
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Outer  condyle  

2 

Three  had  shortening  of  one  inch  to  one  and  one- 

Inner  condyle  

9 

53 

51 

2 

48 

5 

half  inches.  One  had  general  recurvatum  due  to 
ambulatory  treatment,  account  prostatic  disease. 

All  others  returned  to  work  and  had  good  func- 
tion. 

Patella  

12 

12 

11 

i 

6 

6 

Six  cases  including  one  compound  were  operated 

for  separation  of  fragments.  Six  cases  had  no  or 

slight  separation — good  function  in  all  cases  but 
one  elderly  man,  who  walks  with  cane. 

TIBIA 

Spine  

3 

3 

3 

Tuberosity  

5 

5 

5 

SHAFT 

LTpper  third  

3 

2 

2 

Three  compound  operated,  one  open  reduction. 

Mid  third  

10 

7 

3 

6 

4 

Two  compound,  operated.  Stiffness  of  knee  and 

Lower  third  

10 

8 

2 

8 

2 

ankle  joints  common — all  returned  to  work. 

Internal  malleolus.. 

31 

61 

29 

2 

29 

2 

All  returned  to  work. 

FIBULA 

Upper  3rd,  head 

10 

10 

10 

Mostly  simple  fractures  without  displacement — 

Shaft  mid  3rd  

10 

9 

1 

1 

good  results — all  returned  to  work. 

Ext.  malleolus  

25 

22 

3 

22 

23 

Shaft  lower  3rd 

33 

33 

33 

Both  bones  leg 

42 

42 

31 

11 

30 

12 

Eleven  compound  fractures  operated;  one  open  re- 
duction— plate.  One  infected  case — result  poor; 
one  inch  shortening  and  backward  angulation — 
healed  after  bone  transplant. 

Potts  fracture  

79 

79 

71 

8 

71 

8 

Anatomic  result  good.  Functional  results  fair  to 
good.  Economic  results  excellent.  All  returned  to 
work.  Stiffness  of  joint  common  for  several 
months. 

TARSAL  BONES. 
Astragalus 

19 

19 

15 

4 

15 

4 

Compound  cases  arc  all  operated.  Two  cases  had 

astragalus  removed.  Two  cases  exposure  of  joint. 
Stiffness  common  for  long  period.  All  others  re- 

turned  to  work. 

Os  Calcis  

18 

18 

12 

4 

11 

5 

One  case  open  reduction.  All  compound  cases  op- 
erated— four.  Results  only  fair  in  cases  with  dis- 
placement of  fragments. 

Scaphoid  

16 

All  recovered,  all  returned  to  work. 

Cuboid  

12 

No  compression  fractures  observed. 

Int.  Cuneiform 
Mid  Cuneiform  

1 

2 

Period  of  disability  about  eight  weeks. 

Sesamoids  

15 

47 

No  permanent  disability. 

TOES 

Metatarsals  

399 

399 

About  eleven  per  cent  compounded  with  destruc- 
tion of  soft  parts.  (See  comments). 

Phalanges  

867 

Many  compounded  with  destruction  of  soft  parts. 

3473 

119 

135 

W' 

THE  RELATIONSHIP  OF  PEDIATRICS 
AND  PSYCHIATRY 
FRANKLIN  P.  GENGENBACH,  M.  I)., 
and 

FRANKLIN  G.  EBAUGH,  M.  I)., 

Denver,  Colo. 

(Read  before  the  Medical  and  Surgical  Associa- 
tion of  the  Southwest,  meeting  in  Albuquerque, 
New  Mexico,  November  10,  1928.) 

During  the  past  decade  the  need  for  a 
closer  association  between  the  pediatrician 
and  psychiatrist  has  rapidly  developed.  This 
trend  was  well  shown  by  Dr.  Holt'  in  his 
presidential  address  before  the  American 
Pediatric  Association  in  1923,  as  well  as  in 
the  chairman’s  address  of  the  Pediatric  Sec- 
tion of  the  American  Medical  Association, 
by  Veeder  in  the  same  year.  Both  men 
strongly  advocated  the  importance  of  con- 
sidering the  mental  development  of  the  child. 
For  instance,  Dr.  Yeeder  states,  “A  knowl- 


edge of  the  psychology  of  childhood  is  as 
essential  to  the  pediatrician  as  is  the  knowl- 
edge of  disease,  as  it  is  an  integral  part  of 
the  development  of  the  child  and  without  it 
one  cannot  understand  many  of  the  factors 
influencing  human  growth.”  Since  the  ped- 
iatrician has  the  first  years  of  a child’s  life 
under  his  supervision,  he  has  an  unusual 
opportunity  to  consider  the  emotional  needs 
of  the  child.  In  his  studies  of  childhood’s 
physical  needs  and  development,  the  pediatri- 
cian has  an  excellent  chance  to  study  and  to 
modify  behavior  development.  Behavior 
represents  the  response  of  the  child  to  his 
environment.  This  means  the  study  of  the 
child  as  a whole  and  his  total  response  to 
the  demands  of  his  environment.  The  en- 
vironment may  be  studied  in  terms  of  paren- 
tal ideals  and  management  as  well  as  from 
the  viewpoint  of  the  child’s  contacts  in  the 
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home,  community  and  school.  Imitability, 
suggestibility,  love  of  power  and  attention, 
and  plasticity  of  personality  are  all  common 
to  the  normal  child,  and  the  pediatrician,  by 
a wise  knowledge  and  use  of  these  traits, 
can  greatly  modify  behavior  responses.  A 
joint  working  program  developed  by  the  ped- 
iatrician and  psychiatrist  should  result  in 
making  more  effective  the  work  of  each 
specialist.  The  consideration  of  the  child  as 
a whole  should  make  more  interesting  the 
pediatrician’s  contacts  and  even  further 
broaden  his  scope  in  the  field  in  which  he 
excells,  mainly  that  of  preventive  medicine. 

All  psychiatrists3  agree  that  the  beginning 
of  serious  neuroses  and  psychoses  often  dates 
back  to  the  pre-school  years  when  the  emo- 
tional needs  of  the  child  are  so  often  ne- 
glected and  misunderstood.  The  first  and 
most  important  emotional  need  of  the  child 
is  security.  The  feeling  of  security  is  con- 
sidered the  best  foundation  for  mental  health 
that  is  available.  The  child’s  material  sur- 
roundings should  be  stable ; but  what  is 
much  more  important,  he  should  be  made  to 
feel  wanted  and  loved,  that  nothing  is  too 
much  trouble  for  his  comfort  and  that  his 
place  is  established  among  his  social  group 
and  fellow  beings.  Steady  parental  love  and 
interest,  never-failing  courtesy  between  par- 
ents and  children,  meeting  the  child’s  ex- 
pectations with  consistency  and  frankness 
of  opinion,  mean  the  development  of  secur- 
ity. Security  can  be  present  only  where 
there  is  harmony  in  the  home.  Lack  of  se- 
curity results  in  feelings  of  inadequacy  and 
inferiority  which  usually  arise  on  the  basis 
of  favoritisms,  antagonisms  and  jealousies 
in  the  home.  For  instance,  a consistently  un- 
favorable comparison  between  brothers  and 
sisters  leaves  a serious  emotional  scar  of  in- 
feriority feeling  that  may  handicap  the  child 
throughout  life. 

The  second  emotional  need  is  that  oppor- 
tunity should  be  given  for  the  child’s  desire 
for  growth  and  freedom  to  be  satisfied.  In 
this  connection  it  has  often  been  stated  that 
growing  up  is  a stage  to  stage  process  and 
if  the  child  misses  one  stage,  usually  on  the 
basis  of  faulty  management  by  his  parents, 
he  is  deprived  of  valuable  experiences  neces- 
sary for  his  mental  adjustment.  The  oppor- 
tunity for  growth  during  the  preschool 
period  is  offered  by  meeting  the  following 
definite  mental  requirements:  first,  having 
the  child  placed  in  a social  group  of  chil- 
dren of  his  age  as  early  in  life  as  possible, 
preferably  as  early  as  the  first  or  second 
year;  and  second,  having  the  child  assume 
an  active  attitude  in  the  face  of  difficulties 
early  in  life.  This  means  having  the  child 
meet  his  own  problems  and  avoiding  having 


his  parents  fight  his  battles  for  him.  Where 
fears  for  the  safety  of  the  preschool  child 
are  permitted  to  rule  in  the  home,  the  child 
is  inevitably  denied  that  freedom  through 
the  exercise  of  which  alone  he  can  develop 
into  a responsible  social  being. 

The  third  emotional  need  is  that  of  “a  con- 
crete ideal  embodied  in  the  parent.”  Here 
again  we  see  the  importance  of  the  influ- 
ence on  the  growing  child  of  the  parents’ 
own  day  by  day  life.  The  child  needs  to  dis- 
cover and  utilize  his  own  abilities  and  set  his 
own  standard  for  achievement  and  this  is 
possible  only  where  parents  furnish  a prop- 
er example  and  so  help  to  meet  the  problem 
of  guidance  of  their  children. 

The  fourth  emotional  need  of  the  child  is 
companionable  parents.  Companionable  par- 
ents meet  a definite  developmental  need  of 
the  child  in  that  this  relationship  furthers 
an  opportunity  for  the  child  to  confide  in 
them,  it  offers  a safety  valve  and  gives  the 
child  a chance  to  have  life  interpreted  for 
him.  Unless  youngsters  are  given  the  oppor- 
tunity to  talk  themselves  out,  to  ventilate 
their  own  views  and  outline  their  own  plans, 
they  are  not  likely  to  be  in  a mood  to  con- 
sider the  views  and  plans  of  adults.  The  sug- 
gestion of  a parent,  a friend  or  counselor  is 
well  wrorth  while.  When  a child’s  reactions 
are  supplemented  by  those  of  an  adult  he 
is  more  likely  to  come  to  sound  conclusions 
than  by  following  the  method  of  relying 
wholly  on  his  own  judgment. 

A study  of  a large  number  of  clinic  rec- 
ords, as  well  as  published  records,  indicates 
the  importance  of  the  above  four  emotional 
needs  of  the  every  day  child.  It  seems  to  us 
that  these  needs  can  be  established  in  the 
clinical  studies  and  contacts  made  by  the 
pediatrician  and  that  the  pediatrician  should 
accept  that,  in  addition  to  the  standards  of 
physical  care  of  the  child,  standards  of  psy- 
chological care  should  be  developed. 

CLASSIFICATION  OF  COMMON  MALADJUST- 
MENTS DURING  CHILDHOOD 

The  study  of  several  thousand  records  in 
the  psychiatric  out-patient  clinic  indicates 
that  the  majority  of  behavior  problems  in 
children  could  have  been  prevented  by  ac- 
cepting minimum  standards  of  their  emo- 
tional needs  during  the  preschool  period.  Be- 
havior disorders  and  adjustment  difficulties 
during  childhood  can  be  classified  as  fol- 
lows4. There  is,  of  course,  considei'able  over- 
lapping in  these  groups: 

I.  Reactive  behavior  disorders  — habit 
training  difficulties.  (Approximately 
80  per  cent.) 

(a)  Protest  reactions. 

Lying,  stealing,  truancy,  running 
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away  from  home  , destructiveness, 
temper  tantrums,  etc. 

(b)  Negativistic  reactions. 

(1)  Refusal  to  eat. 

(2)  Refusal  to  talk. 

(3)  Difficulty  of  elimination,  en- 
uresis, soiling,  refusal  to  per- 
mit elimination. 

(c)  Withdrawal  and  trend  reactions. 
Daydreaming,  suspiciousness,  fears, 
jealousy,  domineering  tendencies, 
hypochondriasis,  sex  habits,  night 
terrors  or  sleep  walking  and  com- 
pulsions. 

II.  Toxic,  physical  and  organic  group.  (15 
per  cent.) 

(a)  Epilepsies. 

(b)  Chorea. 

(c)  Sequelae  of  any  acute  infectious 
disease,  epidemic  encephalitis,  cere- 
bral trauma  and  birth  injuries. 

(d)  Congenital  syphilis. 

(e)  Brain  tumor. 

(f)  Enclocrinopathies. 

III.  Mental  deficiency.  Development  anom- 

alies. (5  per  cent.) 

IV.  Rare  psychotic  and  borderline  psy- 

chotic states. 

In  the  reactive  behavior  disorder  group  we 
see  maladjustments  developing  in  reaction 
to  the  situation  that  confronts  the  child,  for 
instance,  negativism  or  the  desire  to  do  the 
opposite  to  commands  is  present  following 
inconsistent  policies  of  discipline  as  well  as 
the  result  of  unheeded  and  unreasonable  re- 
quests, threatening  and  punishment  meth- 
ods. These  disorders  may  occur  in  any  home 
and  constitute  approximately  eighty  per  cent 
of  the  entire  clinic  series.  Lack  of  habit 
training  is  found  in  the  majority  of  these 
cases.  A study  of  the  total  environmental 
situation  and  contacts  and  of  the  experiences 
of  the  child  giving  saitsfaction  and  dissatis- 
faction, usually  enables  one  to  account  for 
the  disorder  in  conduct.  The  following  case 
histories  are  illustrative  of  this  group: 

D.  G.,  age  2,  was  referred  to  the  clinic  because, 
whenever  he  is  crossed,  he  flies  into  temper  tan- 
trums and  is  very  stubborn.  His  mother  is  unable 
to  cope  with  the  situation.  When  he  becomes  angry 
he  lies  down  and  knocks  his  head  against  the  floor 
or  throws  anything  which  may  be  in  his  hands.  He 
does  not  hold  his  breath  but  screams  and  yells 
and  stiffens  his  body.  The  father  is  even  less  able 
to  manage  him.  He  refuses  to  stay  with  anyone 
parents  go  out.  If  they  take  him  to  church  and 
attempt  to  leave  him  in  the  nursery  he  will  cry  all 
of  the  time.  There  is  anxiety  about  the  father  who 
has  kleptomania  and  it  is  hoped  that  the  child  may 
be  the  means  of  getting  the  father  into  the  clinic. 
During  early  infancy  the  family  lived  with  paternal 
relatives.  The  patient  was  the  only  child  in  a large 
number  of  adult  in-laws  who  anticipated  his  every 
wish.  He  was  “lord  of  creation.”  He  particularly 
idolized  the  uncle  who  had  more  control  over  him. 
This  uncle  influenced  the  patient  by  telling  him  he 


was  a good  boy  but  was  also  very  firm  in  giving 
reasonable  commands  and  seeing  that  they  were 
enforced.  The  developmental  background  is  normal 
He  sleeps  poorly,  has  occasional  night  terrors  and 
usually  ends  up  in  the  early  morning  by  sleeping 
with  his  parents.  He  has  very  little  opportunity  to 
be  with  other  children  and  spends  most  of  his  time 
with  adults.  The  mother  in  general  is  oversolici- 
tous  regarding  his  physical  condition,  even  going  to 
the  extent  of  being  concerned  because  he  has  what 
she  terms  “too  good  an  appetite.’  The  child’s  meals 
are  irregular. 

Physical  examination  was  very  difficult  because 
of  incooperation.  Child’s  general  nutrition,  how- 
ever, was  normal.  Examination  of  special  systems 
negative.  Urine  examination  and  blood  studies  neg- 
ative. 

Situation:  The  patient’s  father  is  a psychasthenic 
with  compulsive  stealing  and  there  is  considerable 
tension  over  this  between  the  father  and  mother. 
The  mother  is  quite  sensible  and  is  very  willing  to 
cooperate.  The  child  is  spoiled  by  indulgence  of 
the  father  and  in-laws  and  the  mother  has  been 
guilty  of  over  indulgence  and  over  solicitousness, 
also  probably  using  the  child  as  an  outlet  for  her 
emotional  tension  over  the  husband’s  difficulties. 
She  has  threatened  to  leave  the  husband  if  his 
stealing  is  not  stopped  and  did  so  for  two  months 
last  summer  but  returned  to  him  in  July,  since 
which  time  the  compulsive  stealing  has  been  fairly 
well  controlled.  The  child  is  quite  normal  as  far 
as  can  be  determined  at  this  age.  The  psychological 
examination  shows  some  retardation  but  this  is 
probably  due  to  incooperation  and  difficulties  of 
evaluating  intelligence  at  this  level.  The  retarda- 
tion is  primarily  in  the  social  field. 

Recommendations:  We  recommended  separation 

from  home  in  a nursery  if  possible;  if  not,  separa- 
tion each  day  by  removing  the  child  to  a day  nurs- 
ery. It  would  be  much  better  to  have  the  child 
away  from  home  completely  for  a period  of  six 
months  to  one  year,  during  which  time  the  father 
would  be  under  treatment  in  this  clinic  and  the 
mother  would  come  in  for  training  in  child  guid- 
ance. 

Here  we  see  a reactive  behavior  disorder 
beginning  early  in  life  and  developing  on  the 
basis  of  usefulness  to  the  patient  in  that  he 
usually  accomplishes  quite  a lot  by  having 
his  tantrums.  The  advice  to  increase  his 
contacts  with  other  children,  to  ignore  his 
seizures  and  his  playing  up  for  attention, 
was  given.  The  parents  themselves  were 
likewise  advised  to  consider  their  own  emo- 
tional problems  in  a thorough  way  and  the 
father  is  now  under  treatment  in  the  out- 
patient clinic.  Here  it  was  necessary  to  ad- 
vise having  the  child  taken  away  from  the 
home  in  order  to  give  him  complete  habit 
training.  This  was  accomplished  by  placing 
him  in  a day  nursery  as  recommended  fol- 
lowing the  psychiatric  studies.  The  child  is 
now  adjusting  very  well  and  there  is  consid- 
erable evidence  that  his  parents  have  gained 
additional  understanding  of  their  own  prob- 
lems. The  treatment  of  any  behavior  disor- 
der in  childhood  usually  consists  of  treat- 
ment of  the  home  situation,  especially  the 
parents,  and  the  opportunities  for  corrective 
modification  are  great.  In  that  this  child  is 
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two  years  old,  we  have  a behavior  disorder 
of  two  years’  duration.  The  pediatrician 
could  easily  have  detected  these  symptoms 
during  the  first  few  months  of  life  and  giv- 
en proper  treatment.  In  this  case  we  see 
where  practically  all  of  the  irreducible  mini- 
mum of  emotional  needs  of  the  child  were 
neglected. 

The  following  patient  may  also  be  of  inter- 
est as  a reactive  behavior  disorder: 

M.  B.,  age  7,  was  referred  for  study  in  June, 
1928,  because  of  spells  resembling  epilepsy.  The 
onset  of  this  trouble  began  in  March,  1927,  when 
the  patient  witnessed  an  automobile  accident  in 
front  of  her  home.  She  became  very  much  excit- 
ed and  had  her  first  spell,  which  consisted  of  tne 
eyes  rolling  backward,  her  body  stiffening,  and 
falling  backwards  toward  her  mother.  She  contin- 
ued stiff  for  five  or  ten  minutes.  There  was  no 
frothing  at  the  mouth  or  biting  of  the  tongue.  Fol- 
lowing the  spells  she  complained  of  fatigue.  In 
January,  1928,  she  had  a return  of  these  attacks 
following  excitement  concerning  a school  play  she 
was  in.  In  April,  1928,  she  had  several  more  spells 
following  a series  of  deaths  in  the  neighborhood. 
Previous  to  admission  to  the  clinic  she  had  been 
struck  by  a stone  on  the  forehead  which  was  fol- 
lowed by  a similar  attack.  Attacks  always  came  on 
when  there  was  someone  near.  There  were  no  aura, 
no  headaches  nor  incontinence.  The  child  has  been 
watched  constantly  by  the  mother  for  fear  she  will 
have  a spell  and  the  patient  knew  that  her  mother 
worried  about  her.  A spell  followed  the  decora- 
tion of  graves  one  afternoon.  Cold  water  and  spirits 
of  ammonia  had  a remarkably  reviving  effect  dur- 
ing each  spell.  During  the  past  year  she  has  devel- 
oped the  habit  of  making  a gasping  noise  resem- 
bling belching.  The  personal  history  is  essentially 
negative.  She  has  had  the  usual  childhood  diseases 
with  no  sequelae.  Tonsil  and  adenoid  operation  in 
April,  1928.  She  has  made  very  good  progress  in 
school  and  gets  along  well  with  teachers  and  school 
mates.  Sleep  has  been  somewhat  impaired  since  the 
beginning  of  the  attacks.  Child  has  always  been 
very  excitable,  inclined  to  boss  other  children,  very 
fond  of  animals'  and  inclined  to  be  jealous  of  her 
younger  brother.  Family  history  is  negative. 

Psysical  examination  was  completely  negative. 
Neurological  examinatoin  negative.  Urine  and  blood 
examinations  negative.  Blood  Wassermann  nega- 
tive. 

Psychiatric  Examination:  The  child  was  very 

restless  and  fidgety  during  interviews.  She  showed 
twitchings  of  both  arms  and  legs.  It  was  possible 
to  obtain  her  cooperation  to  describe  the  usual 
group  activities  correspoding  to  her  age.  She  said 
that  she  enjoyed  going  to  school  and  particularly 
enjoyed  playing  house  and  going  on  picnics.  When 
questioned  cautiously  regarding  spells  she  an- 
swered, “I  had  a spell  last  Saturday  after  I got  hit 
with  a rock.  I asked  mother  if  I would  die.  The 
doctor  put  adhesive  tape  over  it.  There  must  be  a 
lot  of  fat  on  my  forehead  for  it  didn’t  go  to  the 
bone.”  She  gives  a fairly  good  account  of  spells 
described  in  the  history  and  with  every  spell  gives 
a preoccupation  and  association  with  death.  “When- 
ever I have  a spell  I am  afraid  I’m  going  to  die. 
There  was  such  a deep  hole  when  I was  hit  with 
the  rock.  The  man  across  the  street  was  sick  for 
a long  time.  He  died.  They  took  him  back  to  Kan- 
sas to  bury  him.  Whenever  I have  a spell  I’m 
afraid  I’m  going  to  die.  Mother  is  afraid  too.”  In 
later  interviews  she  described  numerous  instanc 
es  where  death  had  occurred  in  the  neighborhood. 


She  is  markedly  absorbed  in  and  has  fantasies  con- 
cerning the  mystery  of  death.  She  feels  that  it  is 
possible  for  people  to  be  buried  alive  and  states 
that  she  has  been  told  this  by  an  older  girl  in  whom 
she  has  considerable  confidence.!  She  became  very 
emotional  and  argumentative  regarding  this  ques- 
tion ond  insisted  that  this  older  girl  would  not  lie 
to  her.  All  accidents  indicate  death  to  the  patient. 
She  gives  very  clearly  the  association  of  her  spells 
with  dying.  She  also  admits  frequently  rolling  her 
eyes  to  frighten  her  mother.  After  each  spell  she 
is  read  to  by  her  mother,  which  she  enjoys  very 
much.  In  later  interviews  it  was  possible  to  de- 
sensitize this  girl  regarding  death  and  to  explain 
to  her  in  simple  terms  the  physical  phenomena  of 
death.  Later  reports  are  of  inetrest  in  that  they 
show  that  both  parents  were  convinced  that  this 
child  had  a serious  form  of  epilepsy.  Following  the 
explanation  of  examination  findings  to  the  moth- 
er, she  recited  many  instances  where  the  child  has 
taunted  her  by  saying,  “Mother,  did  you  think  I 
was  going  to  have  a spell?”  following  a minor  ac- 
cdient  when  the  child  fell  from  a chair. 

The  treatment  recommended  in  this  case  was  as 
follows: 

1.  Desensitization  of  the  mother,  who  feels  that 
the  child’s  condition  is  serious  and  will  progress  to 
epilepsy  with  mental  deterioration. 

2.  Explanation  of  the  phenomena  of  death  to 
the  child. 

3.  Ignoring  attacks. 

4.  Avoid  discussion  of  these  attacks  in  the  pres- 
ence of  the  child. 

5.  Approbation  with  increased  responsibilities 
and  chores  in  accordance  with  the  physical  ability 
of  the  child. 

Later  progress  notes  in  the  clinic  show  that  the 
child  has  returned  to  school,  is  making  an  excellent 
adjustment  and  the  spells  have  ceased  entirely. 

These  two  cases  illustrate  the  importance 
of  the  common  sense  approach  to  adjustment 
difficulties  occurring  during  childhood  and 
how  closely  these  difficulties  are  related  to 
the  type  of  management  and  training  given 
the  child. 

In  the  toxic  and  physical  group,  we  like- 
wise see  many  problems  belonging  to  both 
the  fields  of  pediatrics  and  psychiatry. 
States  of  undernutrition,  in  our  experience, 
are  usually  associated  with  emotional  insta- 
bility. Treatment  of  the  underlying  physical 
condition  results  in  improvement.  A careful 
rest  regime,  a well  controlled  nutritional 
regime,  the  use  of  sun  baths,  graduated  ex- 
ercise, result  in  marked  improvement.  Care- 
ful consideration  of  the  school  load  carried 
by  each  child,  the  avoidance  of  fatigue  and 
too  many  extra-curricular  activities,  and 
prolonging  adequately  the  convalescent 
period  following  acute  infections  of  child- 
hood, especially  scarlet  fever  and  measles, 
are  of  importance  in  treatment  as  well  as  in 
the  prevention  of  these  disorders.  The  prob- 
lems of  epilepsy  have  received  additional 
consideration  in  the  recent  development  of 
the  ketogenic  diet.  The  problems  of  this  dis- 
ease are  far  from  being  solved  and  we  doubt 
if  the  ketogenic  diet  will  stand  the  test  of 
time  and  prove  as  successful  as  the  early 
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reports  indicate.  Epilepsy  should  always  be 
considered  as  a symptom  and  not  as  a dis- 
ease. Complete  neurological  studies,  detailed 
metabolic  studies  ruling  out  reflex  types  of 
epilepsy,  should  be  made  in  each  case.  The 
epileptic  child  has  a remarkable  tendency  to 
improve  with  any  environmental  change. 
The  avoidance  of  special  stress  and  strain, 
and  improved  elimination,  along  with  broken 
doses  of  luminal,  are  often  of  great  value  in 
this  group.  Time  and  space  will  not  permit 
adding  a series  of  cases  illustrative  of  this 
second  group  of  common  maladjustments  oc- 
curring during  childhood.  One  should  stress, 
however,  the  point  of  thorough  studies  in 
the  organic  group,  especially  follow-up 
studies  in  the  treatment  of  congenital 
syphilis.  For  instance,  we  have  recently  seen 
a case  of  juvenile  paresis  which  was  unus- 
ually well  treated  during  the  first  three 
years  of  life,  with  no  follow-up  care  during 
the  next  five  years,  and  the  subsequent  de- 
velopment of  neurosyphilis.  Every  child,  of 
course,  receives  head  injuries,  but  sequelae 
in  this  group  are  comparatively  rare. 

In  the  mental  deficiency  group,  the  pedi- 
atrician and  the  psychiatrist  have  exception- 
al opportunities  for  early  diagnosis.  Early 
recognition  means  the  beginning  of  training 
procedures.  A high  percentage  of  feeble 
minded  children  who  receive  special  consid- 
eration in  the  public  schools  and  training 
classes,  frequently  adjust  in  the  community. 
The  low  types  of  mental  defectives  should, 
of  course,  be  institutionalized  early  in  life 
and  contacts  with  the  normal  children  in  the 
family  can  thereby  be  avo'ded. 

Psychoses  occurring  in  childhood  are  ex- 
tremely rare  and  generally  the  psychoses 
are  identical  with  those  in  adults  as  far  as 
the  symptomatology  and  treatment  are  con- 
cerned. 

The  pediatrician  is  far  in  advance  of  the 
psychiatrist  in  the  role  that  he  has  played 
in  preventive  medicine.  The  control  of  the 
acute  infectious  diseases  of  childhood,  the 
marked  decrease  in  infant  mortality,  the 
arousal  of  the  public  and  community  con- 
science regarding  the  necessity  of  immuniz- 
ing children  against  diphtheria  and  scarlet 
fever,  the  advance  in  the  treatment  of  meas- 
les, the  efficacy  of  using  immune  serum  in 
poliomyelitis  and  numerous  epoch  making 
advances  in  medicine,  belong  to  the  pediatric 
field.  In  the  future  the  pediatrician  should 
take  an  equal  part  in  the  prevention  of 
nervous  and  mental  disorders.  This  is  pos- 
sible, especially  if  he  emphasizes  and  meets 
the  demands  of  prevention  by  considering 
more  carefully  the  mental  development  and 
the  wealth  of  mental  phenomena  occurring 
during  the  preshool  period.  Never  again  will 


there  be  an  equal  opportunity  to  lay  the 
foundations  for  mental  health  or  to  improve 
the  every  day  adjustment  made  by  the  nor- 
mal individual.  This  problem  can  be  fur- 
thered by  having  courses  in  psychiatry  giv- 
en as  a part  of  the  work  in  pediatrics,  cours- 
es in  habit  training  given  by  representatives 
of  both  fields,  as  well  as  courses  in  the 
psychopathology  and  mental  hygiene  of  chil- 
dren. Assigning  students  to  child  guidance 
would  give  them  contacts  with  behavior  dis- 
orders of  childhood  and  make  clear  and  sup- 
plement the  didactic  work.  Likewise,  in  the 
future,  it  would  be  easy  to  visualize  in  office 
practice  a close  association  between  the 
pediatrician  and  psychiatrist.  Psychometric 
studies  and  complete  mental  measurements 
should  be  made  on  children  referred  for  a 
regular  health  examination  previously  spon- 
sored and  so  common  now  in  the  pediatrics 
field.  Surely,  with  the  detailed  physical 
studies  made,  mental  studies  should  be  re- 
quired for  a consideration  of  the  entire  child. 
Likewiwse,  the  pediatrician  in  the  future 
can  utilize  the  service  of  a well  trained 
psychiatric  social  service  worker  who  can  ob- 
tain the  social  and  environmental  data  neces- 
sary for  his  recommendations  and  treat- 
ment. The  social  worker  could  also  be  a 
therapeutic  aid  to  the  pediatrician.  Since 
both  fields  frequently  find  it  necessary  to 
advise  a change  of  environment  for  habit 
training,  one  can  see  the  need  for  a training 
center  or  school  hospital  for  this  purpose  in 
the  near  future.  Likewise,  the  training  of 
nurses  for  special  work  in  the  field  of  be- 
havior is  a matter  of  future  development. 
Furthermore,  it  certainly  will  be  very  stimu- 
lating to  the  psychiatrist  and  broaden  his 
viewpoint  materially,  if  a closer  association 
can  be  established  with  the  pediatrician.  It 
will  also  help  the  psychiatrist  never  to  over- 
look a physical  basis  for  undesirable  habit 
and  personality  defects,  as,  of  course,  it  is 
essential  in  any  clinical  work  to  consider  the 
physical  basis  first. 

SUMMARY  AND  CONCLUSIONS 

A closer  association  can  be  developed  be- 
tween the  pediatrician  and  psychiatrist  in 
the  following  ways : 

1.  Consideration  of  the  entire  child  and 
his  emotional  needs. 

2.  The  teaching  of  mental  hygiene  as  a 
part  of  the  regular  course  in  pediatrics  in 
medical  school,  supplemented  by  clinics  and 
out-patient  work. 

3.  The  pediatrician  should  take  a leading 
part  in  the  mental  hygiene  movement  and 
thereby  be  a forceful  ally  in  the  preventive 
work  in  the  field  of  psychiatry. 

4.  The  pediatrician  of  the  future  will 
need  to  develop  facilities  in  his  practice  for 
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the  study  of  the  complete  child,  such  as  hav- 
ing a social  worker  and  a special  nurse  for 
this  purpose.  Routine  mental  measurements 
should  be  a part  of  the  developmental  studies 
already  perfected  by  the  pediatrician. 

5.  Both  specialties  can  better  serve  the 
public  health  requirements  of  the  commun- 
ity by  closer  cooperation  and  understanding 
of  the  guiding  principles  of  behavior  study 
and  modification. 
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DISCUSSION 

Dr.  N.  H.  BRUSH,  Santa  Barbara,  Cal.  (open- 
ing): There  is  one  point  Dr.  Gegenbach  brought  up 
that  I think  should  be  emphasized.  Everyone  knows 
that  mental  disease  is  the  most  important  question 
before  the  medical  profession  today,  many  more 
times  so  than  tuberculosis  or  any  other  disease. 
Everyone  also  knows  that  many  times  mental  trou- 
bles can  be  prevented,  if  recognized  in  childhood 
and  properly  cared  for.  It  is  not  only  the  pediatri- 
cian who  should  be  specially  trained,  but  every 
medical  man  should  be  specially  trained.  Unfortu- 
nately, there  are  comparatively  few  pediatricians, 
but  as  this  class  of  patient  is  seen  by  the  family 
physician,  by  the  surgeon  and  by  the  specialist  in 
other  lines,  every  medical  man  should  have  a work- 
ing knowledge  of  psychology  sufficient  at  least  to 
recognize  mental  diseases  when  they  are  there. 

I think  Dr.  Gegenbach  is  to  be  very  much  con- 
gratulated upon  the  points  he  made  in  his  very 
excellent  paper.  Modern  psychology  is  still  unable 
to  offer  a cure  in  the  large  majorities'  of  the  psy- 
choses, but  it  can,  should  and  must  stress  the  need 
of  early  recognition  of  these  cases.  The  patients  the 
psychiatrist  usually  sees  are  the  dementia  praecox, 
at  the  age  of  25 — when  the  damage  is  done.  Cure 


is  possible — yes,  but  the  cure  should  have  been 
started,  not  at  the  age  of  25,  but  at  the  age  of  2, 
and  that  child’s  environments  and  the  influences 
around  him  should  have  been  watched  and  the  path 
cleared  for  his  development  in  the  future.  In  that, 
regard,  just  this  last  summer  I had  three  men  at 
one  time,  patients  of  mine,  and  these  three  men 
showed  most  emphatically  the  need  of  our  keeping 
the  child  free  of  any  inferiority  feeling,  which  was 
one  of  the  points  brought  up  by  Dr.  Gegenbach. 

The  first  was  a man  of  about  50,  who  started  off 
in  life  as  a member  of  a family  well  known  m this 
country  on  account  of  its  manufacturing  ability. 
This  man  grew  up  in  an  atmosphere  of  artistry. 
He  was  a painter  of  more  than  average  ability  and 
very  fond  of  music.  However,  he  was  not  allowed 
to  follow  his  natural  pursuits,  but  was  remanded 
into  the  factory,  where  he  became  dissatisfied  and 
discouraged,  but  remained  on  account  of  his  moth- 
er, whose  desire  it  was  that  he  carry  on  the  busi- 
ness. 

The  second  man  was  a violinist  of  more  than 
average  ability,  ability  which  enabled  him  to  go 
on  a tour  with  Schumann-Heinck.  While  he  was 
at  the  age  of  34,  his  mother  still  had  him  under 
her  thumb.  He  could  not  live  the  life  he  wanted  to 
because  his  mother  was  sabolutely  dominant.  His 
mother  still  called  him  “her  baby.”  The  man  drift- 
ed into  alcoholism  as  a relief  from  that  home  influ- 
ence from  which  he  had  never  been  able  to  emanci- 
pate himself.  There  were  four  brothers  and  only 
one  of  these  amounted  to  anything  and  this  one 
migrated  from  California  to  Boston,  where  he  be- 
came prominent.  He  got  away  from  the  family  and 
from  the  influence  which  dominated  a feeling  of 
inferiority. 

DR.  KARL  A.  MENNINGER,  Topeka,  Kansas:  I 
want  to  express  my  appreciation  of  Dr.  Gegen- 
bach’s  paper.  I have  been  impressed  with  the  fact 
that  there  are  a great  many  more  papers  and  lec- 
tures given  in  connection  with  feeding  problems 
than  there  are  with  industrial  problems  and  it  is  a 
relief  to  me  to  hear  a paper  like  this  one.  I am 
cursed  with  optimism  and,  of  course,  cannot  con- 
cur with  the  opinion  that  the  vast  majority  of  our 
psychoses  are  incorrectable.  Most  of  them  are  cor- 
rectable and  occasionally  the  psychiatrist  can  stand 
along  the  side  lines  and  get  some  of  the  credit.  As 
a matter  of  fact,  however,  while  the  parents  come 
in  for  a good  deal  of  condemnation  in  some  of 
these  cases,  the  responsibility  sometimes  lies  with 
the  grandparents,  and  we  all  know  what  our  par- 
ents think  of  our  children. 

DR.  M.  K.  WYLDER,  Albuquerque,  N.M.:  I think 
we  are  all  to  be  congratulated  on  hearing  Dr. 
Gegenbach’s  paper.  He  has  brought  us  something 
of  real  value.  Speaking  of  Dr.  Menninger’s  criti- 
cism of  grandparents,  I think  the  grandparents  are 
to  be  forgiven,  as  probably  most  of  them  feel  they 
made  such  miserable  failures  of  their  own  children, 
they  want  to  try  different  tactics  with  the  grand- 
children. 

It  is  time  for  us  now  to  study  children  and  that 
is  what  Dr.  Gegenbach  is  doing.  There  is  no  limit 
to  what  can  be  accomplished  and  the  training  of  a 
child  is  the  most  important  thing.  The  only  thing 
we  can  do  when  we  leave  this  world,  as  all  of  us 
must  do,  is  to  leave  some  children  and  the  only 
thing  that  is  worth  while  is  to  have  them  properly 
trained.  There  is  nothing  that  can  take  the  place 
of  sensible  parents,  but  this  work  Dr.  Gegenbach 
has  brought  to  us  today  has  something  of  value  to 
us  all  and  I have  thoroughly  enjoyed  hearing  it. 

DR.  GEGENBACH  (closing):  Dr.  Menninger  un- 
fortunately came  in  late,  so  did  not  hear  me  say 
this  paper  was  also  written  by  Dr.  Ebaugh,  or  I 
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do  not  think  he  would  have  had  occasion  to  be  so 
complimentary  to  me  had  he  known  that  fact. 

I think  this  subject  is  one  of  the  most  important 
things  we  can  bring  to  the  attention  of  the  profes- 
sion. We  feel  it  is  up  to  the  profession  to  watch 
out  for  these  cases.  Perhaps  I should  not  have  used 
the  title  I did — perhaps  I should  have  used  “In- 
terrelationship.” We  recognize  the  fact,  after  all, 
that  it  nas  to  come  down  to  the  general  practition- 
er. In  fact,  I personally  believe  that  the  doctor  who 
specializes  in  children — no  matter  whether  he  is  a 
so-called  general  practitioner,  or  specialist  to  some 
extent  in  his  own  speciality  with  children— that 
man  is  the  man  who  is  going  to  do  the  most  good, 
because  he  sees  these  thiners  developing  from  the 
cradle  up.  I believe  we  often  hear  the  exprssion 
that  the  old-time  family  physician  is  dying  out — I 
mean  the  man  in  the  olden  days  who  treated  any- 
thing and  everything.  Now,  to  my  mind,  the  man 
who  is  working  with  children  is  the  man  who  is  go- 
ing to  be  the  old-time  family  physician.  He  has  to 
deal  with  the  home,  and  the  whole  family.  He  has 
to  deal  with  the  parents,  the  grandparents,  the 
uncles,  the  aunts,  and  also  last,  but  by  no  means 
least,  the  neighbors — so  that  the  man  who  is  deal- 
ing  with  the  children  has  to  have  a broad  viewpoint 
and  he  has  to  learn  the  problems  of  the  family 
and  help  the  family  solve  these  problems.  I real- 
ize this  all  takes  time. 

If  you  will  recall,  in  my  paper,  I said  the  thing 
I was  recommending  was  that  there  be  a closer 
relationship  of  the  men  necessarliy  working  with 
children.  The  medical  student  of  the  present  day, 
and  especially  of  the  future,  is  going  to  hear  more 
about  the  interrelationship  of  all  the  so-called  spe- 
cialists. He  will  have  a chance  to  develop  a nor- 
mal body,  mentally  as  well  as  physically. 

I am  wondering  whether  we  cannot  hurry  this 
thing  a little  bit.  I have  an  idea,  if  we  can  get  it 
over  to  the  school  authorities,  that  we  can  do  a 
great . deal  in  the  schools.  When  we  put  the  chil- 
dren in  school,  we  do  so  for  two  or  three  reasons 
primarily.  The  first  reason  should  be,  not  an  ed- 
ucation, but  education  and  good  health — that  is  the 
thing  that  should  be  brought  to  the  mind  of  the 
children.  Children  are  wonderfully  adaptive  and 
open  to  suggestion,  and  if  you  start  early  enough, 
and  start  with  good  health  (and  good  health  needs 
not  only  healthy  bodies  but  healthy  minds),  you 
will  be  accomplishing  a lot.  The  next  thing  they 
should  learn  is  how  to  become  good  fathers  and 
mothers.  Unless  we  learn  how  to  become  good 
fathers  and  good  mothers,  we  are  never  going  to 
get  anywhere.  You  cannot  undo  what  has  happened 
to  an  adult,  and  the  only  hope  in  the  future  that  I 
see  is  that  each  generation  is  going  to  be  a little 
bit  better  because  it  is  going  to  have  a better  start 
in  life.  In  view  of  the  fact  that  the  present  fathers 
mothers  have  not  been  properly  trained  them- 
selves, how  can  they  properly  train' their  children? 
The  only  thing  you  can  do  is  to  do  what  you  can 
by  proper  education.  We  have  now  a Child  Re- 
search Council  in  our  medical  schools,  who  started 
out  with  the  idea  that  they  were  going  to  study  by 
the  x-ray  the  development  of  the  child  right  from 
birth.  I believe  that  Council  is  going  to  get  some- 
where.  It  is  going  to  gather  some  material  we  are 
going  to  utilize  in  making  better  children.  So,  as  I 
have  said  before,  I am  not  talking  simply  as  a 
pediatrician  (he  sees  comparatively  few  children 
and  he  usually  sees  the  more  difficult  cases),  but 
as  the  general  practitioner  and  it  is  the  general 
practitioner  who  has  to  observe  these  things  and 
put  them  over.  For  that  reason  I feel  the  coming 
generation  are  the  ones  who  ought  to  be  trained. 
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Few  subjects  are  of  more  interest  to  the 
clinician  at  the  present  time  than  chronic 
cholecystitis.  There  are  probably  several 
reasons  for  this.  One  is  the  increasing  prev- 
alence of  this  condition.  Another  is  the  im- 
proved methods  for  diagnosis  which  have 
been  developed  the  last  few  years,  the  most 
outstanding  being  the  Graham-Cole  method 
of  cholecystography.  And  another  reason  is 
the  very  formidable  question  of  the  most 
satisfactory  way  to  treat  these  patients. 

There  are  a few  matters  which  are  pretty 
well  agreed  upon  in  regard  to  the  gall-blad- 
der: First,  that  it  acts  as  a concentrator  for 
the  bile;  second,  that  it  serves  as  a storage 
resbrvoir  for  the  bile  in  a very  small  capac- 
ity; third,  that  the  digestive  process  adjusts 
itself  very  readily  to  the  removal  of  the  gall- 
bladder without  any  ill  effects. 

The  investigations  of  Rosenow  and  others 
have,  to  a great  extent,  cleared  up  the  etiol- 
ogy of  chronic  gall-bladder  infection.  There 
are  several  avenues  of  infection:  (1)  through 
the  hepatic  ai’tery;  (2)  through  the  portal 
circulation;  (3)  by  ascending  to  the  gall- 
bladder from  the  duodenum  when  the  bile  is 
not  flowing  (this  might  occur  when  there  is 
an  absence  of  free  HC1  in  the  stomach,  be- 
cause when  HC1  is  present  the  duodenal  con- 
tents are  generally  sterile)  ; (4)  through  the 
lymphatics;  (5)  by  extension  from  infec- 
tion in  cont'guous  oVgans. 

Rosenow’s  work  on  the  elective  localiza- 
tion of  bacteria  is  strong  evidence  that  in- 
fection reaches  the  gall-bladder  through  its 
arterial  blood  supply.  He  has  demonstrated 
that  a gall-bladder  strain  of  organism,  when 
injected  into  laboratory  animals,  localized  in 
the  gall-bladder  in  eighty  per  cent  of  cases, 
and,  furthermore,  that  twenty-nine  per  cent 
of  the  animals  receiving  gall-bladder  organ- 
isms, showed  lesions  in  the  stomach  and 
duodenum.  Also  gall-bladder  lesions  were 
produced  in  twenty-one  per  cent  of  the  ani- 
mals receiving  ulcer  strains.  These  organ- 
isms must  reach  the  gall-bladder  through 
the  hepatic  artery.  Under  normal  conditions 
the  liver  and  gall-bladder  are  believed  to  de- 
stroy organisms  reaching  it,  but  when  large 
numbers  occur  at  one  time,  when  the  health 
of  the  body  tissues  is  impaired  or  the  nor- 
mal resistance  is  reduced,  it  is  easily  seen 
how  infection  gams  a foothold  in  these  or- 
gans. Such  infections  as  typhoid  fever,  ton- 
sillitis, sinusitis,  empyema,  pneumonia,  puru- 
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lent  appendicitis,  when  they  antedate  gall- 
bladder disturbance,  must  be  considered  as 
etiological  factors.  The  older  clinicians  paid 
considerable  attention  to  a history  of  ty- 
phoid fever  in  suspected  gall-bladder  disease. 
But,  in  spite  of  the  widespread  typhoid 
prophylaxis  by  modern  preventative  medi- 
cine, gall-bladder  disease  is  increasing. 

With  all  due  respect  to  the  acute  infec- 
tions, it  is  more  than  probable  that  the 
chronic  foci  of  infection  play  the  largest  role 
in  the  etiology  of  chronic  cholecystic  disease. 
Teeth  and  tonsils  are  the  main  offenders. 
Ochsner  said,  shortly  before  he  died,  that  he 
could  trace  the  history  of  the  majority  of 
his  gall-bladder  cases  back  to  the  age  of 
twenty  or  before.  Up  to  this  age  the  tonsils 
are  probably  the  main  foci  because  after  this 
age  they  tend  to  atrophy.  Then  the  teeth 
become  the  foci.  It  has  been  estimated  re- 
cently that  eighty  per  cent  of  gall-bladder 
disease  cases  occur  in  women  who  have  been 
pregnant.  It  would  seem,  then,  that  hepatic 
function  is  impaired  at  this  time,  rendering 
the  liver  less  resistant  to  the  invasion  of 
bacteria  from  the  chronic  foci,  which,  under 
normal  conditions,  would  be  destroyed  by 
this  organ. 

Closer  co-ordination  between  the  surgeon 
and  medical  man  has  simplified  abdominal 
diagnosis.  Such  diagnoses  as  chronic  dys- 
pepsia, gastritis,  gastralgia,  indigestion,  in- 
testinal intoxication,  hyperacidity  and  bil- 
iousness are  no  longer  made.  Instead,  they 
are  recognized  as  being  symptoms  of  the  ab- 
dominal triad ; gall-bladder  disease,  peptic 
ulcer,  or  inflammation  in  the  appendix — al- 
ways bearing  in  mind  a fourth  affliction, 
namely,  cancer. 

One  of  the  commonest  errors  in  diagnosis 
is  failure  to  recognize  multiple  pathology. 
Many  times  a very  definitely  diseased  ap- 
pendix has  been  removed  with  little,  if  any, 
relief  to  the  patient  because,  in  fifty  per 
cent  of  cases  of  chronic  appendicitis,  the 
gall-bladder  also  is  diseased.  It  is  always 
necessary  to  differentiate  between  gall-blad- 
der disease  and  peptic  ulcer.  Uncomplicated 
peptic  ulcer,  as  a rule,  has  a clear  cut  his- 
tory of  distress  recurring  at  a regular  inter- 
val after  meals,  which  is  associated  with 
free  hydrochloric  acid  in  the  stomach,  and  is 
relieved  by  the  ingestion  of  food  or  alkalis, 
so  that  the  diagnosis  is  quite  evident.  But  it 
must  be  remembered  that  fifteen  per  cent  of 
all  cases  of  peptic  ulcer  have  an  associated 
gall-bladder  infection,  which  may  be  silent 
at  the  time  of  ulcer  diagnosis  and  then  flare 
up  after  the  ulcer  has  been  healed. 

Gall-bladder  cases  may  be  conveniently 
divided  inte  three  groups:  (1)  patients  who 
have  acute  attacks  of  colic  and  are  free  from 


symptoms  between  attacks,  (2)  patients 
having  acute  attacks  of  colic,  with  symp- 
toms of  chronic  stomach  disorder  between 
attacks,  and  (3)  patients  having  no  attacks 
of  colic  but  the  usual  digestive  symptoms. 
The  great  majority  of  gall-bladder  patients 
come  under  the  last  group.  They  complain 
mostly  of  gaseous  distention  occurring  about 
thirty  minutes  after  a full  meal,  accom- 
panied by  belching,  and  are  usually  consti- 
pated. Otherwise  they  have  no  signs  or 
symptoms  referable  to  the  gall-bladder.  Ten- 
derness may  occur  over  the  region  at  infre 
quent  intervals  but  may  never  be  discovered. 

In  completing  the  examiation  of  suspected 
gall-bladder  disease,  a careful  history  often 
gives  invaluable  information.  Any  history 
of  jaundice,  or  a history  of  an  acute  stom- 
ach attack,  with  or  without  pain,  is  path- 
ognomonic. The  icteric  index  and  quantita- 
tive van  den  Bergh  often  give  conclusive  evi- 
dence. They  will  show  an  increase  in  the  cir- 
culating bilirubin  wTiich  is  not  of  sufficient 
intensity  to  produce  clinical  jaundice.  The 
van  den  Bergh  will  also  differentiate  be- 
tween obstructive  and  hemolytic  jaundice. 
By  repeating  the  test  in  obstructive  jaun- 
dice, the  surgeon  can  select  the  most  advan- 
tageous time  to  operate.  That  time  would 
be  when  the  serum  bilirubin  level  became 
stationary.  It  would  be  dangerous  to  oper- 
ate with  a rising  bilirubin.  And  if  the  level 
of  the  bilirubin  were  falling,  the  lower  it 
would  fall,  the  mo're  assurance  he  would 
have  against  hemorrhage. 

Since  the  Graham-Cole  method  of  chole- 
cystography has  been  introduced,  we  have 
examined  over  400  cases  of  suspected  gas- 
trointestinal disease.  A surprising  result  of 
this  series  has  been  the  relative  infrequency 
of  peptic  ulcer  and  the  great  prevalence  of 
diseased  gall-bladdbrs,  as  evidenced  by  im- 
paired function.  Time  does  not  permit  going 
into  the  detail  of  the  statistics  of  this  series 
but,  briefly  summarized,  it  is  as  follows:  Of 
these  400  cases,  about  200  of  them  were  pa- 
tients who  merely  presented  themselves  for 
diagnosis  and,  after  receiving  instructions 
about  their  diets,  etc.,  have  been  lost  track 
of.  It  is  probable  that  a fair  percentage  of 
these  have  been  relieved. 

Of  the  remaining  200  cases,  seventy  have 
come  to  operation.  To  these  seventy,  the 
usual  operative  statistics  apply.  About  for- 
ty per  cent  are  completely  cured,  about  for- 
ty per  cent  are  partially  relieved  and  are 
gradually  improving,  and  about  twenty  per 
cent  unimproved.  We  have  one  consolation 
about  this  twenty  per  cent  of  unimproved 
patients.  The  progress  of  the  disease  has 
been  checked.  It  is  seldom  that  a patient 
becomes  any  worse  after  operation  has  been 
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performed.  In  this  forty  per  cent  group  of 
patients  who  are  improving,  lies  the  great- 
est aid  of  medical  treatment.  It  is  a serious 
error  to  tell  people  that,  two  weeks  after 
they  are  operated  upon  and  walk  out  of  the 
hospital,  they  will  be  relieved  of  a long  train 
of  digestive  symptoms  from  which  they 
have  suffered  for  several  years.  It  usually 
requires  from  six  months  to  a year,  and 
sometimes  two  to  three  years,  to  correct 
these  symptoms,  and  unless  these  patients 
are  kept  under  supervision,  they  drift  along 
and  often  the  quack  gets  the  credit  for  the 
cure. 

The  remaining  100,  and  some,  cases  are 
unde'r  more  or  less  close  observation.  Many 
of  these  are  relieved  to  such  an  extent  that 
they  consider  themselves  cured.  Most  of 
them  have  occasional  digestive  attacks  last- 
ing variable  periods.  Not  a few  are  merely 
marking  time  until  they  will  have  to  come 
to  operation.  We  have  no  evidence  yet  to 
assume  that  those  patients  who  are  relieved 
are  cured.  Statistics  show  that  eight  per 
cent  of  adults  past  forty  yea:rs  of  age,  com- 
ing to  postmortem,  have  gall-stones.  And 
forty  per  cent  have  some  degree  of  chronic 
cholecystitis.  So  that  these  patients  who  are 
free  from  symptoms  are  merely  enjoying 
remissions. 

The  treatment  of  chronic  cholecystitis  is 
not  all  surgical;  neither  is  it  all  medical.  It 
is  probably  better  to  say  that  the  treatment 
is  medical  with  surgery  as  an  indispensable 
adjuvant.  It  is  not  all  medical  because,  as 
far  as  we  know,  there  is  no  drug  in  the 
armamentarium  of  present  day  medicine 
which  alters  very  much,  if  any,  the  path- 
ology of  chronic  cholecystitis.  It  is  not  all 
surgical  because  the  end  results  of  surgery 
are  fair  from  flattering.  A San  Francisco 
surgeon  recently  reported  the  average  dura- 
tion of  symptoms  of  100  cases  coming  to 
operation  to  be  twenty  years.  Herein  lies 
the  explanation  of  surgical  failure.  Postmor- 
tem examination  has  repeatedly  demonstrat- 
ed that  the  chronic  infection  involving  the 
walls  of  the  gall-bladde'r  is  a very  minor  part 
of  the  pathological  picture.  And  that  there 
is  also  present  a chronic  inflammation  ex- 
tending into  the  liver,  the  pancreas,  the  bile 
ducts,  the  duodenum  and  the  intestines. 
When  this  inflammatroy  process  reaches  the 
walls  of  the  intestine  it  affects  the  plexus  of 
Meissner  and  Auerbach.  This  produces  a 
spastic  colon,  which  is  very  often  one  of  the 
most  troublesome  and  persistent  afflictions 
of  the  gastrointestinal  tract.  From  our  pres- 
ent knowledge,  we  infer  that  the  gall-blad- 
der is  the  starting  point  of  this  general  in- 
fection. We  may  have  to  retract  this  some 


day,  if  it  can  be  proved  that  this  condition 
develops  just  the  same  if  the  gall-bladder 
has  been  removed  in  early  life  along  with 
the  appendix.  The  appendix,  by  its  treach- 
ery and  mortality,  has  established  itself  in 
the  minds  of  the  public  long  ago.  The  mor- 
tality from  gall-bladder  is  negligible  but  its 
morbidity  is  immense.  And  because  it  lacks 
this  treacherousness  of  the  appendix,  it 
has  not  established  itself  in  the  minds  of 
the  public  yet,  and  so  is  allowed  to  proceed 
with  its  morbid  process.  It  is  surprising 
how  few  of  the  laity  know  that  the  removal 
of  the  gall-bladder  is  compatible  with  life. 
And  there  is  no  small  amount  of  propaganda 
about  how  long  one  may  live  after  chol- 
ecystectomy, and  all  the  symptoms  which 
may  be  present  or  occu'r  as  a result  of  hav- 
ing no  gall-bladder. 

It  is  not  the  amount  of  pathology  present 
which  brings  the  average  gall-bladder  pa- 
tient to  surgery,  as  might  occur  to  one  at 
first  thought.  But  it  is  the  symptoms  the 
patient  is  having.  That  one  patient,  with 
only  a very  slight  infection,  will  have  many 
symptoms,  while  another  with  a very  ad- 
vanced infection,  and  even  with  stones  pres- 
ent, may  be  symptomless,  is  the  common  ex- 
perience of  eve'ry  one.  If  the  severity  of  the 
symptoms  were  any  criterion  of  the  extent 
of  the  infection,  we  might  have  some  better 
means  of  selecting  the  patients  for  surgery. 
But  since  it  has  been  proven  how  widespread 
chronic  gall-bladder  infection  is  and  how 
we  are  at  its  mercy,  the  gall-bladder  will 
have  to  be  condemned  in  early  life,  along 
with  the  appendix,  and  removed  whenever 
there  are  symptoms  suggesting  its  involve- 
ment, because,  in  the  words  of  Moynihon, 
the  function  of  the  gall-bladder  as  an  adju- 
vant of  alimentary  digestion  is  slight  and 
operative  experience  suggests  that  it  is  al- 
most negligible. 

Such  a procedure  is  more  along  the  lines 
of  prevention  and  is  of  little  value  in  re- 
lieving the  great  number  of  people,  both  op- 
erated and  unoperated,  who  suffer  from 
chronic  cholecystic  disease.  Probably  the 
most  important  factor  in  melical  manage- 
ment of  this  condition  is  diet.  The  physiolo- 
gists have  contributed  some  valuable  in- 
formation about  regulation  of  diet.  When 
the  stomach  is  at  rest,  the  sphincter  of  Oddi 
is  closed.  During  this  time,  the  gall-bladder 
fills  up  with  bile.  If  it  has  lost  its  elasticity 
through  infection  in  its  walls,  it  will  be  un- 
able to  contract  and  empty  when  the  normal 
stimulus,  i.  e.,  the  food,  arrives.  This  pro- 
duces distress . Therefore,  it  is  advisable 
that  patients  do  not  go  for  long  periods 
without  eating.  Patients  often  have  most 
distress  after  fasting  for  a time  and  then 
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starting  to  eat.  This  explains  why  many  pa- 
tients a're  relieved  of  these  gall-bladder 
symptoms  when  placed  on  ulcer  treatment. 
The  frequent  small  feedings  keep  the  gall- 
bladder empty  and  improve  its  tone.  Several 
workers  have  discovered  valuable  informa- 
tion by  studying  the  effects  of  removal  of 
the  liver  in  animals.  They  have  found  that, 
after  the  liver  is  removed,  there  is  a marked 
decline  in  the  blood  sugar  level  in  the  cir- 
culating blood.  They  have  also  found  that, 
when  the  liver  is  removed,  the  formation  of 
urea  from  the  waste  products  of  protein 
metabolism  ceases.  These  waste  products 
are  toxic  and  are  ordinarily  converted  into 
the  non-toxic  urea  for  excretion  in  the  urine. 
Therefore,  whenever  gall-bladder  disease  has 
progressed  to  the  stage  where  there  is  im- 
pairment of  the  hepatic  cell  and  liver  dam- 
age has  occurred,  the  diet  should  include  a 
high  sugar  content  and  be  free  from  protein. 
This  also  explains  the  very  marked  improve- 
ment in  patients  who  have  received  intra- 
venous injection  of  glucose  when  suffering 
from  shock  or  other  interference  with  the 
heat  regulating  centeh. 

In  uncomplicated  gall-bladder  disease,  one 
of  its  characteristics  is  food  selection.  Many 
patients  know  exactly  what  they  can  eat 
with  comfort  and  just  what  will  produce  dis- 
tress. As  a rule,  however,  meat  produces 
distress  in  all  gall-bladder  patients.  Gener- 
ally speaking,  the  diet  shoud  be  bland.  It 
shoud  contain  a slight  excess  of  fat,  because 
fat  stimulates  the  gall-bladder  to  empty.  It 
should  not  contain  greasy  fried  foods,  condi- 
ments, pickles,  rich  pastry  and  raw  foods. 
Cooked  vegetables  and  fruit  should  be  in- 
cluded unless  they  produce  too  much  dis- 
tress and  a very  important  factor  is  the  es- 
tablishment of  regular  habits — eating  at 
regular  hours,  abstinence  from  food  late  at 
night.  The  stomach  is  better  if  empty  at 
bedtime.  Often  reduction  in  the  amount  of 
tobacco  used  by  heavy  smokers  will  relieve 
many  digestive  symptoms  referable  to  the 
gall-bladder. 

After  diet,  the  next  important  procedure 
is  to  relieve  the  altered  gastric  and  intes- 
tinal functions.  Failure  to  obtain  this  relief 
is  the  cause  of  practically  all  the  symptoms 
of  gall-bladder  disease  aside  from  pain  and 
colic.  The  altered  gastric  function  is  best 
controlled  by  the  bromides  combined  with 
belladonna.  The  alkalis  rank  next  in  effec- 
tiveness and  sometimes  these  give  complete 
relief.  The  various  preparations  containing 
bile  salts  are  of  little  value,  apparently. 
They  are  supposed  to  stimulate  the  flow  of 
bile.  But  in  the  usual  uncomplicated  case 
the  symptoms  are  not  due  to  interfertnce  in 


the  flow  of  bile.  In  fact,  the  bile  flows  along 
in  its  usual  manner  regardless  of  the  func- 
tion of  the  gall-bladder.  And  it  has  been 
proved  that  a meal  containing  fat  is  much 
more  effective  in  emptying  the  gall-bladder. 
So  bile  salts  are  generally  inert. 

The  most  difficult  altered  intestinal  func- 
tion to  relieve  is  constipation.  This  symp- 
tom is  seldom  absent  in  gall-bladder  disease. 
The  use  of  all  laxatives  and  cathartics  is  to 
be  condemned,  because  the  inevitable  result 
of  this  is  an  irritable  colon  which  often  be- 
comes more  of  a menace  to  health  than  the 
gall-bladder  itself.  The  diet  aims  at  relieving 
constipation,  but  very  often  it  is  impossible 
to  have  the  proper  foods  on  account  of  the 
gastric  distress  they  will  produce.  The  per- 
sistent use  of  olive  oil  enemata  at  bedtime, 
followed  by  a very  small  plain  water  enema 
in  the  morning,  will  very  often  give  results. 
In  addition  to  this,  the  ordinary  mineral  oils 
and  preparations  containing  agar-agar  may 
be  given.  But  in  spite  of  all  this,  many  pa- 
tients believe  they  must  have  their  periodic 
round  of  calomel  in  order  to  get  relief. 

Lyons  duodenal  drainage  has  a definite 
place  in  the  treatment  of  chronic  cholecystic 
disease.  It  probably  is  most  effective  in 
cases  who  have  had  cholecystectomy  per- 
formed. It  is  said  that  if  you  would  arouse 
criticism,  make  a statement  which  is  con- 
trary to  facts.  Few  subjects  have  received 
mo're  criticism,  both  adverse  and  favorable, 
in  recent  years,  than  duodenal  drainage.  But 
the  majority  of  this  criticsm  has  been  ad- 
verse. 

CONCLUSIONS 

1.  The  incidence  of  gall-bladder  diagnosis 
is  increasing,  mainly  due  to  improved  meth- 
ods of  diagnosis,  and  physiological  investiga- 
tions. 

2.  Chronic  foci  of  infection  play  the  chief 
role  in  etiology,  although  acute  infections 
must  be  considered. 

3.  If  we  would  eliminate  the  morbidity 
of  chronic  gall-bladder  disease,  and  increase 
the  good  results  of  surgery,  earlier  diagno- 
sis will  have  to  be  made,  accompanied  by 
choecystectomy. 

4.  The  routine  treatment  of  all  cases 
should  consist  of  complete  eradication  of  all 
chronic  foci  of  infection,  careful  supervision 
of  all  operated  cases  for  six  months  to  one 
year,  or  even  longer,  after  operation,  strict 
dietary  regimes,  and  the  relief  of  the  altered 
gastro-intestinal  functions. 
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COMPLICATIONS  FOLLOWING  GASTRO- 
ENTEROSTOMY. 

(Discussions  of  Case  14332,  Case  Records 
of  Massachusetts  General  Hospital,  New 
Eng.  Jour,  of  Med.,  Oct.  4,  1928,  page  686.) 

CASE  RECORD 
Case  1.  (Group  1.) 

An  American  club  steward  twenty-four  years  old 
came  to  the  Emergency  Ward  August  13  complain- 
ing of  dull  pain  in  the  left  upper  quadrant. 

Three  years  before  admission,  after  a heavy  meal 
of  clams,  he  had  considerable  sharp  epigastric  pain 
and  for  a month  vomited  everything  he  ate.  Dui- 
ing  the  next  two  years  he  had  about  a dozen  sim- 
ilar attacks  brought  on  by  not  eating  regularly, 
lasting  a day  or  two  and  relieved  by  frequent  eat- 
ing and  rest.  For  ten  months  his  appetite  had  been 
poor.  In  the  January  before  admission  he  had  a 
very  severe  attack.  X-ray  examination  in  the  Out- 
Patient  Department  showed  the  stomach  normal  in 
tone  and  position.  It  contained  a trace  of  barium 
at  the  end  of  six  hours.  There  was  a persistent  ir- 
regularity involving  the  first  portion  of  the  duo- 
denum. He  was  put  on  a six-meal  diet,  but  because 
of  his  work  was  not  able  to  keep  to  it.  He  had  an- 
other severe  attack  a month  before  admission  and 
one  a week  before.  For  three  days  he  had  had  dull 
pain  in  his  upper  abdomen,  worse  in  the  left  upper 
quadrant,  not  radiating.  He  had  felt  nauseated. 
Since  the  evening  before  admission  he  had  vomited 
eight  or  nine  times.  He  had  never  noticed  blood 
in  vomitus  or  stools. 

His  father  died  of  heart  trouble.  One  brother 
died  of  tuberculosis  and  a sister  had  it. 

Before  he  was  twelve  he  had  accidents  in  which 
both  bones  of  both  forearms  and  the  left  clavicle 
were  fractured.  Eight  years  before  admission  he 
had  tonsillectomy  and  adenoidectomy.  For  six  years 
he  had  frequently  had  a granular  area  on  the  lower 
lids.  At  twenty  he  had  submucous  resection.  He 
had  frequent  head  colds  and  occasional  sore  throats. 
His  urine  was  occasionally  smoky. 

Clinical  examination  showed  a well  developed  and 
nourished  man  with  very  marked  pyon-hea  and 
much  dental  repair.  Cervical  glands  enlarged.  Ton- 
sils scarred  from  previous  removal — good  result. 
Apex  impulse  of  the  heart  not  seen  or  felt,  no  en- 
largement to  percussion.  A slight  systolic  murmur, 
best  heard  at  the  apex.  Sounds,  action,  pulses  and 
arteries  normal.  Blood  pressure  120/80.  Lungs 
normal.  Abdominal  tenderness,  greatest  two  inches 
above  the  umbilicus.  Slight  tenderness  over  Mc- 
Burney’s  point . No  masses,  spasm  or  distention. 
Rectal  examination,  pupils  and  reflexes  normal. 

Before  operation  temperature  98.4°  to  100.4°, 
pulse  and  respiratios  normal.  Amount  of  urine  not 
recorded,  specific  gravity,  1.028  to  1.030,  no  albu- 
min. rare  leukocytes  in  the  sediment  of  one  of  two 
specimens.  Leukocytes  9,000.  Wassermann  nega- 
tive. 

The  morning  of  August  14  there  was  practically 
no  abdominal  pain  or  tenderness.  August  16  opera- 
tion was  done.  The  patient  did  well  after  it,  with- 
out pain  or  nausea  for  a week.  The  night  oof  Aug- 
ust 23  he  vomited.  The  next  morning  lavage  was 
attempted  unsuccessfully,  although  he  vomited  an 
extremely  Targe  amount  at  the  time  and  had  no 
vomiting  for  the  rest  of  the  day.  He  continued  to 
vomit  greenish  material  for  the  next  two  days.  The 
abdomen  was  soft,  the  wound  clean,  the  tempera- 
ture not  elevated.  He  was  having  1/100  grain  of 
atropin  every  four  hours  with  no  symptoms  except 
possibly  tachycardia.  The  night  of  August  25  he 


had  a “tetanic”  convulsion.  The  next  day  the  blood 
chlorides  were  404,  the  non-protein  nitrogen  172, 
the  C02  tension  — 67.66  volumes  per  cent. 

August  27  a second  operation  was  done.  Three 
days  later  the  patient  was  still  very  sick,  vomiting 
considerable  dark  green  material.  The  stomach  tube 
was  left  in  for  constant  drainage.  September  2 the 
non-protein  nitro  j n was  36,  the  blood  chlorides 
512.  the  COj  tension  72.4  volumes  per  cent. 

September  3 a third  operation  was  done.  Two 
days  later  the  patient  was  in  poor  condition.  The 
stomach  tube  was  still  in  place,  drainage  more  than 
his  intake.  He  vomited  rarely.  He  was  given  sub- 
pectorals.  September  8 he  was  definitely  better, 
with  no  pain.  The  tube  was  removed.  He  took  wa- 
ter without  vomiting.  Liquids  were  gradually  in- 
creased, and  soft  solids  were  added.  September  25 
he  was  discharged. 

October  5,  two  weeks  after  his  decharge,  he  was 
seen  at  the  Out-Patient  Department.  He  felt  well, 
had  a good  appetite,  and  had  gained  twelve  pounds 
in  the  two  weeks.  The  scars  were  clean  and  solid. 

Discussions  by  Yavapai  County  Medical 
Society  and  Medical  Officers  of  Fort  Whip- 
ple, Arizona,  at  their  meeting  of  March  5, 
1929.  Group  III. 

DR.  I.  D.  LOEWY,  Whipple,  Ariz.: 

We  can  not  approach  this  case  in  the  classical 
way  we  usually  approach  the  cases  given  us  to 
solve,  for  several  reasons,  the  most  important  be- 
ing that  this  patient  had  a surgical  condition  which 
was  operated  upon  three  times.  Usually  we  start 
with  the  presentation  of  the  facts,  then  the  differ- 
ential diagnosis  and  finally  a diagnosis.  In  this 
case  it  is  essential  to  make  a diagnosis  first  in 
order  to  estimate  what  operations  were  done  and 
what  happened  in  between  these  operations. 

We  have  a young  man  of  twenty-four,  a club 
steward  of  irregular  habits,  who  complained  of  ab- 
dominal trouble,  vomiting  and  pain  for  three  years. 
Our  attention  is  naturally  invited  to  the  stomach 
and  duodenum.  The  x-ray  helps  considerably;  at 
the  end  of  six  hours  there  is  a small  amount  of 
barium  residue  in  the  stomach,  and  there  is  some 
irregularity  in  the  first  portion  of  the  duodenum. 
Given  a male  of  twenty-four  with  this  picture  we 
can  think  only  of  a duodenal  ulcer,  although  we  can 
not  always  rule  out  gastric  ulcer  where  the  dividing 
line  is  so  close.  There  is  only  one  other  thing  to 
think  of  here  and  that  is  carcinoma,  but  we  feel 
this  man  is  too  young.  It  is  noticed  that  he  has  a 
systolic  murmur  at  the  apex,  which  we  think  has 
no  special  bearing  on  the  case;  normal  urine,  slight- 
ly concentrated  and  with  rather  high  specific  grav- 
ity; tenderness  in  left  upper  quadrant;  blood  pres- 
sure normal.  Here  is  a case  of  duodenal  ulcer 
which  was  operated.  He  vomited  eight  or  ten  times 
the  night  before  admissoin.  Fe  had  very  slight 
tenderness  over  McBumey’s  point;  we  immediate- 
ly think  of  appendicitis,  but  with  the  nromal  blood 
count  and  pressure,  no  masses,  distention  or  spasms, 
appendicitis  could  not  be  a serious  factor  in  this 
case.  Temperature  before  operation  was  98  to  100, 
pulse  and  respirations  normal;  Wassermann  nega- 
tive. There  is  one  factor  lacking, — no  blood  in  vom- 
itus or  stools.  There  is  no  gastric  analysis  to  go 
by  and  on  stool  examination  for  occult  blood. 

Our  patient  was  admitted  August  13th  and  oper- 
ated August  16th.  Evidently  some  irregular  feat- 
ures developed  between  the  first  and  second  opera- 
tions. Y'ou  will  notice  that  all  during  this  time,  al- 
though this  man  was  apparently  well  nourished,  he 
vomited  almost  continuously;  he  took  in  very  little 
fluid  and  had  practically  no  food  before  admission 
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to  hospital.  He  is  low  in  fluids,  low  in  food,  and 
naturally  after  some  operation  on  intestines  we 
realize  he  would  not  be  given  much  nourishment  or 
liquid  and  nothing  by  mouth.  So  it  is  surprising 
to  me  that  there  is  no  record  of  his  having  been 
given  any  intravenous  solutions  or  rectal  solutions 
of  any  kind.  They  tried  to  put  in  a stomach  tube 
but  it  was  unsuccessful.  The  vomiting  began  again 
on  August  23rd,  which  is  seven  days  after  opera- 
tion. On  August  25th,  which  is  nine  days  after  op- 
eration, he  had  a “tetanic”  convulsion.  They  be- 
came alarmed  and  immediately  did  a very  scientific 
thing;  a blood  chemistry  examination  was  made, 
showing  chlorides  404  (normal  being  450  to  650), 
non  protein  nitrogen  172  (normal  25  to  30),  car- 
bon dioxide  minus  67,  (normal  being  plus  55  to  77). 
What  does  this  mean?  It  means  that  this  patient 
developed  two  things,  acidosis  and  a slowly  develop- 
ing intestinal  obstruction.  Immediately  a second 
operation  was  done.  Before  I touch  on  that  I would 
like  to  discuss  the  acidosis.  You  must  remember 
that  he  was  without  food,  vomiting,  expending  all 
fluids  in  the  wrong  direction.  Acidosis  is  a physi- 
cal chemical  reaction  brought  about  by  the  defi- 
ciency in  alkali  in  the  body.  This  is  brought  about 
by  the  alkali  reserve  of  the  body  being  used  up  to 
lent  in  diabetes,  in  extended  diarrhea,  recurrent 
vomiting  and  other  gastro-intestinal  disorders.  The 
acidosis  is  determined  by  the  amount  of  carbon 
dioxide  tension  and  you  will  notice  this  tension  is 
minus  67  when  it  should  be  about  plus  55.  The  respir- 
atory centre  is  extremely  sensitive  to  change  in  the 
blood.  Whenever  we  have  acidosis  coming  on  we 
have  an  increased  output  of  carbon  dioxide  from 
the  lungs.  We  believe  the  convulsion  was  due  more 
to  the  acidosis  than  anything  else.  In  addition  to 
that  this  patient  evidently  developed,  after  the  op- 
eration on  the  gastro-intestinal  tract,  a slow  on- 
coming intestinal  obstruction,  which  caused  them  to 
re-operate  in  a hurry,  leaving  the  permanent  re- 
pair to  be  done  at  a later  operation.  It  is  a well 
known  fact  that  the  non  protein  nitrogen  goes  up 
in  cases  of  nephritis  and  intestinal  obstruction. 
These  two  condiitons  are  about  the  only  ones  in 
which  this  occurs.  He  had  increased  non  protein 
nitrogen.  The  urine  being  normal, — no  mention  of 
acute  nephritis,  blood  in  urine,  etc., — nephritis  can 
be  ruled  out.  The  combination  of  tremendous  in- 
crease of  non  protein  nitrogen  and  fall  in  chlorides 
(404  against  450  to  650)  is  characteristic  of  intes- 
tinal obstruction.  Later,  of  course,  after  having 
done  this  emergency  operation,  an  examination  of 
the  blood  showed  everything  back  to  normal  again. 
The  non  protein  nitrogen  was  down  to  36,  carbon 
dioxide  tension  within  normal  limits  and  chlorides 
again  uj\  although  the  patient  still  vomited  and 
very  weak.  They  left  in  the  tube,  gradually  gave 
fluids,  subpectorals,  and  the  patient  made  an  un- 
eventful recovery. 

DR.  JOHN  D.  BROOKS,  Whipple,  Ariz. 

We  make  the  diagnosis  of  duodenal  ulcer  to  begin 
with.  We  believe  they  did  a gastro-enterostomy.  In 
this  case  it  could  be  either  gastric  or  duodenal  ul- 
cer. Duodenal  ulcer  is  much  more  frequent  in  men 
than  in  women,  being  about  five  to  one.  In  a series 
at  the  Mayo  Clinic  there  were  1191  cases  of  gastric 
ulcer  and  5432  cases  of  duodenal.  The  symptoms  of 
both  are  very  similar, — pain,  vomiting,  hyperacid- 
ity. Hyperacidity  was  not  given  in  the  history, — 
there  was  no  gastric  analysis, — but  he  undoubtedly 
had  it.  He  had  pain  relieved  by  eating  and  did 
very  well  on  the  frequent  meal  schedule,  six  meals 
a day,  but  he  could  not  follow  it  because  of  his  oc- 
cupation. The  question  whether  this  is  an  acute  or 
chronic  condition  could  be  decided,  I think,  by  the 
length  of  time  in  which  he  had  these  symptoms. 


It  is  true  that  the  acute  is  more  frequent  in  the 
young  and  the  chronic  in  elderly  men.  Taking  a 
man  of  his  age  with  his  symptoms  we  would  think 
his  an  acute  ulcer,  but  for  the  length  of  time  it  had 
existed.  My  authority  in  Nelson  states  that  if 
symptoms  last  six  months  it  is  chronic.  It  is  rather 
unusual,  I think,  to  find  chronic  ulcer  in  so  young 
a man.  Duodenal  ulcer  responds  to  medical  treat- 
ment, where  properly  carried  out,  with  better  re- 
sults than  surgical  treatment,  although  in  chronic 
cases  the  surgical  treatment  has  given  very  satis- 
factory results.  Dowden  in  768  cases  operated  had 
fifteen  deaths;  Mayo  Clinic  operated  1364  cases  with 
two  per  cent  mortality,  and  Mohnihan  operated  500 
cases  with  no  deaths.  The  surgical  procedure  may 
be  any  one  of  a dozen  different  operations, — pos- 
terior, anterior,  vertical,  or  retro-peristaltic.  Which- 
ever it  was,  we  believe  they  did  a gastro-enter- 
ostomy. One  thing  not  infrequently  noted  after 
gastro-enterostomy,  along  about  seven  to  ten  days 
after  operation,  is  painful  swelling  and  obstruc- 
tion. This  man  was  dehydrated  when  he  came  in; 
why  they  did  not  give  more  fluid  we  do  not  know. 
There  is  nothing  in  the  history  to  indicate  that  he 
was  given  fluids  either  by  subpectoral,  intravenous, 
or  by  drip  method.  He  vomited  a great  deal.  They 
tried  to  pass  a tube,  probably  to  get  some  fluid  in, 
but  did  not  succeed.  He  kept  on  vomiting.  Then 
this  convulsion,  described  as  tetanic;  blood  chemis- 
try was  done  and  they  discovered  an  acute  hign 
grade  acidosis.  Then  they  did  the  sensible  thing, 
opened  him  up.  This  we  believe  was  either  a je- 
junostomy  or  ileostomy,  — the  Wetzel  operation,  — 
inserting  a catheter  into  the  small  intestine  and 
pouring  fluid  in  through  that.  We  notice  after  the 
second  operation  he  vomited  some  but  not  nearly  as 
much  as  before,  and  he  began  to  take  fluids.  The 
third  operation.  I think,  was  simply  the  closure  of 
the  sinus  left  where  the  tube  was  withdrawn.  Some- 
times these  close  by  themselves  but  not  always  and 
it  is  a very  simple  operation  after  the  original 
symptoms  subside.  That  is  the  story  as  we  see  it. 
Just  what  kind  of  enterostomy  they  did,  I do  not 
know. 

DR.  R.  N.  LOONEY,  Prescott,  Ariz. 

As  has  been  said  by  my  colleagues,  duodenal  ul- 
cer is  often  confused  with  gastric  ulcer.  However, 
through  the  studies  and  observations  of  the  Mayos, 
Mohnihan,  Graham,  and  others,  the  condition  has 
been  shown  to  have  a distinct  clinical  picture  and 
its  diagnosis  and  treatment  has  been  clearly  out- 
lined. Graham  emphasizes  four  important  points  in 
the  diagnosis  of  duodenal  ulcer;  first,  the  periodic- 
ity of  attacks;  second,  the  number  of  years  through 
which  these  attacks  and  intermissions  have  run  be- 
fore surgical  relief  has  been  sought  or  advised; 
third,  the  characteristic  pain;  and  fourth,  the  al- 
most entire  relief  of  pain  by  food,  alkalies,  irriga- 
tion and  vomiting. 

The  patient  suffering  with  duodenal  ulcer  com- 
plains of  repeated  attacks,  each  covering  a period 
of  days,  weeks  or  even  months.  Then  that  inter- 
mission of  normal  health,  to  be  followed  by  another 
attack  of  pain  or  burning  distress,  gas,  sour  eructa- 
tions and  vomiting.  All  these  symptoms  come  on 
from  two  to  five  hours  after  taking  food.  The 
period  of  time  that  the  pain  is  relieved  after  tak- 
ing food  depends  greatly  upon  the  location  of  the 
ulcer  in  the  duodenum.  If  the  ulcer  is  near  the 
pylorus  the  pain  returns  earlier  than  it  does  if  the 
ulcer  is  lower  down  in  the  duodenum.  Usually  the 
symptoms  show  that  the  disease  has  run  many 
years  before  surgical  relief  has  been  sought.  The 
pain  is  characteristic  in  that  it  comes  on  two  or 
three  or  four  hours  after  meals.  It  is  epigastric, 
radiating  seldom  to  other  areas  and  is  relieved  in 
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part  at  least  by  taking  food,  irrigation  of  the  stom- 
ach, vomiting  or  alkalies. 

In  our  case  we  have  a history  of  the  condition 
extending  over  a period  of  three  years,  with  attacks 
of  epigastric  pain,  nausea  and  vomiting.  The  pain 
was  relieved  by  frequent  eating.  These  attacks 
would  last  from  a few  days  to  one  month.  He  would 
then  have  a period  of  fairly  good  health,  or  at 
least  free  from  pain.  When  he  entered  the  hospital 
we  believe  that  a diagnosis  of  duodenal  ulcer  was 
made,  and  they  operated  three  days  after  admis- 
sion. 

The  surgical  treatment,  as  stated  before,  is  ex- 
cision of  the  ulcer  or  gastro-enterostomy.  Just 
which  they  did  we  do  not  know,  but  we  do  know 
that  about  seven  or  eight  days  after  operation 
something  went  wrong.  He  began  to  vomit  a great 
deal  of  greenish  fluid.  This,  we  think,  was  due 
to  obstruction.  If  they  did  a gastro-enterostomy, 
the  obstruction  could  have  been  due  to  edema  and 
swelling  of  the  mesocolon  at  the  opening,  or  could 
have  been  due  to  kink  in  the  loop.  If  they  did  an 
excision,  the  obstruction  could  have  been  due  to 
edema  at  the  point  of  excision  or  to  adhesions.  In 
a few  cases  this  condition  persists  and  it  is  neces- 
sary to  operate  to  relieve  the  partial  obstruction, 
which  we  think  was  done  in  this  case. 

We  used  to  hear  a great  deal  about  the  vicious 
circle  following  gastro-enterostomy.  This  was  caus- 
ed by  faulty  technic,  going  too  high  up  on  the  pos- 
terior wall  of  the  stomach,  but  since  the  technic 
has  been  perfected  we  hear  very  little  about  the 
“vicious  circle.”  We  do  not  think  the  vomiting  in 
this  case  was  due  to  that  condition  as  it  came  on 
too  late  after  operation. 

The  second  operation,  we  believe,  was  done  to  re- 
lieve the  obstruction,  and  the  third  operation,  seven 
days  later,  was  done  to  complete  the  work. 

Our  diagnosis  in  this  case  is  duodenal  ulcer; 
acidosis  and  obstruction  following  an  operation. 

Discussions  at  Massachusetts  General  Hos- 
pital. 

RICHARD  H.  MILLER,  M.  D. 

In  bringing  this  case  from  the  Surgical  Depart- 
ment I should  like  to  say  that  it  was  chosen  not 
because  it  came  to  necropsy  but  because  it  proved 
a very  valuable  lesson  in  operative  treatment. 

Of  course,  a meal  of  clams  was  just  incidental 
in  the  onset  of  his  trouble.  The  fact  that  he  vom- 
ited so  much  for  a month  must  be  taken  with  a 
grain  of  salt;  he  did  not  vomit  everything,  but 
doubtless  did  vomit  a little  every  day. 

In  this  man,  who  was  only  twenty-four,  a robust, 
healthy  young  fellow,  one  has  to  consider  duodenal 
or  gastric  ulcer,  of  neither  of  which  I should  say 
that  the  history  is  typical. 

He  worked  in  the  kitchen  of  a country  club  and 
evidently  was  not  able  to  curb  his  appetite.  He  ate 
very  irregularly,  and  all  sorts  of  things. 

To  me  the  persistence  of  this  gastric  distress  and 
pain  over  such  a long  period  of  time  would  mean 
that  there  must  have  been  some  organic  lesion;  but 
it  is  not  conclusive  and  it  cannot  be  taken  as  typi- 
cal of  duodenal  ulcer. 

Dr.  Richard  Dresser:  The  x-ray  findings  in  this 
case  were  typical  of  ulcer  of  the  duodenum. 

Dr.  Miller:  He  was  an  extraordinary  well  devel- 
oped man  and  looked  very  healthy.  There  is  noth- 
ing in  the  physical  examination  of  particular  im- 
portance. 

He  stayed  in  the  hospital  three  or  four  days  be- 
fore operation,  with  a diagnosis  of  duodenal  ulcer. 
Operation  was  done  on  the  17th  of  August. 

PRE-OPERATIVE  DIAGNOSIS  AUGUST  17 
DUODENAL  ULCER 

Gas-ether.  Through  a right  rectus  incision  it  was 


found  that  the  stomach  was  of  normal  size.  Just 
beyond  the  pylorus  there  was  a small  area  where 
the  serosa  showed  some  punctate  hemorrhages.  Un- 
derneath this  was  an  area  of  thickening.  No  crater 
was  felt.  A posterior  gastro-enterostomy  was  per- 
formed, using  a loop  of  duodenum  about  six  inches 
long  and  anastomosing  it  in  an  isoperistaltic  man- 
ner. Three  rows  of  continuous  catgut  sutures  were 
used  posteriorly  and  two  rows  anteriorly.  A long, 
firmly  adherent  retrocecal  appendix  was  also  re- 
moved. 

FURTHER  DISCUSSION 
During  the  first  two  days  he  did  well,  but  after 
that  he  vomited  everything.  Nothing  went  through 
the  gastro-enterostomy  opening,  and  what  went 
through  the  pylorus  got  as  far  as  the  anastomosis 
and  could  go  no  further.  He  had  a definite  high 
intestinal  obstruction.  Whether  this  was  due  to 
edema  around  the  stoma  or  whether  it  was  due  to 
a kinking  which  pulled  on  the  loop  in  such  a way 
that  nothing  came  through  we  never  determined. 
But  it  is  quite  true  that  nothing  got  beyond  that 
point  at  all.  Food  did  go  into  the  duodenum,  got 
as  far  as  this  opening  and  stopped.  At  the  end  of 
ten  days  the  patient  was  definitely  failing.  He  had 
been  given  large  amounts  of  subpectoral  saline  so- 
lution in  order  to  keep  up  the  blood  chlorides  and 
fluids,  in  spite  of  which  it  seemed  to  us  that  he 
was  going  to  die.  We  then  decided  to  operate 
again. 

X-RAY  EXAMINATION  AUGUST  27 
The  examination  was  made  without  the  motor 
meal  and  in  the  recumbent  position  only.  The 
barium  passed  from  the  stomach  into  the  duodenum 
without  delay.  The  duodenum  was  definitely  dilated 
to  about  twice  its  usual  size.  The  barium  passed 
to  the  left  in  the  duodenum  to  what  appeared  to 
be  the  duodeno- jejunal  juncture  and  then  passed  to 
the  right  in  what  appeared  to  be  the  afferent  loop 
for  a distance  of  two  or  three  inches.  At  this  point 
there  appeared  to  be  a definite  obstruction.  Marked 
reverse  peristalsis  was  observed  in  the  duodenum. 
None  of  the  barium  was  seen  to  leave  the  stomach 
via  the  gastro-enterostomy.  The  efferent  loop  was 
not  seen.  None  of  the  barium  appeared  to  pass  into 
the  jejunum  except  in  the  region  of  the  afferent 
loop.  “The  findings  are  those  of  post-operative 
stomach  with  a gastro-enterostomy  which  is  evi- 
dently obstructed.” 

PRE-OPERATIVE  DIAGNOSIS  AUGUST  27 
Post-operative  obstruction  following  gastro-enter- 
ostomy. 

SECOND  OPERATION 

Gas-ether  followed  by  ethylene.  Through  a left 
rectus  incision  it  was  found  that  adhesions  had 
formed  around  the  stoma  of  the  posterior  gastro- 
enterostomy, gluing  the  distal  loop  of  jejiunum 
against  the  transverse  colon.  A finger  could  be 
passed  through  the  stoma  from  the  proximal  loop 
into  the  stomach,  but  the  distal  portion  appeared  to 
be  obstructed.  There  was  also  a dense  adhesion  be- 
tween the  omentum  and  a lower  loop  of  ileum. 
This  was  freed.  It  was  felt  that  the  adhesions 
around  the  stomach  could  not  be  freed.  An  anterior 
gastro-enterostomy  was  performed,  using  three 
rows  of  continuous  catgut  sutures  posteriorly  and 
two  rows  anteriorly. 

FURTHER  DISCUSSION 
At  the  second  operation  everythnig  was  so  ad- 
herent that  it  was  practically  impossible  to  deter- 
mine why  things  were  not  functioning  better. 
There  was  a great  deal  of  edema  around  the  orig- 
inal stoma.  The  small  intestines  in  that  area  were 
matted  together  by  rather  firm  adhesions,  and  it 
seemed  as  if  there  had  been  a certain  amount  of 
low  grade  peritonitis.  In  view  of  the  fact  that  this 
patient  was  going  to  die  unless  something  was  done 


JUNE,  1929 


269 


it  was  decided  to  do  an  anterior  gastro-enterostomy, 
because  in  the  presence  of  all  the  edema  it  was 
quite  impossible  to  undo  the  other  opening.  So  a 
loop  was  picked  up  below  the  point  where  the  orig- 
inal opening  was  made,  brought  up  around,  and  a 
new  stoma  was  made.  Of  course,  if  this  should 
function  it  would  serve  perfectly  well  to  carry  off 
whatever  was  taken  into  the  stomach. 

He  stood  the  operation  well.  However,  he  kept 
on  vomiting  all  the  time  for  seven  days.  Nothing 
went  through.  Towards  the  eighteenth  day  follow- 
ing the  first  operation  he  still  had  high  intestinal 
obstruction.  He  was  kept  alive  by  injections  of 
large  amounts  of  normal  saline  solution.  With  a 
hope  of  possibly  being  able  to  save  him,  a third 
operation  was  done. 

PRE-OPERATIVE  DIAGNOSIS  SEPTEMBER  3 

Intestinal  obstruction. 

THIRD  OPERATION 

Ethylene.  Anaesthol.  The  original  incision  just 
to  the  right  of  the  midline  was  opened.  All  the  in- 
testine looked  red  and  edematous.  The  loop  which 
formed  the  anterior  gastro-enterostomy  was  easily 
identified.  With  some  difficulty  the  dilated  duo- 
denum on  the  right  side  of  the  midline  was  identi- 
fied and  laid  bare.  An  anastomosis  was  then  made 
between  this  and  the  jejunum  distal  to  the  anterior 
gastro-enterostomy.  No  clamps  were  used.  The  op- 
eration went  perfectly  well. 

FURTHER  DISCUSSION 

At  the  last  operation  the  duodenum  was  enor- 
mously distended.  We  got  another  loop  of  intestine 
below  the  anterior  gastro-enterostomy  of  the  second 
operation,  brought  it  up  and  made  an  anastomosis. 
The  patient  had  first  of  all  a posterior  gastro-en- 
terostory  which  did  not  work;  and  finally  a duo- 
deno-jejunostomy  which  did  work. 

In  about  five  days  after  this  operation  he  began 
to  pick  up;  and  he  has  continued  to  improve.  I saw 
him  in  the  Out-Patient  Department  a month  ago, 
at  which  time  he  was  perfectly  well,  with  no  indi- 
gestion and  no  symptoms.  He  had  gained  twenty 
pounds  and  was  going  back  to  work.  We  are  going 
to  try  to  get  him  back  and  x-ray  him  again  and  see 
what  has  happened. 

There  is  one  note  which  needs  our  attention,  the 
amount  of  blood  chlorides.  A great  deal  of  work 
has  been  done  in  recent  years  and  months  on  chlo- 
rides in  the  blood  in  cases  of  intestinal  obstruction. 
I have  in  my  hand  a report  on  experimental  work 
done  on  dogs  by  Dr.  James  C.  White  and  Dr. 
Sprague  of  this  hospital.  They  bring  out  the  very 
important  fact  that  in  every  case  of  high  intestinal 
obstruction  there  is  a marked  loss  in  the  chloride 
content  of  the  blood,  and  if  it  is  not  kept  up  per- 
sistently by  injection  of  chloride  solution  the  pa- 
tient will  lose  so  much  chloride  that  although  his 
condition  may  not  seem  to  be  particularly  worse 
there  will  come  a time  when  the  chloride  is  so  low 
that  nothing  we  can  do  by  operation  or  in  any 
other  way  will  bring  the  patient  back.  In  these 
cases  of  obstruction  following  gastro-enterostomy, 
or  in  a high  jejunal  obstruction,  it  is  well  wmrth 
while  to  give  them  as  much  sodium  chlroide  as  we 
think  they  can  stand.  At  first  hypertonic  sodium 
chloride  was  given;  then  that  was  discarded,  as  it 
was  found  that  normal  saline  was  just  as  effective. 
In  addition  to  the  operative  procedure  in  this  case 
there  is  no  question  that  bi-daily  subpectoral  infu- 
sions of  large  amounts  of  saline  were  very  im- 
portant in  saving  the  patient’s  life. 

A Surgeon:  What  was  the  trouble  with  the  first 
stoma?  Why  didn’t  it  work? 

Dr.  Miller:  I do  not  know.  I suppose  from  the 
appearance  of  the  tissue  at  the  second  operation 


that  there  was  a good  deal  of  edema  which  made 
the  opening  smaller  than  it  was  originally  made. 
I think  in  the  second  place  there  was  undoubtedly 
some  pulling  on  the  jejunum  which  kinked  it  m 
such  a way  that  there  was  not  a patent  opening. 
Probably  there  were  kinking  and  edema  both.  Why 
the  anterior  gastro-enterostomy  did  not  work  I do 
not  know,  unless  it  was  again  kinking. 

Dr.  Freedman:  Did  they  try  Sippy’s  regime? 

Dr.  Miller:  As  I remember  it  he  was  not  put 
on  Sippy’s.  He  was  a man  who  we  decided  could 
not  be  controlled  well  enough.  He  was  given  a diet 
for  duodenal  ulcer  and  did  not  stick  to  it.  He  want- 
ed something  done  quickly  and  we  thought  it  was 
probably  just  as  well  to  operate  at  once,  so  that  he 
could  get  back  to  work. 

A Physician:  Is  the  recurrence  large  in  cases 

which  have  gastro-enterostomy? 

Dr.  Miller:  It  is  not  large.  I cannot  give  the 
exact  figure,  but  I am  sure  it  is  less  than  10  per 
cent.  At  the  Mayo  Clinic  they  have  a little  more 
than  90  per  cent  of  cures,  so  the  recurrence  must 
be  less  than  10  per  cent.  Gastro-jejunal  ulcers  are 
ulcers  forming  on  the  wall  of  the  jejunum  of  the 
stoma  or  on  the  edge  of  the  stoma — they  occur  in 
about  2 per  cent. 

A Physician:  What  is  the  accepted  diagnosis? 
Was  this  case  duodenal  ulcer? 

Dr.  Miller:  This  was  duodenal  ulcer.  Duodenal 
ulcer  in  a patient  who  can  afford  plenty  of  time 
should  have  medical  treatment  with  Sippy’s  regime. 
There  is  plenty  of  chance  to  operate  later  if  they 
are  not  cured,  and  if  their  symptoms  are  bad 
enough.  In  the  majority  of  cases  we  do  a simple 
posterior  gastro-enterostomy.  If  the  ulcer  is  on  the 
anterior  wall  and  easy  to  get  at,  one  may  excise  it, 
Most  gastric  ulcers  are  on  the  lesser  curvature 
rather  near  the  pylorus,  and  often  on  the  posterior 
wall.  Medical  treatment  of  gastric  ulcer  is,  I think, 
not  so  satisfactory  as  that  of  duodenal  ulcer.  In 
the  stomach,  however,  you  have  to  be  sure  in  de- 
ciding on  the  method  of  treatment  that  the  case  is 
not  cancer,  and  this  causes  difficulty  at  times.  If 
you  can  be  sure  it  is  not  cancer  you  can  try  medi- 
cal treatment.  If  you  are  not  sure,  give  the  pa- 
tient the  benefit  of  the  doubt  and  do  at  least  an 
exploration.  Having  made  up  your  mind  that  you 
will  explore  and  treat  surgically  that  ulce^  then 
what  you  do  depends  on  the  patient,  on  how  easy 
the  ulcer  is  to  get  up,  on  your  own  ability  and 
what  you  think  you  can  do.  It  takes  a great  deal  of 
experience  before  a person  can  be  facile  and  dextrous 
enough  with  his  hands  to  do  skilful  gastric  surgery. 
It  is  not  a simple  thing  to  resect  a gastric  ulcer, 
but  one  fairly  easy  way  is  to  do  a V-shaned  exci- 
sion, suture  the  wall,  bringing  the  cut  edges  togeth- 
er, and  supplement  that  with  a posterior  gastro- 
enterostomy. The  reason  for  doing  this  is  that  cut- 
ting that  wedge  out  of  the  lesser  curvature  inter- 
feres with  the  peristaltic  wave  »f  the  stomach,  and 
the  gastro-enterostomy  gives  the  stomach  better 
drainage.  I think  most  people  in  the  treatment  of 
an  ulcer  of  any  size  would  do  a complete  resection, 
that  is,  remove  the  pylorus  and  ulcer-bearing  por- 
tion of  the  stomach  and  then  close  it  up  according 
to  one  of  the  three  or  four  common  methods.  Each 
case  I think  has  to  be  treated  more  or  less  accord- 
ing to  the  indications  at  the  time  of  operation. 

As  I said,  this  particular  case  that  we  are  dis- 
cussing is  very  valuable  because  it  teaches  that  a 
posterior  gastro-enterostomy  may  fail  to  function, 
but  that  further  procedures  may  be  carried  out. 

DIAGNOSIS 

Appendicitis. 

Acute  duodenal  ulcer. 

High  intestinal  obstruction. 
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LUMBAR  SPINAL  ANESTHESIA 
E.  PAYNE  PALMER,  M.  D.,  F.  A.  C.  S. 

Phoenix,  Arizona 

(Read  before  St.  Joseph’s  Hospital  Staff  Meet- 
ing on  April  15,  1929.) 

I have  selected  this  nomenclature  as  it  in- 
dicates the  location  of  spinal  anesthesia.  It 
should  not  be  attempted  in  any  other  part 
of  the  spinal  canal  because  of  the  anatomy 
and  the  danger  of  serious  results. 

Spinal  anesthesia  was  first  used  by  Cor- 
ning in  1885.  When  I worked  in  Bier’s  Clin- 
ic in  1910,  it  was  being  used  quite  extensive- 
ly with  good  results.  Tropoeocaine  was  the 
drug  used.  It  was  put  up  in  sterile  ampules 
and  when  I came  home  I brought  a supply 
of  them  and  continued  to  use  them  in  this 
hospital  until  the  World  War  when  I could 
no  longer  get  them. 

Reports  of  large  series  of  operations  under 
spinal  anesthesia  can  be  found  in  literature: 
Babcock  and  his  associates,  20,000;  Case, 
1,100;  Coleman,  7,500;  Duvergey,  1,600; 
Guibal,  3,500;  Juvara,  11,000;  Moriel,  2,876; 
Negley,  5,500;  Yount,  7,000;  and  many  other 
large  series.  Deaver  first  scoffed  it,  but  is 
now  using  it  in  from  85  per  cent  to  ninety 
per  cent  of  his  cases. 

During  my  recent  trip  to  the  clinics  in  the 
east,  I noted  a great  increase  in  surgery  be- 
ing done  under  spinal  anesthesia.  The  imT 
mediate  mortality  of  spinal  anesthesia,  in 
piroperly  selected  cases,  is  no  greater  than 
that  of  inhalation  anesthesia  and  there  are, 
or  should  be,  no  secondary  mortality.  If 
there  is  any  trouble,  it  is  while  the  patient 
is  on  the  operating  table  and  under  close  ob- 
servation where  an  emergency  can  be  met 
satisfactorily. 

The  anesthetic  should  be  selected  that. is 
thought  most  suitable  and  safest  for  the  in- 
dividual case.  While  I am  not  advocating 
the  use  of  spinal  anesthesia  as  a general 
rule,  it  is  the  best,  safest  and  most  satisfac- 
tory in  many  cases  and  we  prefer  it  when 
the  case  seems  suitable  for  its  administra- 
tion. The  ease  of  administration,  rapidity  of 
action,  reliability,  complete  anesthesia  oc- 
curring in  98  per  cent  of  cases,  its  safety 
and  its  inexpensiveness  make  it  worth  con- 
sidering. 

In  the  acute  abdomen  it  has  a wonderful 
effect;  it  reduces  the  distention,  gives  com- 
plete relaxation  of  the  abdominal  wall,  col- 
lapses the  intestines,  stimulates  persitalsis 
and  relaxes  the  sphincters.  In  alcoholism, 
anemia,  arteriosclerosis,  bronchitis,  decom- 
pensated heart,  diabetes,  eclampsia,  hyper- 
tension, intussusception,  strangulated  her- 
nia, volvulus  or  intestinal  obstruction  of  any 
nature,  laryngitis,  nephritis,  obesity,  peri- 


tonitis, pulmonary  tuberculosis,  or  any  con- 
dition where  inhalation  anesthesia  would  be 
contraindicated,  spinal  anesthesia  is  a boon 
to  the  patient,  to  the  surgical  attendants, 
and  the  nurses.  It  is  not  advisable  to  give 
this  form  of  anesthesia  where  the  systolic 
pressure  is  below  100,  as  there  is  at  times  a 
drop  of  from  10  to  50  points  unless  it  is 
safeguarded  by  a preliminary  dose  of  ephe- 
drine.  It  is  contraindicated  in  very  appre- 
hensive and  extremely  nervous  patients,  in 
cases  in  which  there  has  been  severe  hem- 
orrhage, pericardial  or  pleural  effusion, 
shock  and  untreated  syphilis. 

In  nervous  patients,  half  gram  of  sodium 
veronal  should  be  given  at  bedtime  the  night 
before  operation  and  repeated  60  to  90  min- 
utes before  going  to  the  operating  room.  The 
patient’s  eyes  should  be  covered  and  the  ears 
filled  with  cotton.  This  is  done  to  shut  out 
the  unaccustomed  sights  and  noise  of  the  op- 
erating room.  We  have  used  novocain  and 
neocain  dissolved  in  the  sp'nal  fluid  but  have 
discarded  them  for  spinocain  which  consists 
of  novocain  .200  mg.,  strychnia  sulphate 
.0022  mg.,  starch  paste  0.13,  alcohol  .324  and 
normal  saline  2 c.c.,  contained  in  an  ampoule. 
The  vehicle  does  not  disseminate  with  the 
spinal  fluid  for  from  30  to  40  minutes  after 
the  injection.  This  gives  a prolonged  anes- 
thesia and  prevents  vasomotor  depression 
which  is  responsible  for  the  nausea,  vomit- 
ing, sweating  and  drop  in  blood  pressure. 
This  was  formulated  and  advocated  by 
Georg  P.  Pitkin.  He  also  advocates  an  am- 
poule containing  1.324  c.c.  of  a three  per- 
cent solution  of  ephedrine  and  one  per  cent 
novocain  injected  preliminary  to  the  spinal 
puncture.  This  is  for  the  purpose  of  produc- 
ing a local  anesthesia,  maintaining  an  even 
blood  pressure  and  preventing  any  tendency 
toward  a drop  of  blood  pressur.e  We  use  a 
3 c.c.  Luer  lok  and  a 22  gauge  lumbar  punc- 
ture needle  devised  by  Pitkin.  The  latter  has 
a short  bevel,  so  the  point  does  not  prick  the 
cord  or  cauda  equina. 

In  most  cases  we  make  the  puncture  and 
administer  the  anesthetic  while  the  patient 
is  sitting  on  the  operating  table  and  have 
him  lie  down  immediately  after  the  needle 
is  withdrawn.  In  cases  where  it  is  inadvis- 
able to  have  them  sit  up,  it  can  be  given  in 
the  lateral  position.  The  location  having 
been  selected  and  sterilized,  the  local  anes- 
thesia, novocain  ephadrine  solution,  is  inject- 
ed into  and  under  the  skin  and  down  into 
the  inter-spinous  ligaments.  For  anesthesia 
up  to  the  costal  margin  make  the  injection 
through  the  first  lumbar  interspace;  up  to 
the  umbilicus,  inject  through  the  second  or 
third  lumbar  interspace;  and  for  the  per- 
ineum, anus  or  lower  extremities,  inject 
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through  the  fourth  lumbar  interspace.  The 
spinal  puncture  needle  is  inserted  through 
the  anesthetized  area  without  pain  and  when 
it  passes  through  the  membranes  and  into 
the  subarachnoid  space,  it  can  be  readily  felt 
and  sometimes  heard.  As  soon  as  the  fluid 
begins  to  come,  the  drops  should  be  counted 
until  thirty  drops  have  escaped.  Then  at- 
tach the  syringe  containing  the  spinocain 
and  withdraw  one  c.c.  of  spinal  fluid  into 
the  syringe  to  make  sure  you  are  in  the 
space  and  to  dilute  the  anesthetic  mixture. 
The  diluted  mixture  is  then  injected  gently 
and  the  needle  withdrawn  and  the  patient  is 
placed  on  the  back  at  once  in  Trendelenberg 
posture.  The  anesthetic  effect  is  very  rapid 
so  by  the  time  the  abdomen  is  sterilized  and 
draped,  the  operation  can  commence.  Tren- 
delenberg posture  of  from  5 to  25  degrees 
should  be  maintained  at  all  times  during  the 
operation.  If  it  is  desired  to  retain  the  an- 
esthes’a  in  the  perineum  or  lower  extremi- 
ties, a Trendelenberg  position  of  from  20  to 
25  degrees  is  maintained.  A 10  to  15  degree 
Trendelenberg  will  keep  the  anesthesia  below 
the  umbilicus.  A 5 degree  Trendelenberg  or 
flat  table  will  permit  the  anesthesia  to  ex- 
tend to  the  costal  margin.  A tiltometer  is 
used  to  determine  the  degree  of  Trenden- 
berg  position.  During  the  operation,  a nurse 
should  be  at  the  patient’s  head  to  look  after 
his  needs.  Ephedrine,  adrenalin  and  oxygen 
should  be  at  hand  in  case  of  emergency. 

A most  satisfactory  relaxation  of  the  ab- 
dominal wall  is  always  present,  the  intes- 
tines are  collapsed,  permitting  of  a most  sat- 
isfactory exposure  of  the  abdominal  viscera 
and  ease  of  operation.  Careful  handling  of 
viscera  is  necessary  as  tugging  will  result 
in  pain.  If  during  operation  nausea  or  palor 
is  noted,  inhalation  of  oxygen  will  correct 
the  disturbance.  In  case  of  nausea  and  vom- 
iting there  is  a temporary  and  marked  drop 
in  blood  pressure  which  is  relieved  by  oxy- 
gen. The  anesthesia  lasts  from  45  minutes 
to  two  hours.  If  the  patient  begins  to  have 
pain  or  becomes  restless  before  the  operation 
is  complete,  give  a hypodermic  of  morphia, 
gr.  1/6  to  1/4,  and  if  the  pain  is  too  severe, 
local  or  inhalation  anesthesia  is  necessary. 
Some  patients  becoming  nervous  and  appre- 
hensive can  be  quieted  by  the  inhalation  of 
oxygen  which  gives  them  a feeling  of  well 
being  and  keeps  their  minds  occupied.  When 
the  patients  are  returned  to  their  beds  they 
should  be  kept  with  the  heads  low.  Conval- 
escence is  remarkably  free  from  the  usual 
discomfort  of  inhalation  anesthesia. 

We  have  used  lumbar  spinal  anesthesia 
with  exceedingly  satisfactory  results  in  a 
considerable  number  of  abdominal,  pelvic, 
bladder,  perineal,  rectal  and  lower  extremity 


operations.  The  only  post-operative  disturb- 
ance in  any  of  our  cases  has  been  vomiting 
in  three  cases  of  double  operations,  i.  e.  ap- 
pendectomy and  cholecystectomy.  These 
cases  were  all  relieved  by  one  gastric  lavage. 

I have  selected  the  following  cases  for  re- 
porting as  I believe  that  lumbar  spinal  an- 
esthesia was  especially  indicated  and  they 
present  interesting  features  for  discussion. 

Case  15,300,  female,  age  31.  Onset  of  present 
complaint  about  one  week  before  admittance  into 
hospital,  with  severe  pain  in  upper  part  of  ab- 
domen, which  pain  was  deep  and  seemed  to  go 
through  to  back.  After  few  hours  pain  became  re- 
lieved but  returned  again  with  great  severity.  This 
occurred  at  frequent  intervals  and  was  repeated  af- 
ter patient  was  admitted  to  hospital. 

Past  History:  Intestinal  flu  this  spring.  Troubled 
with  gas  after  eating  for  indefinite  period.  Has 
had  pulmonary  tuberculosis  for  ten  or  twelve 
years.  Had  diphtheria  when  small.  Patient  noticed 
swelling  in  lower  portion  of  abdomen  past  several 
months.  Menstrual  periods  normal  and  regular. 

Physical  Examination:  Extensive  tuberculous  in- 
volvement of  both  lungs  with  many  cavities.  Ab- 
dominal examination  showed  a tumor  in  the  lower 
portion  which  bimanual  examination,  determin- 
ed it  to  be  continuous  with  the  uterus.  The  tumor 
was  soft  and  because  of  possibility  of  pregnancy 
x-ray  examination  was  made  which  failed  to  show 
outline  of  fetal  bony  parts.  Tenderness  over  right 
iliac  region  wdth  some  rigidity  of  rectus  muscle. 

Laboratory  Findings:  Urine,  amber,  cloudy,  acid, 
specific  gravity  1.025,  albumin  negative,  sugar  neg- 
ative, no  casts;  blood  or  pus  cells.  Blood;  hemo- 
globin 80;  leukocytes  10,600;  mononuclears  12; 
polynuclears  87;  eosinophiles  1. 

Diagnosis:  Large  uterine  fibro-myomata.  '"’""'nic 
Appendicitis. 

Operation:  Because  of  the  extensive  lung  involve- 
ment, it  was  deemed  advisable  to  use  spinal  an- 
esthesia and  the  puncture  was  made  in  the  second 
lumbar  interspace  and  200  m".  of  novocain  was  dis- 
solved in  the  spinal  fluid  which  was  drawn  off  foi 
this  purpose  and  reinjected.  Perfect  anesthesia  and 
relaxation  resulted  immediately.  A six  inch  para- 
median incision  was  made.  On  opening  the  ab- 
domen examination  revealed  multiple  fibroid  tumors 
growing  to  right  side  of  uterus,  tumor  about  size 
of  a fetal  head.  Right  tube  and  ovary  so  badly  dis- 
torted as  to  make  it  impossible  to  leave.  Left 
tube  and  ovary  not  disturbed.  Supravaginal  hys- 
terectomy; salpingo-oophorectomy,  right.  Appendix, 
retrocecal,  hypermic,  sclerotic.  Appendectomy. 

This  patient  made  a very  satisfactory  recovery 
without  any  special  postoperative  disturbance.  At 
the  present  time  is  in  very  satisfactory  condition. 

Case  15,615,  male,  age  56.  Chief  complaint,  pa- 
tient states  he  noticed  pain  in  right  inguinal  re- 
gion about  two  years  ago  after  lifting  some  heavy 
object.  Swelling  has  steadily  increased  in  size  until 
at  the  present  time  there  is  a large  bulging  mass 
when  standing,  coughing  or  straining  and  disap- 
pears when  lying  down. 

Physical  Examination:  Patient  extremely  obese. 

Because  of  large  amount  of  adipose  tissue  unable 
to  out  line  abdominal  organs.  There  is  a mass  in 
right  iliac  region  which  is  increased  on  coughing, 
straining  or  standing,  disappearing  when  lying 
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down.  The  mass  does  not  come  to  external  ring. 
Internal  rin^  admits  two  finders. 

Laboratory  Findings:  Urine,  amber,  cloudy,  acid, 
specific  gravity  1.025,  albumen  negative,  sugar 
negative,  no  casts,  blood  or  pus  cells  Blood:  Hem- 
oglobin 85 ; Leukocytes  8,000 ; monouclears  9 ; poly- 
nuclears  89;  eosinophiles  2. 

Diagnosis:  Right  direct  inguinal  hernia. 

Operation:  Because  of  obesity  and  history  of 
asthma,  it  was  deemed  advisable  to  use  lumbar 
spinal  anesthesia.  The  puncture  was  made  in  the 
fourth  lumbar  interspace,  200  me.  of  novocain  be- 
ing used.  Complete  anesthesia  resulted  in  a few 
minutes.  Upon  opening  the  abdomen,  a large  sac 
was  found  which  did  not  extend  through  inguinal 
ring.  An  Andrews  herniotomy  was  performed.  Dur- 
ing the  operation,  patient  commenced  to  sneeze  and 
cough  and  developed  an  attack  of  asthma  which 
was  relieved  with  one  c.c.  of  adrenalin.  Prior  to 
going  on  the  operating  table,  he  had  no  signs  of 
an  impending  attack  of  this  kind. 

Patient  had  a severe  acute  respiratory  infection, 
following  the  operation,  which  lasted  for  more  than 
a week.  Had  he  been  given  inhalation  anesthesia, 
he  would  most  certainly  have  had  pneumonia.  He 
made  a very  satisfactory  recovery  and  at  the  pres- 
ent time  is  in  splendid  condition. 

Case  15,692,  female,  age  51.  Chief  complaint:  Pa- 
tient has  had  indigestion  for  twenty-nine  years, 
consisting  principally  of  “sour  stomach,”  nausea, 
vomiting  and  headaches.  These  attacks  occur  every 
two  weeks.  Twenty  years  ago,  had  an  attack  of 
pain  in  epigastrium  which  radiated  to  right  lower 
quadrant.  Has  considerable  gas  in  abdomen  and 
has  been  nervous  for  past  few  years. 

Past  History:  Has  lost  twenty  pounds  during  past 
six  months  during  which  time  has  had  frequent  at- 
tacks of  headache  and  dizziness.  Pulmonary  tuber- 
culosis for  past  twelve  years. 

Physical  Examination:  Abdomen  somewhat  dis- 
tended with  liver  border  about  two  fingers  breadth 
below  costal  margin.  Tenderness  on  deep  pressure. 
Tenderness  over  entire  colon.  Colon  somewhat  dis- 
tended. Bimanual  examination  shows  uterus  en- 
larged, stony  hard,  freely  movable.  Patient  had 
moderately  large  fibroid  tumor.  Was  treated  with 
x-ray  and  radium  followed  by  reduction  in  size  of 
tumor,  which  is  accountable  for  extremely  hard  con- 
dition which  is  now  present.  Fibroid  no  longer  pro- 
duces disturbance.  Has  had  pulmonary  tuberculosis 
for  number  of  years  with  periods  of  remission  and 
exacerbations.  Present  time  it  is  reported  there  is 
no  activity.  Physical  examination  confirmed  by  x- 
ray. 

Laboratory  Findings:  Urine  amber,  cloudy,  re- 
action neutral,  specific  gravity  1.020;  albumen  neg- 
ative, sugar  negative;  no  casts  or  blood  cells;  occa- 
sional pus  cell.  Blood:  Hemoglobin  80;  leucocytes 

5,200;  mononuclears  12;  polynuclears  88. 

Diagnosis:  Chronic  cholecystitis,  chronic  colitis, 
chronic  pulmonary  tuberculosis,  fibroid  uterus. 

Operation:  Because  of  the  lung  involvement  and 
the  patient’s  fear  of  general  anesthesia,  we  used 
lumbar  spinal  anesthesia,  using  200  mg.  novocain 
injected  through  the  first  lumbar  interspace.  Com- 
plete anesthesia  and  wonderful  relaxation  resulted 
in  a few  minutes.  A four-inch  incision  was  made 
through  the  center  of  the  upper  portion  of  the 
right  rectus  muscle.  Exploration  of  the  abdomen 
disclosed  the  gall  bladder  white  in  color  with  large 
amount  of  subperitoneal  fat.  Glands  along  cystic 
duct  and  common  duct  enlarged.  Some  hardening 
of  pancreas.  Liver  markedly  cirrhosed.  Appendix 


retrocecal,  adherent,  sclerotic,  hyperemic,  enlarged. 
Appendectomy  by  clamp,  ligation,  excision,  purse 
string  and  invagination.  Cholecystectomy  commenc- 
ing dissection  from  the  cystic  duct  upward.  Drain 
tied  down  to  gall  bladder  bed.  Closure  in  layers. 

Tissue  examination:  Appendix,  walls  thickened, 
densely  fibrous,  lumen  narrow,  chronic  exudate  on 
surface.  Chronic  appendicitis.  Gall  Bladder:  small; 
walls  thickened;  slight  fibrous  excess  of  walls  and 
round  cell  infitratlon.  Chronic  cholcystitis. 

Patient  had  most  satisfactory  convalescence  with- 
out any  post  operative  disturbance,  except  some 
pain  after  she  was  returned  to  her  room  which  was 
relieved  by  a few  doses  of  morphine. 

Case,  16,252,  female,  age  43.  General  physical 
examination  gave  normal  findings  with  the  excep- 
tion of  a strawberry  color  growth  occupying  the  en- 
tire circumference  of  the  urethra  extending  from 
outside  the  orifice  to  about  one  and  one-half  inch- 
es in  the  urethra  canal.  This  condition  had  exist- 
ed for  a number  of  years  and  attempts  have  been 
made  to  remove  the  growth  under  local  anesthesia, 
but  had  proven  unsuccessful. 

Diagnosis:  Urethral  caruncle. 

Operation:  Patient  absolutely  refused  general  an- 
esthesia but  agreed  to  have  lumbar  spinal  anes- 
thesia. Spinocain  was  injected  through  the  4th  lum- 
bar interspace  and  perfect  anesthesia  resulted  in  a 
few  minutes.  The  growth  was  destroyed  with  endo- 
thermy  using  Colling’s  Electrotome  which  is  the 
ideal  treatment  for  caruncle. 

After  patient  was  returned  to  her  room,  the  an- 
esthesia extended  over  the  entire  body  without  any 
embarrassment  of  respirations  or  circulation.  The 
only  untoward  thing  was  a numbness  which  per- 
sisted for  about  an  hour.  There  was  no  post  op- 
erative discomfort.  Patient  walked  out  of  hospital 
the  following  morning  and  has  been  in  very  satis- 
factory condition. 

DISCUSSION 

DR.  R.  B.  RANEY.  Regional  anesthesia  without 
doubt  offers  to  the  operating  surgeon  the  most  fa- 
vorable conditions  for  intra-abdominal  procedure,  or 
wherever  complete  relaxation  is  desired.  And  with 
the  present  improved  form  of  anesthetic,  there 
should  be  no  hesitancy  in  its  use  over  the  general 
or  inhalation  form  for  any  condition  below  the 
diaphragm  that  cannot  be  controlled  adequately  by 
the  local  infiltration  method,  and  these  conditions 
are  indeed  very  few. 

I am  sure  if  we  pay  close  attention  to  the  post- 
operative course  we  will  all  agree  that  inhalation 
anesthesa  would  only  be  used  as  an  occasional  ex- 
ception where  the  patient  chose  the  anesthetic  to 
be  used,  or  in  other  such  conditions  where  regional 
anesthesia  were  deemed  contraindicated;  however, 
one  should  not  become  a hobbyist,  for  no  two  pa- 
tients are  exactly  alike  and  the  anesthetic,  like  the 
surgical  procedure,  should  receive  serious  considera- 
tion. Frequently  we  hear  the  remark  that  intra- 
dural anesthesia  is  not  practical,  that  it  is  associat- 
ed with  too  many  accidents.  I wonder  how  one 
can  make  such  a remark.  It  is  an  admission  of 
one  of  two  things — ignorance  or  haphazardness; 
however,  it  is  true  that  the  procedure  is  not  fool- 
proof. and  will  give  many  sad  results  if  careless- 
ness and  ignorance  are  allowed  to  enter. 

Objectionable  features:  Shock  within  the  first  ten 
or  fifteen  minute  occurs  occasionally  but  this  is  an 
exception  to  the  rule,  and  is  never  severe  if  proper 
respect  has  been  paid  to  the  blood-pressure,  readily 
controlled  by  ephedrin.  Incomplete  anesthesia  l? 
rarely  encountered  and  depends  almost  entirely  on 
the  technic,  this  being  confined  to  the  skin  and 
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peritoneum  which  is  readily  controlled  by  novo- 
caine  infiltration;  this,  however,  should  not  be 
classed  as  an  objectionable  feature  for  it  in  no  way 
affects  the  general  condition  of  the  patient  or  im- 
pedes or  prevents  operative  procedure.  Vomiting  is 
occasionally  encountered  which  will  be  discussed 
later.  It  may  be  annoying  to  the  operator  provided 
the  case  is  an  abdominal  one,  but  is  in  no  way  an 
ill  omen,  usually  of  short  duration  and  easily  con- 
trolled therapeutically.  Postoperative  palsies  and 
neuritis  are  sequellae  of  faulty  technic  and  rarely 
occur  if  the  puncture  is  made  below  the  level  of 
the  spinal  cord.  They  are  of  little  moment  and 
pass  away  in  a short  time. 

Accidental  death  may  occur,  but  for  this  I do 
not  think  we  should  blame  the  anesthetic.  To  date 
I have  not  encountered  such  a calamity  and  if  I 
do,  I would  be  much  more  inclined  to  discard  my 
own  brilliant  achievement  in  poor  judgment  and 
ridiculous  case  selection  rather  than  the  anesthetic, 
and  such  objections  would  not  be  offered  if  careful 
case  selection  be  adopted. 

The  dropping  of  blood-pressure  encountered  is 
always  disconcerting.  Why  do  we  have  a fall  in 
blood-pressure  ? This  question  can  readily  be  an- 
swered by  asking  the  question : What  are  the  fac- 
tors that  govern  blood-pressure?  (1)  The  rate 
and  intensity  of  the  heart-beat;  (2)  the  volume  of 
blood;  (3)  its  viscosity;  (4)  the  width  of  the  capil- 
lary bed;  (5)  the  peripheral  resistance;  (6)  the  co- 
hesive force.  The  vasomotor  constrictor  elements  of 
the  nervous  system  have  their  origin  in  the  lateral 
column  of  the  gray  matter  of  the  spinal  cord. 
They  make  their  exit  in  orderly  segmental  ari’ange- 
ment,  and  if  bathed  in  the  anesthetic  solution  as 
are  the  other  elements  of  the  central  nervous  sys- 
tem, they  are  naturally  thrown  out  of  function, 
which  allows  a dilatation  of  the  terminal  vessels  re- 
sulting in  a widening  of  the  capillary  bed,  hence 
the  drop  in  blood-pressure.  However,  this  is  not 
prolonged.  It  is  readily  controlled  by  the  epine- 
phrin  products,  and  if  a thorough  examination  is 
made  in  all  cases  with  a basic  understanding  of  the 
physiological  principles  involved  there  will  be  no 
accidents  encountered. 

Vomiting,  as  mentioned  before,  is  reflex  in  char- 
acter and  is  due  to  three  main  factors:  (1)  change 
in  the  intraabdominal  pressure;  (2)  stimulation 
from  manipulation  in  the  upper  margin  of  the  zone 
anethetized,  through  an  overlapping  nerve  supply, 
handling,  viscera  in  which  the  nerve  supply  comes 
down  in  the  splanchnic  system  from  high  levels, 
from  which  levels  the  corresponding  organs  de- 
scended through  the  various  phases  of  embryologic 
development;  (3)  the  stimulus  threshold  which  of 
course  varies  with  each  individual,  and  it  has  been 
my  experience  that  it  most  frequently  occurs  in  the 
presence  of  upper  abdominal  surgery,  whether  sub- 
arachnoid or  local  infiltration  method  has  been 
used. 

The  level  to  which  we  wish  the  anesthesia  to  rise 
can  be  very  definitely  controlled  and  is  not  a ques- 
tion of  guess  work.  Guess  work  is  the  essence  of 
failure  and  a cause  for  the  majority  of  objections 
offered.  The  level  of  anesthesia  desired  can  be  es- 
timated quite  accurately  with  the  knowledge  of 
the  following  points:  (1)  the  anatoomy  of  the  spinal 
canal  including  its  capacity  and  segmental  nerve 
distribution;  (2)  the  laws  of  fluid  diffusion;  (3)  the 
pharmacologic  action  of  the  drugs  involved.  With- 
out this  knowledge  the  procedure  should  not  be  at- 
tempted, and  if  performed  in  darkness,  adversity  is 
to  be  expected. 


Regional  anesthesia,  whether  intradural,  extra- 
dural, or  local  infiltration,  compares  very  favoraDly 
with,  and  in  properly  selected  cases  have  distinct 
advantages  over,  the  inhalation  form.  I will  only 
take  time  here  to  enumerate  them  as  they  have 
been  well  covered  many  times:  (1)  Ideai  relaxa- 
tion, making  the  entire  procedure  a pleasure  rath- 
er than  difficult  and  annoying;  (2)  visibility  of  the 
operative  field  without  extensive  packing;  (3)  ex- 
cellent condition  of  the  patient  throughout;  (4)  ab- 
sence of  post-inhalation  sickness,  diminishing  the 
early  convalescent  discomfort  and  drawn  out  course. 


SPINAL  ANESTHESIA.  By  Charles  H.  Evans, 
M.  D.,  Clinical  Assistant,  New  York  Post-Graduate 
Medical  School  and  Hospital. 

Published  by  Paul  B.  Hoeber,  Inc.,  New  York. 
203  pages,  41  illustrations,  price  $5.50. 

The  popularity  of  spinal  anesthesia  which  has 
come  during  the  past  two  years,  makes  this  volume 
timely  and  valuable.  It  is  extremely  practical  in 
its  presentation,  written  by  a master  of  the  art  of 
spinal  anesthesia.  It  covers  the  subjects  of  Selec- 
tion of  Patients,  a point  wheih  is  not  given  the 
attention  it  deserves  by  those  not  skilled  in  this 
method  of  anesthesia;  the  Technic  of  Induction  of 
Anesthesia;  the  Various  Drugs;  Phenomena  Ac- 
companying Anesthesia;  Possible  Complications; 
Analysis  of  Causes  of  Failure;  Care  of  the  Pa- 
tient; Routine  Technic  to  Insure  Speed,  Accuracy 
and  Safety. 

Ability  to  administer  spinal  anesthesia  safely 
does  not  come  naturally  to  any  surgeon,  no  matter 
how  well  trained  he  may  be  in  other  methods. 
Study  of  this  work  by  Dr.  Evans  will  repay  care- 
ful reading  by  any  one  who  expects  to  undertake 
the  responsibility  of  this  method. 


SURGICAL  PATHOLOGY.  By  William  Boyd,  M. 
D.,  Professor  of  Pathology,  University  of  Mani- 
toba, Winnipeg,  Canada.  Second  Edition  Revised 
and  Reset.  Octavo  of  933  pages,  with  474  illustra- 
tions and  15  colored  plates.  W.  B.  Saunders  and 
Co.,  Philadelphia  and  London.  Cloth,  $11.00  net. 

The  demand  for  the  second  edition  of  this  very 
valuable  work  speaks  for  its  usefulness  and  popu- 
larity. The  object  of  the  book  is  to  present  those 
aspects  of  pathology  which  will  prove  useful  to  the 
surgeon.  The  book  is  divided  into  General  Path- 
ology, which  deals  with  inflammation,  gangrene, 
healing,  tuberculosis,  syphilis,  special  wound  infec- 
tions, hemorrhage,  thrombosis  and  embolism,  surgi- 
cal shock,  tumors  and  cysts;  Special  Pathology, 
which  takes  up  the  changes  in  various  organs  and 
tissues  of  the  body. 

As  a book  for  constant  reference,  it  should  be 
available  to  every  careful  surgeon  and  should  be 
used  by  him. 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians’  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 
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BUSINESS  COMBINED  WITH  VACATION 

The  American  Medical  Association  meets 
in  the  far  East  relatively  often.  Portland. 
Oregon,  the  meeting  place  this  year,  cannot 
by  any  stroke  of  imagination  be  said  to  be 
nea'r  the  southwest.  What  is  another  night 
or  two  on  a Pullman  or  two  or  three  days 
for  the  trusty — maybe  rusty — gas  wagon? 
The  family  and  the  family  doctor  would  en- 
joy the  trip  and  especially  the-absence  of 
telephone  bell.  Combine  the  business  of  at- 
tending the  A.  M.  A.  meeting  with  the  busi- 
ness of  vacationing.  If  you  have  not  consid- 
ered going  let  this  stimulate  you  to  think  of 
it  and  go  if  other  places  are  not  definitely 
more  important. 


THE  LIFE  INSURANCE  EXAMINATION 

We  wonder  how  long  it  will  be  before  the 
physician  making  life  insurance  examina- 
tions will  be  instructed  to  spare  no  expense 
in  making  the  most  thorough  examina- 
tions of  all  applicants,  not  for  the  purpose 
of  rejection  but,  for  proper  rating  and  es- 
pecially to  give  intelligent  advise  on  how 
to  live.  Indeed  there  should  be  no  rejections. 
It  should  be  simply  a question  of  rating. 


SUMMER  TYPHOID 

Typhoid  is  conspicuous  by  the  virtue  of 
its  infrequency.  Such  a state  of  affairs 
engenders  unawareness.  We  should  not 
forget  the  prophylactic  value  of  the  typhoid 
vaccine  at  this  season  of  the  year. 


THE  RURAL  TOILET 

Speaking  of  typhoid  naturally  brings  up 
the  subject  of  the  disposal  of  excreta.  Would 
that  we  could  have  a campaign,  nation  wide 
to  get  the  denizens  of  rural  communities 
educated  upon  this  subject. 


THE  ANTI-HEART  DISEASE  CAMPAIGN 

One  of  each  seven  deaths  last  year  among 
the  New  York  Life  policy  holders  was  from 
heart  disease.  Much  of  the  heart  disease  is 
preventable — probably  much  more  so  than 
tuberculosis.  See  what  has  been  accom- 
plished by  the  anti-tuberculosis  campaign. 
Be  ready  to  do  your  bit  wThen  the  anti-heart- 
disease  campaign  gets  under  headway. 


BOOK  REVIEWS 

Diabetic  Manual  for  Patients,  By  Henry  J.  John; 
M.A.,  M.D.,  F.A.C.P.,  Maj.  M.R.C.,  Director  of  the 
Diabetic  Department  and  Laboratories  of  the  Cleve- 
land Clinic  St.  Louis;  The  C.V.Mosby  Company, 
1928:  Cloth,  $2.00  net. 

Whether  the  addition  of  another  volume  for  the 
diabetic  patient  is  warranted,  the  reviewer  is  not 
prepared  to  state.  This  is  a small  book  of  202  pages, 
which  will  slip  easily  into  the  coat  pocket.  It  is  well 
written,  practical,  easy  to  read  and  authoritative. 

An  Introduction  to  Experimental  Pharmacology. 
By  Torald  Sollman,  M.D.,  Professor  of  Pharmacol- 
ogy and  Materia  Medica  at  Western  Reserve  Uni- 
versity, Cleveland;  and  Paul  J.  Hanzlik,  M.D.,  Pro- 
fessor of  Pharmacology  at  Stanford  University, 
San  Francisco,  Calif.  Octavo  volume  of  3221  pages, 
illustrated;  Philadelphia  and  London:  W.B. Saun- 
ders Company,  1928.  Cloth,  S4.25  net. 

Dr.  Sollman  is  the  outstanding  pharmacologist  of 
today.  His  work  on  pharmacology  has  been  an  au- 
thority for  many  years.  The  volume  under  review 
is  a laboratory  manual  written  by  Dr.  Sollman  and 
Dr.  Hanzlik,  Professor  of  Pharmacology  at  Stan- 
ford University. 

The  study  of  this  book  of  321  pages  would  give 
a physician  a good  review  of  both  physiology  and 
therapeutics.  It  would  refresh  his  mind  on  the 
action  of  drugs  and  make  him  a better  therapist. 
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ST.  JOSEPH’S  HOSPITAL  (Phoenix) 

April  Staff  Meeting 

The  regular  monthly  meting  of  the  staff  of  St. 
Joseph’s  Hospital,  Phoenix,  Ariz.,  was  held  Monday 
evening,  April  15,  with  thirty-one  members  pres- 
ent. 

Minutes  of  the  last  meeting  and  the  Monthly 
Analysis  of  Hospital  Service  were  read  by  Dr. 
Rany,  acting  secretary,  also  the  roll  of  honor  of 
members  having  completed  records. 

The  program  arranged  by  Dr.  Brockway,  of  the 
Executive  Committee,  was  as  follows: 

Four  cases  of  lumbar  spinal  anesthesia,  by  Dr. 
E.  Payne  Palmer.  Discussed  by  Dr.  Raney.  (Case 
reports  and  discussions  published  elsewhere  in  this 
journal.) 

Three  cases  of  gunshot  wounds  of  abdomen,  dis- 
cussed by  Dr.  Norman  Ross.  Two  of  these  patients 
died  and  one  recovered. 

Malaria  Treatment  of  Tabes,  discussed  by  Dr. 
George  Shields,  with  three  case  records.  (Published 
elsewhere.) 

DR.  FRANK  J.  MILLOY  discussed  Case  No. 
15615,  patient  dying  with  diagnosis  of  meningo- 
myelitis,  luetic. 

F.  L.  N.,  male,  age  37,  first  examined  in  January 
this  year.  Complained  of  nervousness  and  a pain 
in  left  upper  chest  which  followed  around  the  re- 
gion of  fourth  intercostal  space.  Patient  complain- 
ed continuously  of  pain  in  this  region.  Complete 
examination  revealed  no  tenderness  over  the  nerve 
trunks  in  the  area.  Blood  test  and  urinalysis  nega- 
tive. Wassermann  negative.  Markedly  enlarged, 
buried  infected  tonsils  and  a chronic  appendix  filled 
with  concretions.  Patient  had  no  digestive  dis- 
turbance and  no  attention  was  paid  to  the  latter 
finding. 

Tonsils  were  removed  Jan.  29  in  hospital.  Patient 
made  a good  recovery  from  operation  and  returned 
home  following  day,  but  was  re-admitted  to  the 
hospital  on  Feb.  4,  complaining  intensely  of  pain 
in  right  side  of  chest.  A provisional  diagnosis  was 
made  at  this  time  of  early  spinal  arthritis  but  x-ray 
of  spine  was  negative.  Patient’s  previous  history 
disclosed  that  he  has  been  a very  nervous  type  of 
person  all  his  life.  Had  a nervous  breakdown  at 
age  of  eighteen  during  last  year  at  college.  A di- 
agnosis at  that  time  of  incipient  tuberculosis  was 
made.  X-ray  of  chest  now  is  negative.  Has  been 
under  great  mental  strain  during  past  year  with 
serious  illness  in  other  members  of  his  family.  Has 
suffered  from  insomnia  during  past  year.  This  pain 
in  chest  has  been  present  since  October.  His  wife 
alive  and  well  at  the  present  time  and  has  two 
normal,  healthy  children.  Father  gave  a similar- 
history  of  nervousness  and  finally  died  undiagnos- 
ed. Patient  had  periods  of  slight  recovery  and 
spells  during  which  pain  was  most  intense.  On 
February  20,  spinal  puncture  was  done;  report 
showed  negative  Wassermann,  cell  count  of  one, 
marked  increase  in  protein  and  gold  curve  of  o-o-o- 
0-1-2-2-2-1.  Dr.  Kingsley  examined  patient  thor- 
oughly on  the  16th  and  reported  no  pathtological 
reflexes.  His  diagnosis  was  peripheral  neuritis 
and  probably  herpes  zoster.  There  was  a slight 
eruption  around  the  body  just  below  region  where 
patient  complained  of  pain.  With  this  finding  in 
the  spinal  fluid,  luetic  treatment  was  begun.  Three 
daily  injectins  of  mercury  w-ere  given;  pain  com- 
pletely subsided.  On  the  following  day  patient  was 
unable  to  use  left  leg.  Examination  showed  flaccid 
paralysis.  This  paralysis  spread  to  the  right  side 
and  in  about  three  days  time  he  was  completely 
paralyzed  below  the  region  of  sixth  dorsal  verte- 


bra. Had  acute  retention  of  urine.  One  week  from 
time  paralysis  began  patient  had  complete  loss  of 
sensory  sensation  below  this  area  with  exception  of 
temperature  and  antileutic  treatment  was  pushed 
during  these  days.  Patient  was  examined  again  by 
Drs.  Kingsley  and  Greer  and  Marcus,  of  Los 
Angeles,  all  of  whom  concurred  in  diagnosis  of  lues 
of  spinal  cord.  The  diagnosis  was  meningo-myelitis. 
Patient  developed  massive  hyperstatic  pneumonia, 
temperature  105.  This  subsided  slightly  for  a time 
only  to  be  followed  by  relapses.  Finally  patient 
was  turned  on  abdomen  and  before  he  died  both 
lungs  -were  absolutely  clear.  The  acute  retention 
of  urine  ceased  about  one  week  after  it  began  and 
patient  voided  involuntarily  for  several  days  after 
onset  of  pneumonia.  There  was  a large  amount  of 
blood  passed  in  the  urine.  Bleeding  subsided  after 
administration  of  thromboplastin.  Patient  had  a 
large  bed  sore  on  coccyx,  which  began  to  heal  as 
soon  as  he  was  turned  on  abdomen.  Patient  made 
a good  recovery  from  pneumonia,  which  was  fol- 
lowed by  spells  of  profuse  diaphoresis.  Mental  con- 
dition became  rather  confused  and  he  died  very 
suddenly  the  30th  of  March. 

Autopsy  was  refused  but  the  undertaker  reported 
that  it  was  absolutely  impossible  to  embalm  pa- 
tient as  the  fluid  could  not  be  introduced  into  the 
vessels. 

Final  Diagnosis:  Leutic  meningo  myelitis. 

DUDLEY  FOURNIER,  Sec’y. 


MARICOPA  COUNTY  (Ariz.)  MEDICAL 
SOCIETY 

The  Maricopa  County  Medical  Cociety  met  in 
regular  session  Monday  evening,  April  8,  1929,  the 
meeting  having  been  postponed  one  week.  Those 
present  were:  Drs.  Bailey,  Drane,  Franklin,  E.  P. 
Palmer,  Rainey,  Clohessy,  Donaldson,  Holmes,  Felch, 
Greer,  Schwartz,  F.  M.  Brown,  Jordan,  Smith, 
Fattebert,  Yandell,  Armbruster,  Stroud,  McIntyre. 
Wilkinson,  Shelley,  Milloy,  Woodman,  Phillips,  Mc- 
Call and  O.  H.  Brow-n. 

The  minutes  of  the  last  meeting  were  read  and 
approved.  A letter  from  the  LT.  S.  Employment 
Service  was  read.  The  letter  w-as  to  request  the 
physicians,  surgeons  and  dentists  of  the  city  to  pe 
tition  Mr.  Johnson  and  asociates,  in  building  the 
Medical  Building,  to  use  home  labor  as  long  as  the 
supply  exceeds  the  demand,  and  that  the  employ- 
ment be  through  the  U.  S.  Employment  Service, 
where  the  men  do  no  thave  to  pay  for  their  job. 

On  motion  of  Dr.  Wilkinson,  seconded  by  Dr. 
Drane,  it  was  unanimously  carried  that  w-e  sign 
the  petitoin  enclosed.  After  the  motion  w-as  passed, 
there  w-as  a general  informal  discussion  in  w-hich 
several  expressed  the  view-  that  the  petition  might 
be  in  a form  which  would  lay  us  open  to  criticism. 

It  was  moved  by  Dr.  Franklin  and  seconded  by 
Dr.  Yandell  that  the  last  motion  be  reconsidered. 
Dr.  Wilkinson  and  Dr.  Drane  withdrew-  the  orginal 
motion. 

Dr.  Franklin  moved  that  the  chair  appoint  a 
committee  to  redraft  the  petition  or  to  draw  a reso- 
lution after  thorough  investigation  and  to  submit 
a report  tw-o  weeks  hence.  Seconded  by  Dr.  Holmes, 
and  carried  with  no  dissenting  votes.  The  chair  ap- 
ponited:  Drs.  Stroud,  McIntyre  and  Brown. 

The  question  of  reducing  the  number  of  our 
monthly  meetings  w-as  laid  over  until  the  next 
meeting. 

The  scientific  program  on  “Clinical  Problems  of 
Asthma,”  consisting  of  a discussion  of  the  lectures 
given  March  27th  by  Drs.  Hazelton,  LaForge  and 
Myers  was  started  at  8:50. 
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Dr.  Franklin  spoke  from  the  general  practition- 
er’s standpoint  as  follows: 

“The  methtod  of  treatment  of  asthma  as  set  forth 
in  the  last  meeting  by  the  visiting  doctors,  while 
not  being  altogether  a new  idea — having  been  ad- 
vanced by  our  own  Dr.  Brown  some  years  ago — 
has  probably  been  carried  forward  by  them  to  a 
greater  degree  than  by  any  others.  I am  inclined 
to  think  that  the  doctors  are  a bit  over  enthusiastic 
at  this  time.  There  is,  no  doubt,  a lot  of  merit  in 
what  they  say  and  I am  glad  to  know  that  some- 
one is  approaching  the  subject  of  asthma  from  this 
angle,  as  we  all  know  the  fromer  methods  have  not 
been  as  satisfactory  as  we  would  like.  I am  at- 
tempting to  treat  some  of  my  cases  in  cooperation 
with  oto-laryngologists  but.  as  yet,  I have-  nothing 
to  report. 

“I  should  like  to  have  heard  the  doctors  express 
more  fully  their  methods  regarding  tne  treatment 
of  asthma  of  the  purely  seasonal  type.  From  their 
discussion  along  that  line  I do  not  think  they  have 
had  the  experience  with  seasonal  or  hay-fever  asth- 
ma that  we  have  in  this  locality.  Naturally  they 
would  not  see  the  severe  and  obstinate  bermuda 
cases  that  we  see  here.  I understood  Dr.  Hazeltine 
to  say  that  the  argyrol  packs'  are  contra-indicated 
in  hay-fever.  Later  he  stated  that  these  treatments 
would  eliminate  the  asthma,  even  of  a seasonal 
type,  but  the  hay-fever  must  be  treated  as  usual. 
I do  not  see  what  advantage  it  would  be  in  clearing 
up  the  asthma,  if  the  hay-fever  must  still  be  treat- 
ed by  the  polens,  which  would  and  does  control  the 
seasonal  asthma.  I might  suggest  that  this  type 
should  be  treated  previously  to  the  pollen  season  by 
the  packs,  if  the  trouble  is  found  in  the  nasal  re- 
gion. However,  I should  like  to  hear  Dr.  Brown  or 
Dr.  Phillips  discuss  this  phase.  I should  also  like 
to  know  what  success  has  been  met  by  any  of  the 
local  men  to  date.” 

Dr.  Milloy  spoke  from  the  standpoint  of  the  in- 
ternist: He  has  been  thinking,  during  the  last  ten 
days,  of  the  discussion  by  our  visitors  and  would 
like  now  to  ask  them  a number  of  questions.  He 
always  looks  for  nasal  infection  but  does  not  find 
it  often  enough  to  be  sure  of  getting  results  in 
many  cases.  He  has  not  seen  removal  of  other 
foci  of  infection  do  a great  deal  of  good  in  any 
number  of  cases.  Sometimes  there  is  temporary 
improvement,  due,  perhaps,  to  the  anesthetic.  He 
thinks  that  the  speakers  overemphasized  the  occur- 
rence of  ethmoiditis  and  the  benefits  from  treat- 
ment of  it.  He  has  seen  many  cases  of  asthma 
who  have  had  extensive  nasal  treatment  and  even 
radical  operations  and  yet  continue  to  have  asth- 
ma. He  reported  one  case  who  had  asthma  follow- 
ing “flu”  six  to  eight  years  ago.  She  has  had 
a great  deal  of  asthma  practically  every  day  since. 
Following  the  “flu”  this  year  she  became  asthma 
free.  He  thinks  she  must  have  developed  the  nec- 
sary  immunity  to  her  nifection  to  cure  her  asthma. 

Dr.  Drane  said  he  believes  that  asthma  in  chil- 
dren is  inherited.  He  would  like  to  see  the  pro- 
gram recommended  by  our  visitors  given  a thor- 
ough trial.  The  views  they  advanced  are  logical  to 
a considerable  extent.  The  rhinologists  should  be 
called  in  more  often  than  they  are.  He  has  used 
alkalis  in  asthma  a great  deal  in  the  past  fifteen 
years,  to  much  advantage. 

Dr.  Reese’s  discussion  from  a rhinologist’s  stand- 
point was  read  by  the  secretary,  as  follows: 

“When  three  good  men  and  true,  travel  about 
the  country  preaching  the  gospel  without  any  spe- 
cific remuneration,  this  gospel  is  worthy  of  con- 
sideration. One  of  the  weaknesses  of  humanity— 
and,  espcially,  of  the  medical  profession — is  over- 
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enthusiasm.  These  gentlemen,  probably,  believe  ail 
that  they  have  told  us.  As  a rhinologist,  I shall  de- 
vote my  remarks  to  one  phase  of  this  subject; 
namely,  the  nose.  I have  long  been  convinced  that 
within  the  nasal  cavity,  and  especially  in  the  eth- 
moid and  sphenoid  regions,  we  find  the  etiological 
factors  for  a majority  of  the  cases  of  broncnial 
asthma.  When  it  comes  to  the  question  of  the  cure 
by  surgical  or  non-surgical  interference  with  the 
nose,  we  are  facing  a difficult  proposition. 

“In  a paper  published  a few  years  ago,  I called 
attention  to  the  importance  of  false  points  of  con- 
tact between  the  septum  and  lateral  wall  of  the 
nose,  the  middle  turbinate  being  a very  important 
factor,  and  I can  point  with  a certain  amount  of 
pride  to  the  remarkable  and,  so  far  as  I know,  per- 
manent, relief  by  the  eradication  of  these  points  of 
contact.  I have  been  wondering  if  it  is  not  just 
this  that  these  gentlemen  have  been  doing  by  the 
use  of  the  Dowling  tampon  as  much  as  the  clear- 
ing up  of  infection. 

I question  whether  the  Dowling  tampon  is  a 
stranger  to  any  rhinologist  in  Phoenix.  I used  it 
long  before  I was  aware  that  it  was  a Dowling 
method  of  treatment.  I have  discontinued  its  use 
to  a great  extent;  and,  in  spite  of  statements  made 
by  these  distinguished  gentlemen,  these  reasons 
still  hold,  and  are  as  follows:  (1)  The  patients  do 
not  like  it;  they  object  to  it  and  it  is  painful.  (2) 
In  fully  fifty  per  cent  of  the  cases,  owing  to  path- 
ology of  the  nose,  it  is  impossible  to  properly  place 
a Dowling  tampon.  (3)  A great  deal  of  time  is 
consumed.  (4)  I believe  I can  obtain  the  same  re- 
sults by  other  methods.  What  we  desire  is  to  bring 
argyrol  into  contact  with  the  proper  areas  in  the 
nose.  I combine  argyrol  with  glycerin  to  increase 
the  hydroscopic  action.  In  cases  in  which  the  Dowl- 
ing tampon  can  be  readily  placed,  the  same  result 
can  be  obtained  by  the  use  of  the  spray.  In  other 
cases,  the  alternating  suction  and  air  displacement, 
as  practiced  by  Proetz  for  sinus  filling,  will  get 
results.  I do  not  believe  in  a germicidal  action  oi 
argyrol.  I believe  that  it  acts  as  a hydroscopic 
found  four  diseased  teeth.  These  have  been  extract- 
agent.  When  the  cotton  is  found  free  of  argyrol, 
after  being  in  the  nose  for  an  hour,  it  is  due,  not 
the  absorption  of  the  argyrol  into  the  tissues,  but 
because  the  mechanical  irritation  caused  by  the 
tampon  (a  foreign  body)  has  produced  such  a stim- 
ulation of  the  mucous  glands  that  the  cotton  has 
become  washed  clean  of  its  argyrol. 

“To  all  those  who  expect  to  get  100  per  cent 
cures  or  alleviation  in  their  asthma  cases  by  the 
use  of  the  Dowling  tampon,  I will  say,  they  will 
meet  with  considerable  disappointment.  I am  be- 
coming more  conservative  every  year  on  the  ques- 
tion of  sinus  surgery.  I have  seen  asthma  eases 
which  were  caused  by  sinus  surgery.  At  least  two 
cases  which  I have  seen,  were  evidently  caused  by 
post-operative  adhesions.  The  Dowling  pack  is  far 
from  being  a panacea  in  the  treatment  of  asthma 
but  it  is  a valuable  adjunct  in  the  limited  number 
of  cases  in  which  it  can  be  properly  used.” 

Dr.  Schwartz  said  he  belieevs  that  nasal  path- 
ology of  all  types  may  be  of  importance  and 
should  be  looked  for  in  all  cases.  He  doubts  that 
the  surgeon  has  anything  to  do  in  the  treatment  of 
asthma.  They  have  used  argyrol  packs  in  the  noso 
for  a long  time.  He  is  doubtful  if  the  results  are 
much  good.  He  thinks  that  the  adenoids  and  tonsils 
should  be  removed. 

Dr.  Holmes,  from  the  standpoint  of  the  lung 
physician,  said  he  had  not  been  treating  asthma, 
as  he  did  not  regard  asthma  as  a lung  disease. 
He  thinks  it  is  important  that  we  follow  the  pro- 
gram carefully,  if  we  are  to  try  it  out  at  all.  In 


the  cases  in  which  he  has  tried  the  method,  it  has 
been  difficult  to  get  the  case  to  receive  sufficient- 
ly frequent  nasal  treatments.  He  thinks  the  meth- 
od offers  some  hope  for  the  patients.  He  hopes  to 
make  a trial  of  the  procedure.  He  is  trying  to 
make  nasal  applications  himself  and  finds  it  diffi- 
cult and  thinks  the  rhinologist  should  be  called  in- 
to the  case. 

Dr.  Phillips  spoke  from  the  standpoint  of  an  al- 
lergist: 

“I  am  supposed  to  discuss  the  work  of  Drs. 
Hazeltine,  LaForge  and  Myers  on  asthma,  from  the 
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standpoint  of  the  allergist.  But  what  is  an  allerg- 
ist? 

“I  should  consider  him  to  be  a physician,  usually 
an  internist,  who  has  familiarized  himself  with 
the  phenomena  of  allergy,  or  atopy,  as  many  pre- 
fer to  call  it,  and  who  makes  use  of  this  knowledge 
in  his  work.  I gather  that  our  distinguished  guests 
would  define  an  allergist  as  one  who  knows  and 
has  used  the  allergic  therapy— in  the  words  of  Dr. 
LaForge,  ‘this  fool  allergy’ — and  not  much  else. 
They  have  made  an  allergist  and  stuffed  him  with 
straw.  The  weakest  point  of  their  presentation  is 
found  in  the  violence  of  their  attack  on  the  really 
useful  work  of  the  students  of  allergic  disease. 

“When  the  earlier  writers,  notably  Chandler 
Walker,  began  to  tell  what  they  were  learning  of 
hypersensitiveness  and  its  clinical  applications,  they 
made  the  not  uncommon  mistake  of  claiming  too 
much;  they  wanted  their  work  to  cover  the  whole 
great  field  of  asthma.  Though  Walker  early  recog- 
nized that  infection  plays  a prominent  part  in  many 
asthmatic  cases  and  found  that  about  fifty  per 
cent  of  asthmatics  reacted  significantly  to  none  of 
his  extracts,  he  thought  that  the  bronchial  spasm 
of  these  non-reactors  was  caused  by  hypersensitive- 
ness, to  bacteria  or  their  derivatives.  This  view  was 
long  since  shown  to  be  erroneous.  Most  of  those 
who  deal  with  asthma  have,  for  many  years,  been 
governed  by  the  belief  that  that  disease  falls  into 
two  large  groups.  The  first  is  the  strictly  allergic 
type,  characterized  by  sharp  paroxysms  of  limited 
duration  with  a free  interval  between  the  attacks. 
In  this  group,  careful  search  usually  reveals  the 
cause,  and  removal  of  that  cause,  or  desensitization 
to  the  specific  substance,  puts  an  end  to  the  par- 
oxysms. 

“The  second  sort  of  asthma,  which  many  prefe»' 
to  designate  as  asthmatic  bronchitis,  is  likely  to 
begin  very  gradually  with  catarrhal  symptoms; 
wheezing  develops  later,  with  periodic  exacerbations 
usually  coming  on  at  night.  A productive  cough, 
occasional  fever,  and  demonstrable  changes  in  and 
about  the  bronchi,  are  present.  Patients  with  this 
type  of  disease  do  not,  as  a rule,  react  to  any  al- 
lergens, either  inhaled  or  ingested.  A certain  num- 
ber have  such  reactions  but  are  not  helped  by  the 
appropriate  treatment.  These  are  the  ones  whose 
earlier  allergic  asthma  was  not  controlled;  infec- 
tion occurred  in  the  congested  tissues  and,  in  time, 
it  dominated  the  picture. 

“The  strictly  allergic  cases  are  simply  and  satis- 
factorily relieved  by  the  recognized  procedures  of 
desensitization  or  by  being  protected  from  the  of- 


fending substance.  While  some,  notably  the  pollen 
asthmatics,  require  treatment  each  year,  the  sum 
total  of  their  treatment  is  less  than  the  elaborate 
program  outlined  by  Dr.  LaForge.  Presumably, 
such  persons,  if  they  have  been  in  good  hands,  are 
not  often  encountered  in  the  clinical  material  with 
which  Hazeltine  and  LaForge  have  worked. 

“But  the  other  fifty  per  cent  of  asthmatics,  the 
chronic  sufferers  with  so-called  asthmatic  bron- 
chitis, have  indeed  a gloomy  outlook.  Most  allerg- 
ists recognize  them  at  once.  As  a rule  their  dis- 
ease is  of  rather  long  standing;  oftener  than  not 
it  had  its  beginning  after  the  age  of  forty.  Many, 
when  they  come  to  us,  have  been  badly  mutilated 
by  destructive  nasal  surgery.  Such  cases  are  not 
usually  put  through  the  routine  tests  for  sensitiza- 
tion by  those  who  are  really  conversant  wdth  this 
work,  and  I might  add  that  their  advent  in  the  of- 
fice of  an  allergist  is  not  an  occasion  for  rejoic- 
ing. 

“The  program  outlined  by  Hazeltine,  LaForge  and 
Myers  contains  much  that  is  not  new.  For  exam- 
ple, the  Loomises,  father  and  son,  used  mild  cathar- 
sis and  mineral  acids  in  the  treatment  of  asthma. 
Operations — too  many  operations — on  foci  of  in- 
fection have  been  performed  for  the  relief  of  asth- 
ma, usually  in  vain.  Rhinologists,  notably  Sluder, 
for  many  years  have  been  busy  about  the  ethmoid 
region  in  the  attempt  to  relieve  bronchial  spasm. 
But  the  combination  of  expert  conservative  nasal 
treatment  with  the  thorough-going  care  of  an  in- 
ternist whose  special  objective  is  the  promotion  of 
elimination  and  the  removal  of  toxic  foci,  seems  to 
have  originated  with  Hazeltine,  La  Forge  and  My- 
ers. It  is  good  work;  they  deserve  full  credit  for  it. 
It  is  rational;  it  is  not  destructive;  its  general  ef- 
fect must  be  for  good  even  if  it  should  fail  to  help 
the  asthma.  Obviously,  it  requires  a well-trained 
medical  team,  good  equipment,  and  a patient  who 
has  both  time  and  money.  Given  these  requisites, 
I think  it  should  have  a fair  trial  in  cases  of  asth- 
matic bronchitis,  that  is,  perennial  asthma  accom- 
panied by  nasal  and  bronchial  infection.  I see  no 
reason  for  employing  it  in  the  true  allergic  asthma, 
traceable  to  pollens,  dusts,  or  (in  children)  to 
foods.  In  this  group  good  results  are  to  be  had  oy 
simpler  means. 

“An  anesthetic  will  sometimes  check  or  greatly 
reduce  asthma  paroxysms.  High  fever  will  do  the 
same.  Foreign  protein  producing  fever  may  stop 
asthma.  The  attacks  , however,  always  come  back 
after  any  of  the  procedures.” 

Dr.  Greer,  from  the  standpoint  of  a surgeon,  said 
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he  scarcely  knew  what  to  say.  Focal  infections  may 
be  of  importance.  He  reported  one  asthmatic  who 
had  a broken  leg;  following  this  he  was  asthma 
free.  Another  case  of  osteomyelitis  was'  cleared  up 
and  the  asthma  also  disappeared.  Another  case  had 
frequent  injections  of  his  own  blood  and  his  asth- 
ma gradually  became  less. 

General  discussion: 

Dr.  Yandell  said  that  these  men  made  the  state- 
ment, which  is  true,  that  many  asthmatics  do  not 
have  nasal  pathology.  He  believes  it  is  impossible 
to  eradicate  all  the  ethmoid  cells.  He  said  Dr.  My- 
ers ha  said  that  the  ethmoid  cells  should  be  aerat- 
ed and  the  patient  should  be  detoxicated.  These 
are  true  statements.  He  reported  a few  cases  in 
which  the  nasal  treatment  relieved  the  asthmatics. 
Allergy  is  important.  Tamponing  the  nose  of  asth- 
matics for  hay-fever  is  apt  to  make  their  condi- 
tion worse.  He  thinks  the  procedure  recommended 
should  be  carefully  followed  out. 

Dr.  Wilkinson  said  the  dry  pack,  elimination,  the 
ultra  violet  ray,  etc.,  are  all  important  in  treating 
asthma  cases. 

Dr.  Woodman  said  he  has  a case  now  who  has 
had  every  type  of  treatment,  test  and  operation  and 
he  has  had  asthma  steadily  for  two  years.  He 
ed;  yet  the  asthma  continues. 

Dr.  Milloy  said  he  himself  has  ethmoiditis  with 
headaches.  He  has  used  the  argyrol  sticks  for 
years  and  yet  he  has  not  had  much  relief.  Since 
the  last  meeting,  he  has  had  the  Dowling  packs 
with  decided  relief  and  freedom  from  headache. 
The  secretion,  for  hours  after  a pack,  is  argyrol 
stained,  showing  that  argyrol  is  absorbed  into  the 
ethmoids'. 

The  meeting  adjourned  at  9:50. 

ORVILLE  HARRY  BROWN, 

Acting  Secretary. 


PRESENT  VIEWS  ON  ASTHMA 

By  ORVILLE  HARRY  BROWN,  M.  D.,  Ph.  D. 

Phoenix,  Ariz. 

(This  discussion  was  given  at  the  request  of  Drs.  Hazeltine, 
LaForge  and  Myers  after  they  had  presented  their  methods  of 
treating  asthma  by  thorough  removal  of  foci  of  infection  and 
stimulation  of  elimination  in  the  patient  through  all  avenues. 

I cannot  altogether  agree  with  the  distinguished 
guests  in  certain  of  their  opinions;  but  they  have 
given  us  an  extremely  valuable  contribution.  They 
take  the  viewpoint  regarding  infection  that  I tool: 
thirteen  years  ago.  I am  not  certain  now  that  I 
was  not  right. 

Before  we  knew  much  of  the  phenomena  of  sensi- 
tization we  had  to  attribute  all  inflammation  to  in- 
fection. Having  found  inflammation  in  a case,  we 
feltsure  we  must  look  for  the  primary  foci  of  the 
infection  and  remove  them.  Of  late  the  pendulum 
of  sensitization  or  allergy  has  swung  from  a posi- 
tion of  scientific  curiosity  to  one  of  what  has  seem- 
ed to  be  extreme  practicability.  We  have  probably 
gone  to  the  extreme  on  the  subject  of  sensitization. 
That  we  can  ignore  it  entirely,  as  these  men  have 
so  positively  told  us,  seems  too  good  to  be  true.  I 
feel  a bits  keptical  and  must  be  shown.  But  let 
me  first,  before  discussing  my  ideas  on  infection, 
immunity  and  sensitization,  deal  more  at  length 
with  certain  fundamentals  of  asthma. 

Asthma  has  one  characteristic  feature  which  dis- 
tinguishes it  and  sets  it  off  definitely  from  all  other 
types  of  dyspnea.  Asthma  is  an  expiratory  dysp- 
nea. The  term  asthma  should  be  applied  only  to 
expiratory  dyspnea  or  to  that  condition  which  is 
likely  to  grow  into  expiratory  dyspnea.  Other  types 
of  dyspnea,  however,  may  pass  into  asthmatic 


dyspnea,  as  will  be  explained  later.  Any  theory  to 
explain  asthma  must  explain  expiratory  dyspnea. 
I maintain  that  bronchial  muscle  spasm,  vagotonia, 
etc.,  all  fail  utterly  when  put  to  the  test  of  explain- 
ing expiratory  dyspnea. 

There  is  an  asthmatic  reflex,  as  the  speakers 
have  said.  I have  not  been  able  to  convince  myself 
that  this  regularly  produces  constriction  of  the 
bronchial  muscle,  notwithstanding  that  there  have 
been  reports  that  the  bronchial  muscle,  in  asth- 
matics who  have  come  to  autopsy,  has  been  found 
hypertrophied.  In  the  first  place,  I have  never 
listened  to  a case  of  asthma  in  which  the  rales  were 
of  the  very  fine  type,  which  would  be  necessary  to 
come  from  a constriction  of  the  bronchioles,  where- 
in lies  the  greatest  amount  of  the  bronchial  muscle 
tissue.  I had  one  patient  who  had  what  was  termed 
by  me  and  others  as  bronchiolitis.  He  had  extreme- 
ly fine  sonorous  rales  throughout  one  chest.  The 
dyspnea,  however,  was  inspiratory  as  well  as  ex- 
piratory. The  spasm  of  bronchial  muscle  must  pro- 
duce inspiratory,  as  well  as  expiratory,  dyspnea; 
therefore,  there  must  be  some  other  explanation 
for  the  characteristic  feature  of  asthma;  until  we 
understand  this,  we  cannot  understand  asthma. 

The  asthma  reflex  is  the  cough  and  sneeze,  and 
therefore,  a forceful  exhalation  reflex  or,  as  I 
have  termed  it,  in  order  to  emphasize  the  passive 
feature  of  normal  expiratoin,  it  is  the  non-passive 
exph’ation  reflex  . Nature  has  wisely  provided  that 
expiration  shall  be  purely  passive.  The  large 
amount  of  air  which  has  to  leave  thtrough  one 
small  bronchiole  may  be  compared  to  an  auditorium 
full  of  persons  who  have  to  pass  out  through  one 
exit.  If  the  crowd  is  orderly  and  passes  out  rea- 
sonably slowly,  the  exilts  are  not  jammed  and  no 
harm  results.  But  in  case  of  fire  or  other  fright, 
there  is  undue  haste  in  getting  out  and  many  will 
be  injured  or  killed  and  much  property  damaged 
In  like  manner,  if  a person  has  persistent  forceful 
exhalations  for  a prolonged  period,  there  will  be 
much  jamming  of  the  airways,  and  greater  or  less 
harm  to  the  pulmonary  and  bronchial  structures  is 
apt  to  result. 

To  explain  this  by  physiology:  During  inspira- 
tion, the  intra-alveolar  air  tension  is  less  than  15 
pounds  to  the  square  inch.  During  exhalation,  it  is 
greater  than  15  pounds  to  square  inch.  During 
forceful  exhalation  it  is  greater  than  during  pas- 
sive exhalation.  We  inspire  and  expire  into  and  out 
r.f  the  chest,  not  only  air,  but  blood  and  lymph. 
The  circulation  of  the  blood,  especially  the 
venous  circulation,  is  much  augmented  by  the 
respiratory  movements.  To  prove  to  you  that 
forceful  exhalation  has  a very  positive  effect 
upon  circulation  I ask  you  to  observe  the  redness 
of  a patient’s  face  and  the  dilation  of  his  neck 
veins  when  he  is  in  violent  fits  of  coughing.  Or 
again,  the  next  patient,  who  is  a bit  asthmatic  but 
not  in  a paroxysm,  have  exhale  forcefully  a num- 
ber of  times  and  listen  to  the  prompt  development 
of  typically  asthmatic,  sonorous,  expiratory  rales. 
It  does  not  take  much  forceful  exhaling  to  bring 
on  a severe  paroxysm  of  asthma  when  the  bronchi 
are  full  of  mucus  and  pus  and  the  walls  are  swol- 
len. This  explains  the  importance  of  the  asthma 
reflex — the  non-passive  expiration  reflex. 

The  blood,  during  forceful  exhalation,  cannot  go 
into  the  veins  of  the  abdomen,  the  legs  or  the  arms, 
because  of  the  valves  in  the  veins  of  these  parts. 
The  blood,  however,  can  go  to  the  head  and  to  the 
neck  and  on  the  inside  of  the  bronchi,  since  there 
are  no  valves  in  the  head  and  neck  veins  nor  in  the 
bronchial  veins.  The  atmospheric  pressure  upon  the 
surface  of  the  head  and  neck,  as  elsewhere  on  the 
body,  is  15  pounds  per  square  inch.  Likewise,  it  is 
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15  pounds  per  square  inch  within  the  bronchial  lu- 
men, even  down  to  the  fine  tubules  where  there  is 
absence  of  cartilage  within  the  walls.  Thei’efore, 
the  blood  and  lymph  have  as  much  tendency  to  pass 
to  the  vessels  within  the  bronchial  walls  as  they 
have  to  pass  to  the  vessels  of  the  head.  It  is  this 
filling  up  of  the  blood  and  lymph  vessels  of  the 
intra-bronchial  mucosa  during  exhalation  and  the 
sucking  out  of  the  blood  and  lymph  from  the  mu- 
cosa during  inspii'ation,  which  makes,  respectively, 
for  difficult  exhalation  and  easy  inhalation  in  the 
asthmatic  attacks.  It  may  not  need  to  be  mentioned 
that  the  blood  and  lymph  vessels  and  spaces  of  the 
intra-bronchial  mucosa  become  stretched  after  they 
have  been  long  subjected  to  much  coughing,  sneez- 
ing and  hard  breathing. 

Theoretically,  and  it  is  of  more  than  academic 
interest,  a person  who  has  never  had  asthma  may 
become  asthmatic  with  no  other  pathologic  changes 
than  those  resulting  from  persistent  forceful  ex- 
halations. Practically  always,  however,  inflamma- 
tory or  allergic  swelling  of  the  respiratory  tract 
mucosa  is  concomitant  with,  and  essential  in,  the 
cause  of  the  non-passive  expiration.  The  allergic 
swelling  of  the  mucosa  produces  the  asthmatic  re- 
flex and  a flow  of  mucus  from  the  mucous  glands 
of  the  branchial  muscle.  Bronchial  muscle  spasm 
results  in  both  inspiratory  and  expiratory  dyspnea. 
The  expiratory  dyspnea  produced  would  help  furth- 
er to  force  blood  and  lymph  into  the  vessels  of  the 
bronchial  mucosa.  Any  factor  which  contributes  to 
dyspnea  will  lead  to  asthma  because  it  increases 
the  forceful  exhalation. 

The  narrowing  of  the  bronchial  lumen  comes, 
commonly,  I think,  from  four  conditions:  allergic 
swelling  of  the  bronchial  mucosa;  inflammatory 
swelling  of  the  bronchial  mucosa;  the  filling  of  the 
bronehial  lumen  with  mucus  and  other  detritus:  and 
the  engorgement  of  the  blood  and  lymph  vessels 
of  the  intra-bronchial  mucosa  from  forceful  exhala- 
tion. 

The  conditions  of  the  nose  and  throat  and  the 
presence  of  foreign  material  in  the  risppartory  tract 
may  be  extremely  important  in  so  far  as  they  con- 
tribute to  the  asthmatic  reflex  and  to  keeping  up 
infection. 

I have  long  recognized  the  importance  of  infec- 
tion. Formerly  I thought  that  it  produced  inflam- 
matory bronchitis  as  a secondary  process,  by  direct 
extension  of  the  infection  from  the  nose  to  the 
bronchi.  Then  came  the  conception  that  the  bac- 
terial proteins  could  produce  an  allergic  swelling  of 
the  bronchial  mucosa.  More  recently,  I have  had  a 
rather  different  slant  upon  the  part  infection 
plays,  as  wTill  be  explained  later. 

In  regard  to  the  relation  of  immunity  and  al- 
lergy: I believe  that  the  allergic  phenomenon  is 
simply  a part  of  the  immunity  process;  in  other 
words,  allergy  is  a part  of  inflammation,  or  a quick 
type  of  inflammation.  Any  kind  of  protein  may  set 
up  inflammation.  When  protein  gets  into  the  blood 
and  tissues  it  must  undergo  digestion.  I have  ex- 
plained the  processes  which  are  known  to  occur  by 
assuming  that  there  are  present  in  the  blood  two 
ferments  for  the  digestion  of  the  protein,  which  I 
have  designated  ‘P’  and  ‘T’.  Enzyme  ‘P’  splits  the 
protein  to  a halfway  stage.  One  of  the  split  prod- 
ucts is  toxic  to  the  tissues  and  produces  allergic 
swelling  and  other  toxic  phenomena.  In  asthma  it 
is  the  bronchial  mucosa  which  is  affected  by  the 
toxin,  but  any  tissue  may  get  its  harmful  effects. 
Enzyme  ‘T’  splits  the  toxic  molecule  to  simple  non- 
poisonous  compounds.  Enzyme  ‘P’  has  an  easy  task 
and  may  be  the  same  for  any  number  of  different 


proteins,  whereas  ‘T’,  I theorize,  is  specific  for  each 
toxin.  Therefore,  ‘T’  may  easily  get  behind  in  the 
splitting  up  of  toxins;  this  allows  them  to  accumu- 
late in  the  tissues  and  produce  allergic  reactions  or 
other  types  of  inflammation. 

A bacterial  protein  which  gets  into  the  tissues 
may  stimulate  the  production  of  an  enzyme  ‘P’,  it 
seems,  capable  of  splitting  other  proteins  than 
those  of  bacteria.  Last  June  I had  the  following 
experience.  I have  bermuda  hay-fever  and,  when 
in  Minneapolis  in  June,  I gave  myself  some  heavy 
doses  of  the  pollen  extract  and  expected  to  have 
relative  immunity;  but  coming  through  New  Mex- 
ico, I was  thoroughly  chilled  one  night  in  my  berth 
and  suffered  a severe  cold  which  stayed  with  me 
until  my  arrival  home.  There  was  no  decisive  in- 
terval between  ‘cold’  and  hay-fever.  I had  just  as 
much  hay-fever  as  I would  have  expected  had  I 
taken  no  treatment  while  away.|  Infection,  I am 
led  to  suspect,  predisposes  to  the  development  of 
sensitization  phenomena  and  certainly  sensitization 
tends  to  help  the  development  of  such  infections  as 
‘colds.’  On  this  basis  of  reasoning  it  is  of  the  great- 
est importance  to  clear  up  all  infections. 

Infection,  however,  plays  a more  tangible  and 
perhaps  equally  important  part.  It  depresses  the 
digestive  powers,  I believe  I have  proven,  and  al- 
lows the  protein  which  is  taken  into  the  stomach  as 
food,  to  escape  digestion  and  to  pass  into  the  blood 
as  whole  or  half-digested  protein.  Therefore,  again, 
it  is  important  to  clean  up  infection  wherever  it 
is  in  the  body. 

Pending  the  time  of  ridding  the  body  of  infec- 
tion, much  can  be  done  for  the  asthma  and  other 
sensitization  phenomena  by  helping  digestion.  I 
have  done  this  by  supplying  the  stomach  with 
acids,  or  with  pepsin  or  with  pancreatin.  Formerly 
I used  hydrochloric  acid.  More  recently  I have  used 
phosphoric  acid  and  it  seems  to  act  just  as  well  as, 
and  is  less  sour  than,  the  hydrochloric  acid.  At 
the  present  time  I am  trying  out  the  use  of  or- 
ganic acids  so  as  not  to  add  to  the  blood  acidity. 
The  results  so  far  are  encouraging. 

As  to  the  proteins  to  which  one  becomes  sensi- 
tized, my  view  is  that  the  proteins  most  likely  re- 
sponsible for  asthma  or  of  any  of  the  sensitization 
phenomena,  are  the  ones  which  the  person  contacts 
the  most. 

In  conclusion,  it  is  important  to  clear  up  all  the 
infected  parts  of  the  body  and  it  is  particularly  im- 
portant to  treat  the  nose  and  its  pathology  but  se- 
vere sensitization  should  not  be  ignored.  I do  not 
believe  that  the  sensitization  tests,  as  yet,  can  be 
entirely  cast  into  the  discard.  It  seems  to  me  we 
should  use  every  available  known  method  to  diag- 
nose and  properly  treat  asthma  and  yet  expect  to 
fail  in  a fair  percentage  of  the  long-standing  cases. 

I am  particularly  glad  to  have  so  clearly  demon- 
strated the  method  of  applying  the  Dowling  tam- 
pon. There  is  no  question  in  my  mind  but  what  a 
tremendous  amount  of  infection  is  chronic  in  the 
noses  of  our  potients,  not  only  in  those  with  asth- 
ma but  in  those  with  many  other  chronic  infections. 

I shall  be  certain  in  the  future  to  have  my  asth- 
matic patients  have  the  Dowling  packs  used  ex- 
tensively upon  them. 

I have  been  thoroughly  convinced  that  it  is  easy 
to  have  too  much  radical  surgery  upon  the  nose 
and  accessory  sinuses. 

I am  deeply  grateful  to  Drs.  Hazeltine,  LaForge 
and  Myers  for  their  coming  to  us  and  giving  this 
enthusiastic  and  clear  presentation  of  their  meth- 
ods of  treatment. 
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GOOD  SAMARITAN  HOSPITAL  (Phoenix) 
(Staff  Meeting,  February  25,  1929) 

In  the  absence  of  the  Secretary,  Dr.  She'.ley  serv- 
ed as  secretary  pro  tem. 

DR.  BLOOMHARDT,  Chairman  of  the  Records 
Committee  , reported  upon  tiie  deaths  for  the  past 
month,  as  follows: 

Case  4933,  child,  aged  two,  brought  to  the  hos- 
pital in  a comatose  condition  with  a diagnosis  of 
influenza,  pneumonia  and  spinal  meningitis.  The 
fluid  revealed  Gram  negative,  intracellular  cocci, 
characteristic  of  meningococci. 

Case  4803,  boy,  15  years  of  age,  became  violent- 
ly ill  at  4 a.  m.  on  the  date  of  admission,  with 
high  fever,  projectile  vomiting  and  convulsions.  He 
had  severe  headache,  backache  and  langour.  Spinal 
fluid  showed  1800  cells  per  cu.  mm. — smears  show- 
ed meningococci.  He  died  at  5:20  the  same  evening. 
There  is  an  excellent  record  of  this  case. 

COMMENT:  As  our  entire  meeting  at  St.  Jos- 
eph’s in  January  was  given  over  to  meningitis  and 
it  was  so  thoroughly  and  splendidly  handled  at  that 
time,  even  though  it  is  the  questoin  foremost  in  all 
our  minds  at  present,  I will  pass  it  by  without  fur- 
ther discussion  tonight. 

Case  4849  was  an  ovarian  adeno-carcinoma  with 
anasarca.  This  interesting  case  was  reported  at  a 
recent  staff  meeting.  A 13  year  old  school  girl,  af- 
ter playing  basketball,  became  sick,  vomited,  had 
pain  and  a tumor  mass  in  the  lower  left  abdomen. 
She  had  been  hit  in  the  abdomen  with  a basketball. 
Physical  examination  showed  rigid  lower  abdomen 
with  a mass.  A large  ovarian  cyst  and  hematoma 
were  removed,  a small  part  unavoidably  being  left 
in  the  abdomen.  Laboratory  report  showed  a pap- 
illary adeno-carcinoma.  The  case  report,  if  you  will 
remember,  was  thoroughly  given  by  Dr.  C.  B. 
Palmer  and  discussed  by  Dr.  Goodrich.  About  six 
weeks  after  her  operation,  the  patient’s  abdomen 
began  to  swell.  She  complained  of  weakness  and 
pressure  in  the  abdomen.  After  x-ray  treatment, 
there  was  relief  of  the  pressure  symptoms.  Dec. 
28th,  4500  c.c.  fluid  were  withdrawn  from  the  ab- 
domen. Jan.  5,  1929,  she  was  again  admitted  to 
the  hospital  and  3450  c.c.  of  thick  bloody  fluid  were 
withdrawn  from  the  abdomen.  Readmitted  January 
11,  and  died  January  17,  1929. 

COMMENT:  Keene,  Pancoast  and  Pendergrass 

(J.  A.  M.  A.,  Sept.  24,  1927)  have  reported  their 
experiences  with  roentgen  irradiation  in  the  treat- 
ment of  carcinoma  of  the  ovary.  In  this  group  are 
included  only  those  in  whom  the  primary  growth 
was  incompletely  removed  by  operation,  and  there 
were  late  recurrences  following  apparently  complete 
removal  or  widespread  carcinomatosis  without  re- 
moval of  the  primary  growth.  The  authors  have 
been  impressed  with  the  fact,  that  it  is  impossible 
to  predict  what  the  effect  of  irradiation  will  be  in 
any  given  patient.  In  some  of  the  most  advanced 
cases,  in  which  there  were  large  abdominal  or  pel- 
vic masses,  the  response  has  been  remarkably  good, 
while  others,  much  less  advanced,  have  not  been 
affected  even  by  enormous  dosage.  They  believe 
that  the  effect  of  irradiation  in  the  individual  case 
will  be  determined  by  the  first  series  of  treatments. 
There  may  be  a temporary  respite  from  pain  and 
the  accumulation  of  ascites  may  be  decidedly  re- 
tarded, thus  lengthening  the  intervals  between  para- 
centeses. Because  of  the  results  they  have  obtained, 
they  advise  excision  of  the  primary  growth,  when 
possible,  even  in  the  presence  of  peritoneal  trans- 
plants, in  the  belief  that,  by  this  method,  the  rad- 
ical procedure  with  subsequent  irradiation  offers  a 
fair  prospect  of  temporary  relief  of  symptoms,  par- 
ticularly of  pain  and  ascites. 


It  is  curious  and  at  the  same  time  amusing  to 
read  of  the  cancer  cures  which  have  been  present- 
ed in  response  to  the  lure  of  gold.  Since  the  offer 
of  two  §50,000  prizes  by  William  Lawrence  Saun- 
ders, of  New  York,  for  a cure  for  cancer,  more 
than  1,500  ways  to  eradicate  cancer  have  been  pro- 
posed. More  than  100  writers  were  ready  to  come 
to  New  York  to  demonstrate  their  cures  and  a few 
presented  themselves  without  waiting  to  be  sum- 
moned. Some  of  them  demanded  their  pay  in  ad- 
vance, while  others  considered  that  the  sum  of 
$100,000  was  inadequate.  A telegram  was  sent  to> 
Europe  to  restrain  one  person  from  embarking  to 
New  York  atonce.  Little  real  evidence  was  given 
to  show  the  standing  of  the  writers  or  methods 
proposed;  some  claimed  authority  because  of  their 
advanced  age,  and  others  by  reason  of  inheritance. 
It  was  curious  to  see,  Dr.  Soper  said,  what  confi- 
dence was  placed  in  the  beneficent  gifts  which  na- 
ture offers  to  her  children  in  the  form  of  herbs;  in 
the  healing  power  of  poisons,  acids,  and  alkalis;  in 
the  beneficent  qualities  of  such  uncanny  objects  as 
crabs  and  toads  and  in  the  sting  of  insects  and 
bites  of  serpents.  Dr.  Soper  mentions  many  of  the 
simple  cures  presented.  They  varied  from  egg  yolk 
to  warted  walnuts. 

Perhaps  many  of  you,  even  reading  much  as  to 
the  cause  of  cancer  and  the  progress  made  in  the 
study,  are  as  confused  as  I am  as  to  what  it  all 
is  about  and  where  medicine  is  getting  to  in  its 
study  of  this  dreaded  thing.  Block  has  very  admir- 
ably summed  up  the  result  of  his  study  of  the  lit- 
erature in  the  past  year  and  I will  give  it  to  you 
in  his  exact  words: 

“The  whole  question  has  been  thoroughly  an- 
alyzed by  Roussy,  of  Paris,  who  concludes  that  re- 
cent work  tends  to  strengthen  the  proof  that  can- 
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cer  is  not  due  to  a living  agent  comparable  to 
those  responsible  for  the  infectious  disease;  nor 
does  it  appear  to  be  due  to  a cytotropic  virus. 
These  considerations  should  lead  us  to  believe  that 
cancer  is  not  a communicable  disease,  and  this  be- 
lief should  be  spread  among  physicians  and  the 
public.  It  seems,  on  the  other  hand,  that  cancer 
is  a disease  of  the  cell,  perhaps  even  of  the  cell 
nucleus,  which  results  from  an  intrinsic  physio- 
chemical  disturbance,  perhaps  due  to  a chemical 
factor.  This  ‘cell  disease’  appears  to  be  acquired, 
since  it  may  be  produced  at  will  in  animals.  Can- 
cer cannot,  therefore,  be  regarded  as  an  hereditary 
disease,  but  this  deos  not  imply  that  the  inheritance 
of  acquired  characters  may  not  play  an  important 
part  in  cancer  transmission.  The  work  of  Maude 
Slye  on  mice  shows  very  well  the  importance  of  the 
factor  of  heredity  in  resistance  or  susceptibility  to 
cancer.  One  thus  arrives  at  the  conception  of  can- 
cer as  a cell  disease,  a special  disease  of  which  the 
primum  movens  is  still  unknown  and  whose  biologi- 
cal and  morphological  characteristics  appear  to  be 
distinctly  opposite  to  those  of  inflammatory  phe- 
nomena, for  inflammation  results  from  the  action 
of  so-called  pathogenic  agent  which  may  be  me- 
chanical, chemical  or  parasitic.  The  development  of 
the  inflammation  process  is  liable  to  extreme 
variations,  according  to  the  importance  of  the  mul- 
tiple factors  which  come  into  play,  such  as  the  na- 
ture and  amount  of  the  causative  agent,  its  viru- 
dence,  its  affinity  for  the  tissue,  on  the  one  hand, 
and  the  susceptibility  or  resistance  of  the  soil  on 
the  other.  Whatever  may  be  the  method  of  devel- 
opment, the  inflammatory  action  and  reaction  per- 
sist only  in  the  presence  of  the  pathogenic  agents 
which  gave  them  birth.  It  is  thus,  for  example, 
that  nodular  or  ulcerous  lesions  of  syphilitic,  my- 
cotic, or  dysenteric  nature  come  to  a stop  and  heal 
under  therapeutic  action  which  causes  the  causa- 
tive spirochete,  fungus,  or  bacillus  to  disappear. 
Thus,  the  inflammatory  processes  stop  or  even 
regress  as  soon  as  the  agent  is  removed.  Cancer, 
on  the  contrary,  appears  to  result  from  the  com- 
bined action  of  known  and  unknown  causes,  which 
produce  in  the  cell  disturbances  of  growth  or  of 
function,  resulting  in  a quasi-definitive  fertility. 
This  fertility,  which  is  transmitted  to  daughter 
cells  constitutes  the  essential  characteristic  of  can- 
cer cells;  it  is  found  in  no  other  morbid  process. 
It  matters  little  whether  the  occasional  or  determin- 
ing agent  disappears,  be  it  chemical,  physical,  or 
living;  the  new  characteristics  of  the  cancer  cell 
will  continue  to  follow  the  established  rhythm.  The 
study  of  the  latent  phase  of  coal-tar  cancer  in  ani- 
mals is  a good  illustration  of  this  fact.  Thus,  the 
two  great  morbid  phenomena  which  attack  the  or- 
ganism— inflammation  and  cancer — appear  to  us 
today,  from  the  biological  point  of  view,  distinctly 
different  one  from  the  other.  And  perhaps  it  is 
because  we  have  mistakenly  tried  to  bring  them  to- 
gether that  the  majority  of  investigations  on  the 
-rigin  of  cancer  have,  up  to  the  present  time,  re- 
sulted only  in  failure.” 

Case  4791  had  influenza  and  lobar  pneumonia.  A 
very  good  record  and  an  autopsy,  the  findings  of 
which  were  chronic  diffuse  nephritis  and  lobar 
pneumonia.  Influenza  with  secondary  pneumonia 
v’as  very  thoroughly  discussed  at  the  last  staff 
meeting  of  this  hospital. 

Case  4925:  Cholecystitis,  male,  aged  63;  old  gall- 
bladder history  for  years.  Physical  examination  re- 
veals juandiced  patient.  Rales  were  heard  over  the 
chest — more  marked  in  apices.  Tenderness  was 
over  entire  abdomen — distention  and  great  pain 
upon  palpation;  temperature,  97;  pulse,  120;  respira- 
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tion,  28.  Taken  to  surgery  and  under  novocain  the 
gall-bladder  was  opened,  explored  and  drained.  He 
died  on  the  fourth  day. 

Case  4937  was  hydrophobia.  He  was  seen  by  a 
doctor  only  three  days  before  death.  At  that  time, 
patient  was  unable  to  swallow  water.  Patient  owns 
a dog  ranch  and  was  often  bitten,  but  never  took 
prophylactic  treatment  and  never  watched  the  dogs. 
An  unusual  case — well  written  up. 

Case  4991  was  a self-inflicted  knife-stab  wound 
of  abdomen  and  lacerated  neck.  An  aged  male  of 
81  years,  suffering  from  high  blood  pressure,  arteri- 
osclerosis, angina  pectoris  and  a broken  heart  since 
the  death  of  his  aged  wife  a short  time  since.  About 
two  months  ago  was  found  trying  to  hang  himself. 
This  time  he  slashed  his  throat  and  stabbed  himself 
in  the  abdomen.  Was  in  severe  shock.  An  attempt 
was  made  to  repair  his  wounds,  but  nature  was  al- 
lied with  him  and  he  died  on  the  table.  An  excel- 
lent history. 

Case  4797  had  asthma,  chronic  myocarditis.  Male, 
aged  70.  History  of  asthma  for  past  10  years.  Had 
been  studied  thoroughly  by  the  best  asthma  men  in 
America;  no  causative  factor  could  be  found.  This 
present  attack,  of  two  weeks’  duration,  was  con- 
trolled only  by  morphine.  Died  third  day  after  ad- 
mittance to  hospital.  A good  history  and  brief  but 
fair  physical  examination. 

Case  4743  had  inoperable  carcinoma  of  rectum; 
operated  upon  a year  ago;  inoperable  carcinoma 
was  found  in  pelvis — colostomy  was  done.  He  had 
a slow  and  horrible  living  death  during  the  past 
year. 

Cases  4630  and  4848  both  had  tuberculosis  of 
lungs — far  advanced.  Both  histories,  from  hospital, 
record  and  statistical  standpoint,  were  excellent. 

Case  4848  was  a male,  aged  58.  At  age  of  42  he 
was  ill  for  months  with  lung  condition;  it  cleared 
up.  He  went  to  live  on  the  desert  and  was  under 
care  of  “Christian  science”  practitioner;  condition 
from  that  time  grew  worse.  The  history  states  he 
has  never  had  any  definite  treatment  for  tuberculo- 
sis. 

Case  4630  was  a female  aged  24.  Several  mem- 
bers of  family  were  tuberculous  and  she  was  heav- 
ily exposed  in  youth.  Early  health  good  until  preg- 
nancy, four  years  ago.  Left  lung  involved  in  prac- 
tically all  portions  with  multiple  cavities  and  heavy 
infiltration.  Right  side  had  fairly  extensive  paren- 
chymatous infiltration  at  apex  down  to  first  inter- 
space. Left  pneumothorax  was  induced  and  the 
patient  made  a marked  improvement  for  a time. 
During  late  summer  of  1927,  her  disease  again  be- 
came progressive  with  a rapid  extension  in  the 
right  lung  and  the  formation  of  fluid  on  the  pneu- 
mothorax side.  She  grew  progressively  worse  until 
death. 

Case  5005  was  chronic  pulmonary  tuberculosis. 
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He  was  a male,  gassed  in  France  in  1918;  he  con- 
tracted double  pneumonia  which  later  developed  in- 
to tuberculosis.  He  was  under  the  care  of  the  Vet- 
erans’ Bureau.  Physical  examination  shows  both 
lungs  involved  with  marked  cavitation.  The  day 
prior  to  his  death  he  had  a severe  hemorrhage. 

COMMENT:  In  regard  to  the  relation  of  war 
gas  and  pulmonary  tuberculosis:  The  consensus  of 
opinion  expressed  in  the  literature  is  that  the  in- 
halation of  these  gases  in  no  way  increased  the  in- 
cidence of  tuberculosis.  There  has  been  so  mucn 
exception  taken  to  these  statements  that  Koontz 
made  a large  series  of  experimental  studies.  He 
states  that  his  experiments  demonstrate  clearly 
that  rabbits  gassed  with  mustard  and  Lewisite  gas 
are  not  more  susceptible  to  tuberculosis  than  are 
control  animals.  Furthermore,  the  gassing  of  ani- 
mals that  already  had  well  developed  tuberculosis 
did  not  appreciably  accelerate  the  tunberculous  pro- 
cesses. Landis  definitely  states:  “All  the  evidence 
now  before  us  points  clearly  to  the  fact  that,  when 
tuberculosis  has  developed  in  an  individual  who  has 
been  gassed,  the  gassing  has  nothing  to  do  with 
the  infection,  either  as  an  exciter  or  predisposing 
cause.” 

Case  2630  had  pneumothorax  done.  Especially  to 
Llangmann  of  Scandinavia  and  Matson  and  his  as- 
sociates in  this  country  are  we  indebted  for  evi- 


dence sufficient  to  establish  the  value  of  this  pro- 
cedure. From  their  reports,  it  was  first  possible  to 
compare  the  results  in  a large  series  of  cases  treat- 
ed by  this  method  with  the  results  in  cases  not  so 
treated  but  otherwise  similar,  and  to  apprecaite 
that  there  is  a distinct  advantage  to  be  gained  by 
its  use.  Of  1,004  cases  in  Matson’s  most  recent 
series  treated  by  pneumothorax  from  1922  to  1926, 
32  per  cent  were  clinically  well,  20  per  cent  ar- 
rested, 16  per  cent  unimproved  and  32  per  cent 
died;  in  cases  selected  for  pneumothorax,  where 
pleuritic  adhesions  prevented  the  introduction  of 
gas,  only  seven  per  cent  made  a clinical  recovery 
as  a result  of  sanitarium  care  alone  and  55  per 
cent  are  dead.  Nearly  all  were  severe  forms  of 
tuberculosis  (84  per  cent  stage  three  and  16  per 
cent  stage  two)  and  were  subjected  to  artificial 
pneumothorax  after  failure  of  other  methods.  Other 
statistics  dealing  with  large  series  of  cases  attest 
the  value  of  this  method.  Of  570  cases  of  fibro- 
caseous  tuberculosis  in  Navuau’s  study  of  rest 
cases,  31  per  cent  were  clinically  cured,  17.5  per 
cent  improved,  17.5  per  cent  stationary  and  34  per 
cent  unimproved  or  dead. 

The  remainder  of  the  program  was  as  follows: 
Acute  peritonitis,  following  infection  of  uterine 
tract  with  influenza  and  lobar  pneumonia,  by  Dr. 
R.  J.  Stroud.  Discussion  was  by  Dr.  A.  J.  Mc- 
Intyre and  Dr.  W.  O.  Sweek. 

Pneumococcic  peritonitis  was  discussed  by  Dr. 
Sweek. 

Adjourned. 

A.  A.  SHELLEY, 

Acting  Secretary. 


FIRST  AID  FOR  DOCTORS 

Dear  Doctor: — 

One  careful  look  at  the  advertising  pages  of  your  State  Journal  shows  there 
are  a dozen  or  more  “first  aids”  for  physicians  to  be  had  for  the  asking.  A late 
issue  contained,  among  others,  these  advertisements  with  coupons  for  free  sam- 
ples : — 

Merck  & Co.,  Rahway,  N.  J.,  and  the  Nonspi  Company,  Kansas  City,  Mo. 

Did  you  get  your  supply,  Doctor? 

Just  listen  to  what  these  advertisers  offer:  — 

Merck  and  Company,  Inc.:  “Literature  free  on  request.” 

Taylor  Instrument  Companies:  “Send  for  Blood  Pressure  Manual.” 

Squibb  and  Sons:  “Write  for  full  information.” 

Horlick’s  Malted  Milk  Corporation:  “Samples  prepaid  on  request.” 

Dr.  Katherine  L.  Storm:  “Ask  for  36-page  folder.” 

Maltbie  Chemical  Company:  “Samples  of  tablets  on  request.” 

Mead  Johnson  and  Company:  “Samples  and  literature  on  request.” 

Abbott  Laboratories:  “For  quality  and  service  specify  Abbott.” 

Frank  A.  Betz  Company:  “Betz  Company  catalog  free  upon  request.” 

Knox  Gelatine  Laboratories:  “Reports  and  Diet  Recipes  upon  request.” 

Doctor,  here  is  a wealth  of  material  for  use  in  your  own  office  and  practice. 
The  “literature”  is  among  the  best  to  be  had;  full  of  the  latest  reliable  informa- 
tion. Manufacturers  spend  a mint  of  money  to  give  away  valuable  samples  to 
physicians. 

Our  plea  is  that  you  send  for  them.  They  will  be  valuable  to  you,  and  the 
request  will  be  appreciated  by  your  Journal  and  by  the  manufacturers. 
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The  Value  of 

Colloidal  Silver 

From  the  ancient  days  of  the  Arabian  physicians,  Geba 
and  Avicenna,  has  come  the  use  of  silver  as  a therapeutic 
agent.  Its  modern  exhibition  is  in  the  form  of  NEO- 
SILVOL,  a compound  of  silver  iodide  with  a soluble 
gelatin  base,  which  is  therapeutically  effective  without 
causing  irritation,  and  which  leaves  no  dark  tell-tale 
stains. 

Neo-Silvol  Contains  20%  Silver  Iodide 
in  Colloidal  Form 

Note  these  facts:  Neo-Silvol  is  fatal  to  the  gonococcus, 
streptococci,  staphylococci,  pneumococci,  and  Micro- 
coccus catarrhalis.  Against  streptococci  and  staphylococci 
it  is  as  actively  germicidal  as  pure  phenol — and  applicable 
in  much  more  concentrated  solution.  Against  the  gono- 
coccus it  is  20  times  as  active  as  pure  phenol.  Y et  Neo-Silvol 
does  not  precipitate  tissue  chlorides,  nor  does  it  coag- 
ulate cellular  albumin;  weak  acids  or  alkalis  or  dilute 
alcohol  do  not  precipitate  it. 

Neo-Silvol  should  be  at  hand  for  use  in  treating  infec- 
tious inflammation  of  any  mucous  membrane — in  eye, 
ear,  nose,  throat,  urethra,  or  bladder. 


HOW  SUPPLIED 

In  1-oz.  and  4-oz.  bottles  of  the  granules  — In  6-grain  capsules,  bottles  of 
50,  convenient  for  making  solutions  — As  a 5 % ointment  in  1-drachm  tubes. 
— In  the  form  of  Vaginal  Suppositories,  5 %,  boxes  of  1 2. 


Shall  we  send  you  a sample  of  the  capsules ? 


Parke,  Davis  & Company 

DETROIT,  MICHIGAN 


IF 


modern 

(rent 

i 


feet 


the  modern  influence  in  infant  feeding  has  established  new 
ideals  and  earned  the  hearty  endorsement  of  thousands 
of  physicians  trained  in  the  feeding  of  infants  . . . 
its  simplicity  . inherent  soundness  of  principle 
with  a background  of  intensive  scientifc 
research  . . . all  combine  to  give 
the  phy sician  a product  which 
not  only  produces  results 
in  the  majority  of  cases 
but  gives  these  results 
more  simply  and  more 
guickly  . such  has 
(he  ever  been  the 

laboratory  products  "/"N"/U  j 
company  ^ 

©L.P.C. 
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RABIES 


DIAGNOSIS  IN  ANIMALS 

If  possible  keep  the  animal  under  observa- 
tion for  a few  days  and  watch  the  develop- 
ment of  symptoms.  When  killing  the  ani- 
mal avoid  injuring  the  head.  Remove  the 
head,  pack  it  in  ice  and  ship  to  us  by  most 
direct  route.  Send  a brief  description  of  the 
symptoms  in  the  animal,  when  possible.  No- 
tify us  of  the  time  the  head  should  arrive. 

HUMAN  PROPHYLAXIS 

Lederle’s  Antirabic  Treatment  (Semple  14 
Dose  Method)  Always  on  hand  for  immediate 
shipment. 


Pathological  Laboratory 

Suite  320  Goodrich  Building 
Mail  Address  P.  O.  Box  1587 
Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
Harlan  P.  Mills.,  M.  D. 


Clarence  N.  Boynton,  M.  A 
Wm.  J.  Horspool,  Bus.  Mgr 
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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
of  nutrition,  and  to  promote  tolerance  of  remedies. 

GASTRON — the  acid-aqueous-glycerin  extract  of  the  entire  gastric 
mucous  membrane*  prescribed  simply  by  the  name — G A S T R 0 N. 


•Alcohol-free. 


Samples,  literature,  upon  request. 


Fairchild  Bros.  & Foster 

NEW  YORK 


Hay  Fever 

has  been  prevented  in 
thousands  of  cases  with 

Pollen  Antigen 

Introduced  by  the 

Lederle  Antitoxin  Laboratories 

in  1914 

Since  the  introduction  of  Pollen  an  increasing  number  of  physicians 
Antigen  Lederle,  each  year  has  added  have  familiarized  themselves  with 
evidence  to  the  value  of  this  product  the  Hay  Fever  problem  and  are  re- 
in  the  prevention  or  relief  from  symp-  lieving  patients  of  their  seasonal 
toms  of  Hay  Fever,  and  each  year  attacks. 


Lederle  Antitoxin  Laboratories  where  Pollen  Antigens  were  developed  in  1914 


PROPHYLACTIC 

TREATMENT 


may  be  commenced  as  late  as  two  weeks  be' 
fore  the  date  of  the  expected  attack.  Fifteen 
graduated  doses  of  an  appropriate  Antigen 
are  required.  Patients  usually  suffer  little  in- 
convenience from  the  injections,  and  many 
are  completely  protected  from  Hay  Fever 
attacks. 


Literature  on  request 

LEDERLE  ANTITOXIN  LABORATORIES 

NEW  Y ORK 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

An  institution  providing  adequate  facilities  for  the  scientific  study,  diag- 
nosis, and  treatment  of  cancer  and  other  neoplastic  diseases. 

Recognized  therapeutic  measures  for  the  treatment  of  cancer  are  radium, 
high  voltage  x-ray  and  surgery. 

Results  in  cancer  therapy  are  entirely  dependant  upon  early  diagnosis, 
thorough  study  and  proper  application  of  such  of  the  above  methods  of 
treatment,  either  alone  or  in  combination,  as  each  case  may  indicate. 

We  desire  to  confer  and  cooperate  with  the  medical  profession  in  the  diag- 
nosis and  treatment  of  cancer  and  other  neoplastic  diseases. 

DR.  REX  DUNCAN  DR.  H.  H.  HATTERY 

and  Staff 


Office  Hours:  10  A.  M.  to  4 P.M. 
1052  West  Sixth  St. 


TRinity  3683 
Los  Angeles 
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Specialists  in  i 

the  Southwest 

EL  PASO,  TEXAS 

LESLIE  M.  SMITH,  M.  D. 

J.  A.  RAWLINGS,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

and 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

HARRY  LEIGH,  M.  D. 

1029  First  National  Bank  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  Children  and 

Obstetrics 

101  Roberts-Banner  Bldg.  El  Paso 

W.  R.  JAMIESON,  M.  D. 

W.  E.  VANDEVERE,  M.  D. 

Genito  urinary.  Skin  and  Rectal 
Diseases 

Eye.  Ear.  Nose  and  Throat 

921  First  National  Bank  Bldg.  El  Paso 

Bronchoscopy  and  Esophagoscopy 
S18  Mill 8 Bldg.  El  Paso 

FRANKLIN  D.  GARRETT,  M.  D. 

W L.  BROWN,  M.  D.  C.  P.  BROWN.  M.  D 

BROWN  AND  BROWN 

Suite  UOlt  Roberts- Banner  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 

and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

DR.  L.  A.  NEIL 

G.  WERLEY,  M.  D. 

Practice  HmAted  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

Diseases  of  the  Heart 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 

101-2  Roberts-Banner  Bldg.  El  Paso 

Your  Professional  Card  in  this  space  reaches 

F.  C.  GOODWIN,  M.  D. 

Practice  Limited  to 

Orthopaedic  Surgery 

every  member  of  the  profession  in  the  entire 

southwest.  Write  for  rates. 

823-824  Mills  Bldg.  El  Paso,  Texas 

' 

JAMES  VANCE.  M.  D. 

JOHN  W.  CATHCART,  M.  D. 

Practice  Limited  to 

and 

Surgery 

C.  H.  MASON.  M.  D. 

S1S-U  Mills  Bldg.  El  Paso 

Practice  Limited  to 

X-Ray  and  Radium 

HOURS:  II  TO  1S:30 

Sll  Roberts-Banner  Bldg.  El  Paso 

E.  A.  DUNCAN,  M.  D. 

K.  D.  LYNCH,  M.  D 

Practice  Limited  to 

Genito  urinary  Surgery 

Internal  Medicine 

ill  Mills  Bldg.  El  Paso 

H10  Martin  Bldg.  El  Paso 
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PHOENIX,  ARIZONA 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

221,-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 
Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON,  M.  D. 

Diseases  op  Children 

Heard  Building  Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
107  Goodrich  Bldg.  Phoenix 

H.  T.  BAILEY,  M.  D. 

MAYO  ROBB,  M.  D. 

Practice  Limited  to 
Eye.  Ear.  Nose  and  Throat 
S2S  Ellis  Bldg.  Phoenix 


MIHAJLO  MATANOVICH,  B.S.,M.D. 

Genito-Urinary  Diseases 

402  Heard  Building  Phoenix 


H.  M.  PURCELL,  M.  D. 

Urology 

207  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


TUCSON,  ARIZONA 


CLARENCE  E.  IDE,  M.  D.,  F. A.  C.  S. 
Eye,  Ear.  Nose.  Throat 
Neurology  and  Endocrinology 
Tonsillectomy  by  Electrocoagulation 
(Diathermy) 

Physicians  Building  Tucson 


Waite’s  Laboratory 

Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 

Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 

PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 

Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-aci  e grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. 'hysicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ Q 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 
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Summer  Diarrhea 

The  following  formula  provides  a mea  is  of  supplying  the  principal  fuel  utilized  in  the 
body  for  the  production  of  heat  and  energy  and  furnishes  immediately  available  nutrition  well 
suited  to  protect  the  proteins  of  the  body,  to  prevent  rapid  loss  of  weight,  to  resist  the  activity 
of  putrefactive  bacteria,  and  to  favor  a retention  of  fluids  and  salts  in  the  body  tissues: 

Mellin’s  Food  4 level  tablespoonfuls 

Water  (boiled,  then  cooled)  16  fluidounces 

While  the  condition  of  the  baby  will  guide  die  physician  in  regard  to  the  amount 
and  intervals  of  feeding,  the  usual  custom  is  to  give  one  to  three  ounces  every  hour  or  two 
until  the  stools  lessen  in  number  and  improve  in  character.  The  food  mixture  may  then  be 
gradually  strengthened  by  substituting  one  ounce  of  skimmed  milk  for  one  ounce  of  water 
until  the  amount  of  skimmed  milk  is  equal  to  the  quantity  of  milk  usually  employed  in  normal 
conditions.  Finally  the  fat  of  the  milk  may  be  gradually  replaced,  but  as  milk  fat  is  likely  to 
be  digested  with  much  difficulty  after  an  attack  of  diarrhea  it  is  good  judgment  to  continue 
to  leave  out  the  cream  until  the  baby  has  fully  recovered. 

Further  details  in  relation  to  this  subject  are  set  forth  in  a pamphlet  entitled, 

'The  Feeding  of  Infants  in  Diarrhea  ",  and  in  our  booh,  "Formulas  for  Infant  Feeding'. 

This  literature  will  be  sent  to  physicians  upon  request. 

Mellin’s  Food  Co.,  177  State  St.,  Boston,  Mass. 


Accurate  digitalis  dosage  by  mouth 

DIGITAN  TABLETS 

CONVENIENT  STANDARDIZED 

DEPENDABLE 

Sample  sent  upon  request 

MERCK  & CO.  Inc. 

Rahway,  N.  J. 
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As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


Southwestern  Surgical  Supply  Company 


No.  121  North  First  St. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texaa 


X-ray  Apparatus  and  Supplies 
Phvsio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 


ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 
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WHEN  A DIABETIC  SAYS: 

66 What  can  I eat 


that  tastes  good?” 


Oue  of  the  problems 
in  diabetes  is  to  keep 
the  patient  diet-happy! 
And  Knox  Sparkling  Gel- 
atine can  be  of  real  service. 

As  you  will  note  in  the  recipe 
below,  Knox  Gelatine  com- 
bines perfectly  with  the  foods 
prescribed  for  the  diabetic  diet.  It 
makes  dishes  that  are  appetizing  and 
different  to  the  eye  and  the  taste.  It 
supplies  the  diet  variety  that  satisfies 
the  patient’s  appetite  and  it  supplies  the 
food -bulk  that  the  patient’s  hunger  craves. 

People  suffering  from  diabetes  really  enjoy 
gelatine  dishes  — and  they  can  enjoy  them  if  they 
have  our  diabetic  recipes  prepared  by  one  of  the 
country’s  recognized  dietitians.  Remember,  Knox 
Gelatine  is  free  from  sugar. 

KNOX  is  the 

real  GELATINE 

Contains  No  Sugar 


4.5 

4 

50 

43 

54 

19 


30 
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Ii\TE  R S \ 1^  a\  R ( Six  Servings) 

Grams  Prot.  Fat  Carb.  Cal 

2 teaspoons  Knox  Sparkling  Gelatine 

y cup  cold  water 

)A  cup  hot  water 

y teaspoon  salt 

y cup  vinegar  

\y  cups  grated  cheese 

y cup  chopped  stuffed  olives 70 

y cup  chopped  celery 60 

y cup  chopped  green  pepper 25 

y cup  cream,  whipped  75 

Total 
One  serving 

Soak  gelatine  in  cold  water.  Bring  water  and  salt  to  boil  and  dissolve 
gelatine  in  it.  Add  vinegar  and  set  aside  to  chill.  W hen  nearly  set,  beat 
until  frothy,  fold  in  cheese,  olives,  celery,  pepper  and  whipped  cream. 
Turn  into  molds  and  chill  until  firm.  Unmold  on  lettuce  leaf  and  serve. 


51 

8.5 


103 

17 


1183 

197 


SPINACH 


SALAD  ( Six  Servings) 

Grams  Prot.  Fat  Carb.  Cal. 


l'o  tablespoons  Knox  Sparkling 

Gelatine  

y cup  cold  water 

1 y cups  boiling  water 

2 tablespoons  lemon  juice 

y teaspoon  salt 

1*4  cups  cooked  spinach,  chopped,. 
2 hard  cooked  eggs 


300 

100 


6 

13 


Total 
One  serving 


28 

5 


10.5 

2 


9 242.5 

1.5  40 


Soak  gelatine  in  cob!  water  and  dissolve  in  boiling  water.  Add  lemon 
juice,  salt,  strain  and  chill.  When  nearly  set,  stir  in  chopped  spinach, 
mold  and  chill  until  firm.  Serve  on  lettuce  heart*  or  tender  chicory 
leaves  and  garnish  with  hard  cooked  egg,  cut  lengthwise  in  sixths 
and  sprinkled  with  paprika.  Serve  with  mayonnaise. 


If 
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you  agree  that  recipes  like  the  ones  on  this  page  will  he  helpful  in  your  diabetic  practice,  write  for 
our  complete  Diabetic  Itecipe  Book  — it  contains  dozens  of  valuable  recommendations.  We  shall  be 
glad  to  mail  you  as  many  copies  as  you  desire.  Knox  Gelatine  Laboratories,  405  Knox  Ave.,  Johns- 
town,  N.  Y. 
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Vlll 


Therapeutic 

Teamwork 


favors  results  which 
satisfy  both 
Patient  and  Doctor 


||Jagnesia-Mineral  0*1  (25) 

HAIEY 

formerly  Haley’s  M-O  Magnesia  Oil 
has  been  accepted  for 
N.  N.  R.  of  the  A.  M.  A. 


Uniform,  permanent,  unfla- 
vored and  pleasant  emulsion  of 
Magma  Mag  and  Liquid  Petro- 
latum. 

LUBRICANT  • ANTACID 
LAXATIVE 


FORMULA: 


Oral  or  Gastric 
Hyperacidity, 
Gastric  or  Duo- 
denal Ulcer,  In- 
testinal Stasis, 
Autotoxemia, 
Obstipation, 
Colitis,  Hemor- 
rhoids, Pre-  or 
Post -Operative, 
Pregnancy,  Ma- 
ternity, Infancy, 
Childhood,  Old 
Age. 


Each  Tablespoonful  Contains 
Magma  Mag.(U.  S.  P.)3iii, 
Petrolat.  Liq.  (U.  S.  P.)  3 i. 


An  Effective  Antacid  Mouth  Wash 
Generous  sample  and  literature  on  request 

Watch  for  “The  Eulogy  Of  The  Doctor ” 


The 

HALEY  M-O  COMPANY,  Inc . 

Geneva,  New  York 


'Particular 

cPrescriptionists,, 

Distributors  for 

Parke,  Davis  & Co’s. 

BIOLOGICALS 

and  AMPOULES 

Sufficient  Stock  for 
All  Emergencies 


Fresh  Stock  of 

Rabies  Treatment 

Gumming  Method 

Manufactured  by 

Parke,  Davis  & Co. 

On  Hand  at  All  Times 


Ma  I,  Telephone  and  Telegraph 
Orders  Given  Immediate  A'tent  on 


Wayland’s  Central 
Pharmacy 

Goodrich  Block 
PHOENIX,  ARIZONA 
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Just  Issued! 

Now  Ready 


ANOTHER  BULLETIN 


The  Arlington  Chemical  Company 

YONKERS,  N.Y. 


this  time  devoted  to 
August  to  Frost 


HAY  FEVER 


and  showing  in  natural 
colors  the  chief  causa- 
tive plants. 


Discusses,  in  addition 
to  pollens,  such  second- 
ary  factors  as  food, 
epidermal,  dust  and  in- 
cidental proteins. 


Copy  sent  on  request. 

Previous  issues: 

1.  Early  Spring  or  Tree  Hay  Fever 

2.  May,  June,  July  Hay  Fever 
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ALBERT  SOILAND  CLINIC 


1407  South  Hope  Street 
Hours  9:00  to  4:00 


Los  Angeles,  California 
Telephone  WEstmore  1418 


An  institution  fully  equipped  for  the  study,  diagnosis 
and  treatment  of  neoplastic  diseases 


Albert  Soiland,  M.  D.  Wm.  E.  Costolow,  M.  D. 

Orville  N.  Meland,  M.  D.  Egbert  J.  Bailey,  M.  D. 

A.  H.  Warner,  Ph.  D.,  Physicist 


Founded  1S96  by  Dr.  Hubert  Work 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


New  Building 

New  Equipment 

NEURO-PSYCHIATRIC 

CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 
DRUG  ADDITIONS 


H.  A.  LaMoure,  M.  D. 

Superintendent 


— a Valuable  Adjunct  in  Treat- 
ing Tuberculosis 


-a  Form  of  Creosote  that  Pa- 
tients Will  Tolerate 


— an  Effective  Remedy  in  Bron- 
chitis, Stubborn  Coughs  and 
Respiratory  Ailments 


Calcreose  can  be  given  in  large  doses  for  long  periods  without  apparent  difficulty 

Samples  of  Tablets  to  Physicians  on  Request 

THE  MALTBIE  CHEMICAL  CO.  Newark.  New  Jersey 

Manufacturers  of  Pharmaceutical  Products 
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The  House  of  a Thousand  Windows 

“For  the  Treatment  of  Tuberculosis ” 

New,  fireproof  construction.  Electric  elevator  service.  Single  rooms  or 
en  suite.  Sleeping  porches.  Private  or  connecting  bath.  Showers.  Medi- 
cal Staff  in  constant  attendance.  All  approved,  modern  methods  used  in 
treatment.  Special  provisions  HELIOTHERAPY. 

Write  for  our  New  Booklet 
“A  STORY  OF  SUNSHINE  AN$  HEALTH" 

THE  HOMAN  SANATORIUM 

EL  PASO,  TEXAS 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments'  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 
Write  vs  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 
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The  New  Menninger  Sanitarium 


c A Complete  GTS[europsychiatric  Service 


Psychiatry 

at  the  Menninger  Sanitarium 


Modern  Psychiatric  Treatment  of 
Mental  Disease.  Psychotherapy 
Physiotherapy,  Hydrotherapy 


Nervous  Children 

at  the  Southard  School 


A Home  School  for  Feebleminded  and 
Nervous  Children,  including 
Endocrine  Cases. 


Neurology 

at  Christ’s  Hospital 


Diagnostic  and  Therapeutic 
Procedures  for  Strictly 
Neurological  Cases. 


Diagnosis 

at  the  Menninger  Clinic 


Complete  Study  of  Neurological, 
Endocrine,  angl  Psychiatric  Cases, 
and  Behavior  Problems 


’ * 


Karl  A.  Menninger,  M.  D.  C.  F.  Menninger,  M.  D.  William  C.  Menninger,  M.  D. 

3617  West  Sixth  Avenue, 

Topeka,  Kansas 
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HEART  DISEASE.  THE  NECESSITY  FOR 
ITS  CURE  AND  PREVENTION 

DONALD  J.  FRICK,  M.  D. 

Los  Angeles,  Calif. 

(Address  on  Medicine,  before  the  Arizona  State 
Medical  Association,  at  the  thirty-eighth  annual 
meeting,  held  at  Prescott,  April  18-20,  1929.) 

Our  views  on  methods  of  disease  preven- 
tion, and  the  reasons  for  such  prevention, 
have  materially  changed  in  the  last  twenty- 
five  to  thirty  years.  Formerly,  we  isolated 
those  sick  with  contagious  diseases  and  felt 
we  had  been  successful  if  the  disease  did 
not  spread.  Active  prevention  has  now  tak- 
en the  place  of  passive  prevention.  The 
causes  of  the  scourges  of  the  earth  have 
been  found  and  removed  by  extermination 
of  carriers,  destruction  of  incubating  ma- 
terial, through  sanitation  and  immunization 
of  the  individual. 

In  its  origin,  the  preventioin  of  disease 
was  partly  humanitarian  but.  unfortunately, 
this  ne'ther  appealed  strongly  to  the  tax- 
payer nor  the  man  of  great  means.  Great 
strides  have  been  made  since  it  has  been  put 
upon  an  economic  basis.  Gorgas,  work  on 
the  Panama  Canal  was  an  epic  in  preventive 
medicine,  but  to  the  man  on  the  street  it 
was  remarkable  only  because  it  made  pos- 
sible the  building  of  the  canal.  The  Los 
Angeles  fight  against  the  pneumonic  plague 
was  won  quickly  and  decisively  because  of 
the  economic  loss  threatened  by  its  spread. 
Tuberculosis,  hookworm,  malaria,  and  ty- 
phoid fever,  have  been  controlled  because 
they  were  shown  to  be  costly  to  the  com- 
munity. 

“In  1921  it  was  estimated  that  annual  cost 
of  tuberculosis  to  the  people  of  the  United 
Sates  was  $7.96  per  capita.  This  burden,  if 
distributed  among  those  persons  with  an 
active,  clinically  recognizable  tuberculosis, 
amounted  annually  to  $1,262  per  patient. 
The  total  loss  during  the  life  span  of  the 
population  at  the  1921  rate  of  tuberculosis 
mortality  would  amount  to  $27,125,000.” 


“Confirmaion  of  the  adage,  ‘The  first 
wealth  is  health,’  is  found  in  the  estimate 
of  economists  that  the  human  lives  of  this 
country  have  a value  at  least  five  times  that 
of  all  material  possessions.” 

The  statistics  gathered  on  examination  of 
recruits,  during  the  late  war,  convinced  us 
of  the  continuous  economic  loss  in  our  young 
men,  due  to  preventable  defects.  Since  the 
war,  efforts  have  been  made  to  apply  this 
knowledge  in  the  field  of  preventive  medi- 
cine. 

Dr.  John  Huddleston  of  New  York,  in 
1915,  was  the  first  to  attempt  a definite 
organization  in  the  fight  against  heart  dis- 
ease. The  war  delayed  this  work,  but  in 
1919,  The  Association  for  the  Prevention 
and  Relief  of  Heart  Disease  was  formed  in 
New  York.  Philadelphia,  Boston  and  Indian- 
apolis followed  in  rapid  succession.  The  im- 
petus given  to  the  study  of  cardiac  disease 
by  these  societies  has  given  us  some  inform- 
ation as  to  the  number  of  heart  cases  in  the 
United  States,  the  economic  loss  through 
heart  disease,  and  the  means  of  prevention. 

Eggleston  well  states  the  belief  of  these 
societies,  that  “The  prevention  and  relief 
of  heart  disease  constitutes  one  of  the  ma- 
jor public  health  problems  of  today,  be- 
cause: 

(a)  Heart  disease  is  the  greatest  single 
cause  of  death. 

(b)  Heart  disease  is  very  largely  prevent- 
able. 

(c)  Heart  disease  causes  prolonged  suf- 
fering and  incapacity. 

(d)  Adequate  medcal,  sociai  and  indus- 
trial guidance  is  capable  of  preventing  suf- 
fering and  lessening  incapacity. 

(e)  Economic  burden  to  the  community.” 

(a)  “Heart  disease  is  the  greatest  single 

cause  of  death.” 

“Death  Costs  1928 — The  population  of  the 
United  States  is  estimated  as  of  July  1, 
1928,  to  be  a little  over  120,000,000.  The 
death  rate  from  heart  disease  (87-90)  in  the 
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Registration  Area  in  1925  was  185.46  per 
100,000  of  the  population.  It  is  estimated 
that  the  deaths  from  heart  disease  in  1928, 
if  the  rate  of  1925  is  not  exceeded,  will  be 
221,809.  When  distributed  by  age  groups 
according  to  the  distribution  in  per  cent  of 
heart  deaths  in  1925  and  charging  for  the 
numbers  occurring  at  each  decade,  the  value 
of  a life  at  the  mid-period  of  the  decade, 
we  find  the  loss  in  terms  of  money  value  to 
be  $1,538,897,680,  or  $12.65  per  capita  of 
the  population. 


“It  is  estimated  that  for  one  death  from 
heart  disease,  there  are  from  five  to  nine 
cases  of  damaged  hearts  in  persons  living. 
It  is  estimated  that  in  the  United  States  in 
1922,  there  were  1,047,613  cardiac  cripples.” 
(American  Journal  of  Public  Health,  Aug- 
ust, 1924) 

DEATH  RATES  FOR  HEART  DISEASE 

AND  OTHER  PRINCIPAL  CAUSES  OP  DEATH 

U S.  REGISTRATION  AREA  - 1915  and  1925 


DEATH  RATES  FOR  HEART  DISEASE 

AND  OTHER  PRINCIPAL  CAUSES  OF  DEATH 

U.S.  REGISTRATION  AREA  - I9I6toI925 


RANK 
15  25 


DEATH  RATES  PER  100.000  POPULATION 

1915  1925  | ) 1915  1925 


I I HEART  DISEASE  166  186 


DEATHS 
PER  lOO  OOO 
POPULATION 


The  death  rate  from  heart  disease  in  the 
registration  area  having  increased  27.3  per 
cent  from  1920  to  1925  (thirty-one  per  cent 
among  males,  eighteen  per  cent  among  fe- 
males), it  is  certain  that  the  1928  estimates 
of  death  from  this  cause  is  conservative  and 
well  within  the  truth.”  (Emerson — A.H.J. — 
Feb.  1929.) 

Of  the  2,792  deaths  among  physicians  re- 
ported by  the  Journal  of  the  American  Med- 
ical Association  last  year,  884  (or  thirty-one 
per  cent)  died  of  heart  diseases,  while  but 
seventy-nine  (or  less  than  three  per  cent) 
died  of  tuberculosis.  The  low  tuberculosis 
rate  and  the  high  cardiac  rate  can  be  par- 
tially explained  by  the  fact  that  only  149  of 
these  physicians  were  under  forty  years  of 
age. 

“During  the  past  25  years  in  the  Registra- 
tion Area  of  the  United  States,  deaths  from 
heart  disease  have  increased  forty-four  per 
cent,  while  deaths  from  tuberculosis  have 
fallen  fifty  per  cent. 


4 2 NEPHRITIS  105  96 

3 3 PNEUMONIA  133  94 


7 4 CANCER 


81  93 


2 


6 


8 


5 


9 


5 TUBERCULOSIS  146  87 


CEREBRAL 


85  84 


u hemorrhage 

7 ACCIDENTS  77  78 


CONGENITAL  MALFOR- 

8 MAT  IONS  and  diseases  92  74 

OP  EARLY  INFANCY 


c DIARRHEA  and  oq 

9 ENTERITIS 


“Heart  disease  in  a recognizable  form  in- 
terferes with  the  work,  play  and  comfort  of 
at  least  2,000,000  people  in  this  country  to- 
day. At  least  thirty  per  1000  of  men  and 
women  of  working  age  must  reckon  with 
heart  disease  as  a disability  in  work  or  a 
handicap  in  their  pleasure.  For  every  death 
from  heart  disease  during  a year,  there  are 
seventeen  patients  still  alive  suffering  from 
it.  In  tuberculosis  the  ratio  is  one  to  seven.” 
(Emerson — 1924) 

Heart  disease  causes  more  deaths  than  tu- 
berculosis and  cancer  combined — one-fifth  of 
total  deaths,  at  all  ages,  in  total  registration 
area,  and  nearly  one-third  of  total  deaths  at 
forty  years  or  over,  in  the  total  registra- 
tion area.  It  is  estimated  there  are  from  two 
to  four  million  heart  cases  in  the  United 
States. 

“A  child  of  ten  years  is  three  times  as 
likely  to  die  from  heart  disease  as  from  tu- 
berculosis. At  thirty-five  the  probability  of 
dying  from  heart  disease  is  nearly  four 
times  that  from  tuberculosis  among  men, 
and  six  times  in  women.  It  is  suggested  that 
at  least  as  much  attention  should  be  paid 
to  the  prevention  of  heart  disease  as  that  of 
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tuberculosis.”  (Statistical  Bulletin,  Metro- 
politan Life  Ins.  Co.  1925.) 

To  summarize,  there  are  200,000  deaths 
from  heart  disease  yearly,  and  from  2,000,- 
000  to  3,000,000  of  our  people  are  suffering 
from  this  disease. 

DEATHS  FROM  HEART  DISEASE 

AND  OTHER  PRINCIPAL  CAUSES 

BY  AGE  GROUPS 

U S REGISTRATION  AREA  - 1924 


THOUSANDS 
OF  DEATHS 


The  rapid  rise  in  the  death  rate  from 
heart  disease  may  be  explained  in  a num- 
ber of  ways.  Modern  sanitation  and  modern 
medicine  have  tremendously  diminished  the 
mortality  from  the  infectious  and  contagious 
diseases.  Typhoid  fever  and  the  enteric  dis- 
eases are  well  under  control.  Diphtheria, 
scarlet  fever,  and  smallpox,  with  proper  con- 
trol, should  become  extinct.  Tuberculosis, 
every  year,  shows  fewer  cases  and  rapidly 
diminishing  death  rate.  Ten  years  has  been 
added  to  the  life  expectancy  of  this  genera- 
tion. We  live  longer  and,  therefore,  die  of 
the  degenerative  diseases,  as  is  shown  by 
the  high  death  rate  in  heart  disease  in  per- 
sons over  forty. 

There  are  also  certain  fallacies  in  the  mor- 
tality statistics.  Heart  disease  is  often  giv- 
en as  the  cause  of  death  when  it  is  not  the 
primary  cause.  Heart  deaths  are  rare  after 
surgery,  but  on  account  of  the  failure  of 
the  circulation  due  to  shock,  alkalosis,  acido- 
sis, or  embolism,  the  cause  of  death  is  as- 
serted to  be  heart  failure.  In  cases  of  sud- 
den death,  the  heart  usually  gets  the  credit, 


although  sudden  death  may  come  from  a 
variety  of  causes. 

Crowding  of  people  into  large  cities,  keen 
competition,  stress  and  strain,  are  also  add- 
ed reasons  for  the  degenerative  heart  dis- 
eases. The  death  rate  in  the  rural  population 
is  markedly  less  than  in  the  urban.  Only 
carefully  gathered  statistics,  with  keen 
analysis,  can  give  the  proper  answer  to  this 
menacing  question. 

(b)  “Heart  disease  is  largely  prevent- 
able.” 

The  most  important  means  is  education  of 
the  public  as  to  the  cause  of  heart  disease — 
that  it  usually  follows  general  infections ; 
that  periods  of  rest  are  necessary  after  in- 
fections of  all  kinds;  and  that  bad  teeth, 
bad  tonsils,  and  low  grade  infections  of  all 
kinds  may  affect  the  heart.  A sedentary 
life,  over-eating  and  constant  drinking  are 
a menace  to  the  tha  heart  of  the  man  over 
forth. 

The  National  Tuberculosis  Association  is 
active  in  this  educational  campaign.  Because 
of  its  deep-rooted  hold  on  the  confidence  and 
purse  of  the  public,  this  Association  is  pe- 
culiarly suited  to  the  task  and  has  asked  the 
American  Heart  Association  to  join  forces 
in  their  campaign  against  heart  disease,  in 
conjunction  with  tuberculosis.  We  who  are 
interested  in  heart  work  are  wonderfully  ap- 
preciative. We  have,  however,  a faint  sus- 
picion that  the  desire  for  this  new  work  is 
fostered  by  the  possibility  or  even  probabil- 
ity that  in  a few  years  the  primary  problem 
will  be  solved,  leaving  the  National  Tubercu- 
losis Association  jobless,  because  they  did 
their  work  too  well. 

How  can  we  actively  prevent  heart  dis- 
ease? By  controlling  the  diseases  of  which 
heart  disease  is  a part.  Fifty  to  sixty  per 
cent  of  the  heart  damage  in  early  life  accom- 
panies the  rheumatic  group  (rheumatic  fe- 
ver, chorea,  and  tonsillitis).  Mackie,  in  re- 
viewing 393  cases  of  rheumatic  fever,  states 
that  “between  the  ages  of  five  and  ten  years, 
seventy-eight  per  cent  of  the  cases  present- 
ed evidence  of  cardiac  damage  in  the  first 
attack.  Only  after  the  age  of  twenty-five 
does  the  incidence  fall  below  fifty  per  cent 
in  the  initial  attack.  Chronic  foci  of  infec- 
tion were  found  more  frequently  in  the  rheu- 
matic cases  than  in  the  control  group.  The 
percentage,  however,  was  not  especially 
high,  being  eighty  per  cent  in  the  former 
and  sixty-seven  in  the  latter. 

From  a statistical  standpoint,  tonsillec- 
tomy has  been  disappointing  as  a protection 
from  primary  attacks  or  recurrences.  Ac- 
cording to  the  various  authors  the  tonsil- 
lectomized  groups  are  three  to  ten  per  cent 
less  liable  to  rheumatic  fever,  than  those 
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unoperated.  Protection  from  the  diseases  of 
the  rheumatic  group  and  their  sequelae, 
therefore,  cannot  come  from  our  present 
methods.  Such  new  means  as  protective 
sera,  segregation  of  those  infected,  and  pro- 
longed rest  after  infection,  should  diminish 
cardiac  damage  materially. 

Syphilis  is  responsible  for  from  fifteen  to 
twenty  per  cent  of  all  cases  of  heart  disease 
in  early  life.  Effective  preventive  treat- 
ment is  possible,  if  patients  will  cooperate. 
Warthin  has  shown  the  spirochetes  in  the 
heart  muscle  as  well  as  in  the  aorta,  demon- 
strating that  syphilis  is  responsible  for  myo- 
cardial fibrosis  as  well  as  aortitis.  Ninety 
per  cent  of  tabetics  have  definite,  demon- 
strable heart  damage. 

Scarlet  fever,  diphtheria,  and  a number 
of  the  other  contagious  diseases,  are  well 
controlled  and  in  a few  years  we  can  expect 
a low  percentage  of  cases  resulting  from 
them. 

In  persons  over  forty,  the  problem  is 
more  difficult.  A small  proportion  of  the 
cases  are  due  to  syphilis,  while  another 
small  group  are  due  to  foci  of  infection. 
Most  of  this  group,  however,  result  from 
hypertension,  arteriosclerosis,  and  late  de- 
generative processes.  We  have  little  or  no 
knowledge  of  the  fundamental  causes  of 
these  underlying  conditions.  We  will  under- 
stand them  better  when  we  have  discovered 
the  secret  of  why  we  wear  out. 

Those  cases  of  cardiac  failure,  due  to  over- 
secretion of  the  thyroid  gland,  form  an  in- 
teresting and  important  group.  The  cardiac 
failure  mav  or  may  not  be  associated  with 
auricular  fibrillation.  The  hvnerthvroidism 
may  be  the  result  of  hyperplastic  thyroid  or 
toxic  adenoma.  Kerr  has  stated  that  about 
ten  per  cent  of  his  series  of  chronic  cardiacs 
are  of  this  type.  One  should  suspect  that  he 
is  dealing  with  patients  of  this  group  if  the 
heart  does  not  respond  to  digitalis,  regard- 
less of  whether  there  are  heart  murmurs  or 
a palpable  tumor  in  the  thvroid.  We  should 
eliminate  this  group  by  prevention  of  goitre 
and  early  operation  if  toxic  voitre  is  present. 

To  summarize:  We  should,  by  prevention, 
education,  and  active  treatment,  practically 
eliminate  heart  disease  in  the  young,  and 
possibly  cut  down  the  morbidity  in  the  man 
over  forty  by  fifteen  to  twenty  per  cent. 
The  balance  of  this  big  problem  may  require 
years  for  its  solution,  or  it  may  never  be 
solved  if  we  must  accept  wear  and  tear  as 
the  cause  of  many  criop’ed  hearts. 

(c)  “Heart  disease  couses  prolonged  suf- 
fering and  incapacity.” 

Every  heart  that  is  damaged  by  disease 
loses  some  of  its  capacity  to  do  work.  The 
damage  in  some  cases  is  so  great  that  the 


patients  have  to  remain  in  bed  to  live;  while 
others  have  only  a limited  range  of  action, 
over-stepping  their  reserve  meaning  disas- 
ter. Some  are  so  well  compensated  that  they 
may  do  the  ordinary  things  of  life  without 
inconvenience.  Their  lives,  however,  must 
be  conducted  in  channels  which  do  not  en- 
tail heavy  continuous  work.  Our  function, 
then,  is  to  decide  the  capacity  of  the  heart 
for  work  and  advise  our  cardiac  patient  ac- 
cordingly, so  that  he  may  avoid  a break  in 
cardiac  compensation  which  will  either  en- 
danger his  life  or  permanently  reduce  his 
cardiac  reserve. 

(e)  “Economic  burden  to  the  community.” 

Hasley,  Dublin  and  Emerson  agree  that 
from  one  and  one-half  to  two  per  cent  of  all 
the  children  in  the  New  York  schools  have 
cardiac  defects.  This  means  special  schools 
or  special  attention  for  these  children,  both 
of  which  increase  the  cost  of  the  school  sys- 
tem. It  seems  probable  that  this  percentage 
prevails  throughout  the  United  States,  since 
we  found  in  the  draft  examination  two  to 
five  per  cent  rejection  of  all  applicants  on 
account  of  heart  defects. 

“Assembling  our  variously  estimated  items 
of  the  cost  of  the  medical  and  nursing  care 
of  heart  patients  in  the  United  States  in 
this  year,  we  have  in  round  numbers  for 
those: 

A.  Under  care  in  general 

hospitals  $15, 617, 000  to  $ 30,251,000 

B.  Under  care  by  nursing 

visits  in  homes 289,000 

C.  Attending  clinics  or 

physicians’  offices....  5,200,000 

D.  Under  care  in  conval- 

escence   3,360,000  to  $5,964,000 

E.  Under  care  in  chronic 

stage  65,059,000 


Total  cost  for  a year.. $89, 525, 000  to  $106,763,000 
We  might  properly  say  that  we  have  esti- 
mated the  above  costs  on  the  basis  of  a to- 
tal of  1,148,800  to  1,179,800  heart  patients 
of  the  various  categories  in  a current  given 


year,  or  just  under  one 
ulation  as  follows: 
hospitals  

A.  Under  care  in  general 

B.  Under  care  by  nursing 

visits  in  homes 

C.  Attending  clinics  or 

physicians’  offices  .... 

D.  Under  care  in  conval- 

escence   

E.  Under  care  in  chronic 

stage  


per  cent  of  the  pop- 

160.000  to  315,000 

27,680 

800.000 

232,000  to  263,000 

89,120 


1,148,800  to  1,179,800 
Estimates  have  ranged  from  one  to  two 
per  cent  of  the  population  as  constituting 
the  total  of  heart  patients. 

Using  one  per  cent  of  the  population  as 
being  nearer  our  own  estimate,  built  up 
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from  the  various  groups  probably  receiving 
care,  and  using  the  lower  of  our  total  cost 
figures  ($89,525,000),  we  find  that  the  aver- 
age heart  patient  in  the  United  States  today 
probably  carries  an  annual  charge  of  $74.60, 
or  we  might  properly  say  that  heart  disease 
puts  a burden  of  about  75  cents  on  each  per- 
son of  the  entire  population  each  year. 

The  cost  of  heart  disease  deaths  occur- 
ring in  the  various  decades  of  life  was  found 
to  be  $1,538,897,680  each  year,  or  a loss  of 
$12.82  for  each  member  of  the  population.” 
(Emerson — .A.H.J. — Feb.,  1929.) 

Emerson  states  that  ten  per  cent  of  the 
total  bed  capacity  of  our  general  hospitals  is 
used  year  in  and  year  out  for  this  class  of 
patients,  and  that  twenty-five  per  cent  of 
the  dispensary  visits  are  made  by  heart  pa- 
tients 

Quoting  from  the  Metropolitan  Life  In- 
surance Company: 

“Cardiac  disease  strikes  most  heavily  at 
the  wage  earners.  In  fact,  if  it  were  possible 
to  calculate  the  money  loss  to  the  country 
through  deaths  from  heart  affections  and 
long  periods  of  sickness  which  precede  them, 
the  importance  of  cardiac  disease,  economi- 
cally, would  be  much  more  impressively  dem- 
onstrated than  is  possible  by  the  publica- 
tion of  the  mere  number  of  deaths  and  the 
corresponding  death  rates.” 

The  same  line  of  attack  must  be  followed 
with  this  great  economic  problem  as  has 
been  done  with  tuberculosis — that  is,  that 
heart  disease  is  preventable,  communicable 
and  curable.  Societies  must  be  formed  ev- 
erywhere throughout  the  United  States  to 
combat  it;  money  must  be  spent  for  medical 
investigation,  hospital  care,  social  service 
work  to  place  cardiacs  in  proper  employ- 
ment and  to  educate  the  public. 

CONCLUSIONS 

1.  Heart  disease  claims  over  200,000  lives 
every  year.  Two  million  of  our  people  are 
crippled  by  some  form  of  this  disease. 

2.  Heart  deaths  each  year,  in  terms  of 
money,  cause  a loss  of  a billion  and  a half 
dollars,  or  $12.65  per  capita  of  the  popula- 
tion. 

3.  The  care  of  heart  patients  annually 
costs  between  ninety  and  one  hundred  mil- 
lion dollars. 

4.  Heart  disease  is  largely  preventable,  by 
the  elimination  of  the  infectious  diseases, 
rheumatic  fever,  syphilis,  and  the  education 
of  the  man  over  forty,  as  to  how  he  should 

live. 

5.  The  war  against  heart  disease  is  in 
about  the  same  phase  as  that  of  tuberculosis 
twenty-five  years  ago.  The  weapons  are 


more  highly  scientific  and  the  army  thor- 
oughly and  efficiently  organized,  so  we  may 
expect  results  comparable  at  least  to  that  of 
the  tuberculosis  fight,  namely  a definite 
diminution  in  mortality  and  morbidity. 


THE  IMPORTANCE  OF  RADIATION 
THERAPY  TO  THE  PRACTICE  OF 
MEDICINE 

ALBERT  SOI  LAND,  M.  D. 
and 

EGBERT  J.  BAILEY,  M.  D. 

Los  Angeles,  California 

(Read,  by  invitation,  before  the  Arizona  State 
Medical  Association  at  the  thirty-eighth  annual 
meeting,  held  at  Prescott,  April  18-20,  1929.) 

Medicine  as  a science  has  grown  gradual- 
ly and  diversely,  until  now  it  has  become  a 
group  of  correlated  sciences.  One  of  these  is 
radiology,  the  discussion  of  which  will  oc- 
cupy our  allotted  time  at  this  session.  How 
old  is  radiation  therapy?  Perhaps  as  old  as 
the  first  human  intelligence,  for  man  has  al- 
ways sought  his  place  in  the  sun  since  time 
immemorial,  and  no  doubt  the  aborigines 
made  good  use  of  the  sun’s  benign  influ- 
ence when  pains  or  bruises  demanded  na- 
ture’s most  accessible  remedy. 

To  Finsen,  the  great  Scandinavian  sci- 
entist, can  be  traced  the  birth  of  modern 
constructive  radiation  therapy.  His  untime- 
ly death,  less  than  thirty  years  ago,  cut 
short  a brilliant  career,  but  his  memory  and 
his  work  will  live  on  forever.  It  is  no  exag- 
geraion  to  state  that  Doctor  Finsen’s  devel- 
opment of  ultraviolet  radiation  from  light 
has  been  the  greatest  factor  in  the  success- 
ful battle  against  the  scourge  of  lupus, 
which  was  rampant  upon  the  continent  prior 
to  the  use  of  the  light  which  bears  his  name. 

Soon  after  this  came  Roentgen’s  epochal 
achievement  of  the  x-rays  and  then  the  out- 
standing announcement  of  radium  by  the 
Curies. 

When  we  appreciate  that  the  energy  of 
radiation  has  reached  its  present  state  of 
development  in  the  short  space  of  thirty 
years’  time,  we  must  truly  marvel  at  the 
strides  which  this  science  has  made.  For 
our  purpose  today,  however,  time  will  not 
permit  a discussion  of  the  interesting  his- 
torical phase,  nor  of  the  struggle  of  the 
pioneers  to  overcome  the  prejudice  of  the 
laity  and  the  early  apathy  of  the  profession. 

Of  all  the  world’s  events  no  other  discov- 
ery has  been  subjected  to  so  much  unsavory 
publicity,  exploitation,  and  meddlesome  in- 
terference, often  with  most  dire  results  in 
uneducated  or  unscrupulous  hands.  Despite 
this,  it  is  highly  creditable  that  scientific 
radiation  therapy  stands  out  today  as  a 
triumphal  monument  to  modern  medical  art, 
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every  branch  of  which  has  been  enhanced 
by  the  addition  of  the  energy  of  radiation. 

Radiation  therapy,  while  a part  of  gen- 
eral physical  therapy,  has  been,  because  of 
its  segregation  to  the  field  of  the  light  spec- 
trum, accorded  a special  status  and  thus 
separated  from  the  department  of  pure 
physical  therapy  as  obtained  from  mechani- 
cal means  of  every  kind. 

The  term  “radiology,”  including  all  wave 
forms  of  the  energy  of  light,  has  been  de- 
fined by  the  American  College  of  Radiology 
as  follows:  “Radiology  is  that  branch  of 
medical  science  which  deals  with  the  use 
of  radiant  energy  in  the  diagnosis  or  treat- 
ment of  disease.”  This  discussion,  therefore, 
is  limited  according  to  the  above  definition, 
with  especial  reference  to  the  therapy  of 
x-rays  and  radium. 

It  is,  of  course,  apparent  that,  in  the  short 
time  allotted  to  this  subject,  it  will  be  im- 
possible to  do  other  than  generalize.  Many 
who  read  or  hear  of  radiation  are  prone  to 
associate  it  solely  with  conditions  of  a pure- 
ly malignant  nature.  While  it  is  quite  true 
that  here  the  science  is  best  known,  never- 
theless, there  are  many  other  conditions  as 
yet  not  fully  developed  where  radiation  will 
perhaps  eventually  find  its  greatest  field  of 
usefulness.  We  refer  to  the  extraordinary 
effect  of  radiation  upon  the  function  of  the 
endocrine  glands  and  the  internal  secretions. 
It  seems  that  upon  this  field  the  radiologist 
must  necessarily  Head  with  caution,  yet  all 
who  deal  with  such  disturbances  and  who 
have  observed  the  effect  of  radiation,  know 
that  many  interesting  phenomena  are  en- 
countered which  point  to  the  necessity  for 
an  intensive  study  of  radiation  effects  upon 
diseases  of  perverted  basic  metabolism. 

During  the  past  five  years,  Bucky  and 
others  have  brought  forth  a soft  x-ray 
which  occupies  a very  interesting  part  of 
the  field  of  radiant  energy  between  the  ul- 
tra-violet of  the  solar  spectrum  and  the  long 
wave  x-ray  column.  This  energy  has  been 
described  by  its  author  as  the  Grenz,  or  bor- 
der-line, ray,  which  is  a fitting  description 
but  not  scientifically  accurate  as  a place- 
ment standard.  The  Grenz  rays  may  be  used 
over  a range  of  conditions  for  which  both 
x-rays  and  Finsen  rays  have  been  used,  and 
they  are  proving  of  splendid  service  in  the 
treatment  of  many  intractable  and  chronic 
skin  lesions.  From  our  own  experience  we 
prefer  this  type  of  radiatioin  for  those 
seborrheic  or  keratotic  lesions  which  have 
not  yet  crossed  the  border  into  malignancy. 

In  our  own  Clinic,  we  are  at  present  de- 
veloping a new  form  of  radiation  therapy 
by  the  use  of  radio  frequency  waves,  utiliz- 
ing the  well-known  principle  of  heavy  radio 


broadcast  tubes.  We  have  recently  given  a 
preliminary  report  on  this  to  the  California 
State  Medical  Journal  and  we  hope  to  pre- 
sent to  the  profession  a more  detailed  state- 
ment in  the  near  future.  We  have  reason  to 
believe  that  this  new  wave  energy,  when 
fully  developed,  may  prove  to  be  of  value  in 
our  fight  against  cancer.  With  our  present 
equipment,  however,  we  can  not  produce 
sufficient  energy  to  do  more  than  obtain 
palliative  effects. 

In  the  treatment  of  malignancy,  it  is  nec- 
essary to  consider  all  factors  which  have  an 
etiological  bearing  upon  the  incidence  of 
cancer.  Not  only  must  we  bring  every  cura- 
tive force  into  play,  but  we  must  also  con- 
sider the  duration  of  the  disease,  its  extent, 
the  type  of  malignancy  which  determines  its 
radio  sensitivity,  the  general  condition  of 
the  patient,  and  previous  treatment,  includ- 
ing radiological.  With  these  factors  all  borne 
in  mind  and  correlated  to  the  condition  pres- 
ent, an  intelligent  application  of  the  forces 
of  radiation  will  demonstrate  their  value  be- 
yond the  question  of  a doubt. 

One  of  America’s  outstanding  surgeons, 
Doctor  Burton  J.  Lee,  of  New  York,  in  con- 
junction with  his  distinguished  co-workers 
at  the  Memorial  Hospital,  gave,  in  a recent 
address,  a table  of  disease  conditions  for 
which  radiation  therapy  was  the  first 
choice,  in  his  opinion: 

Skin  cancer,  particularly  basal  cell  epi- 
thelioma. 

Carcinoma  of  the  lip,  tongue,  and  tonsil. 

The  primary  focus  for  all  grades  of 
carcinoma  of  the  lung. 

Lymphosarcoma. 

Hodgkin’s  disease. 

Thymoma. 

All  leukemias. 

Teratoma  of  the  testis. 

Carcinoma  of  the  cervix  uteri. 

Inflammatory  carcinoma  of  the  breast. 

Inoperable  carcinoma  of  the  breast  and 
most  recurrent  carcinomas  of  the 
breast. 

We  feel  that  this  table  represents  very 
broadly  the  trend  of  the  evolution  of  treat- 
ment for  the  conditions  enumerated,  the 
findings  being  based  upon  Doctor  Lee’s 
actual  experiences  over  a great  many  years, 
from  a wealth  of  clinical  material,  which  is 
perhaps  not  exceeded  by  any  other  clinic 
in  the  world.  We  should  like  to  make  one 
change  in  Doctor  Lee’s  table,  and  that  is  to 
include  cancer  of  the  fundus  uteri  under 
radiation  therapy.  This  is  based  upon  the 
recent  published  reports  of  Forssell,  Hey- 
man,  and  Berven  of  Stockholm,  and  Regaud 
of  Paris,  and  may  we  also  be  permitted  to 
quote  from  our  own  experience  that  a not 
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inconsiderable  number  of  patients  radiated 
for  carcinoma  of  the  corpus  uteri  remained 
symptom-free  over  a five  year  period. 

Surgery  stands  out  as  an  agent  which  oc- 
cupies the  first  line  of  offense  in  cancer.  As 
has  been  repeatedly  stated,  the  closest  co- 
operation must  prevail  between  the  surgeon, 
the  pathologist,  and  the  radiologist,  and 
even  these  mighty  forces  combined  fail  mis- 
erably in  an  overwhelming  number  of  in- 
stances. 

The  use  of  surgical  heat,  either  the  actual 
or  the  electric  cautery,  has  proven  such  a 
disappointment  that  its  use  has  practically 
been  discontinued  in  most  cancer  work.  This 
information  has  been  verified  by  personal 
correspondence  and  personal  contact  with 
leading  surgeons  in  practically  every  intel- 
ligent medical  center  all  over  the  world.  The 
radio-knife — sometimes  called  electric  scal- 
pel or  endotherm — seems  destined  to  be- 
come an  arm  of  precision  in  cancer  sur- 
gery. Certainly,  when  the  use  of  this  in- 
strument has  been  generally  mastered,  it 
opens  up  opportunities  for  renewed  courage 
in  cancer  work.  This  type  of  surgery  is 
particularly  adapted  to  all  cases  of  malig- 
nancy where  the  mass  removal  of  cancer 
tissue  is  indicated. 

The  breast  is  a good  example  of  the  use- 
fulness of  this  type  of  surgery,  for  in  the 
breast,  perhaps  more  than  in  any  other 
part  of  the  body,  the  diagnostic  skill  and 
clinical  acumen  of  the  best  medical  minds 
are  frequently  taxed  to  give  the  proper  ad- 
vice. We  speak  with  a certain  conviction  of 
this  phase  of  malignancy  in  connection  with 
our  radiological  work,  as  we  ourselves,  dur- 
ing the  past  quarter  of  a century,  have 
treated,  more  or  less  scientifically,  a total 
of  two  thousand  odd  individuals  with  can- 
cer of  the  breast,  and  we  know  that  we 
have  not  always  been  able  to  give  the  prop- 
er advice  or  to  lay  out  the  exact  technic 
for  the  treatment  of  many  of  these  perplex- 
ing cases.  One  present  day  routine  in  can- 
cer of  the  breast  is,  briefly,  as  follows: 

A complete  course  of  preoperative  radi- 
ation to  every  operable  breast  patient,  and 
two  to  three  weeks  following  the  last  pre- 
paratory treatment  the  breast  is  removed, 
preferably  with  the  electric  scalpel.  Then, 
as  soon  as  the  period  of  operative  shock 
has  passed  and  the  fibro-blasts  are  estab- 
lished in  the  operative  field,  a moderate 
postoperative  course  of  radiation  is  given. 


This  routine  holds  good  also  in  most  cases 
when  it  is  felt  that  an  operation  may  be 
performed  in  the  best  interest  of  the  pa- 
tient, even  with  complications  of  axillary 
or  supraclavicular  nodes.  Unfortunately, 
however,  many  such  cases  are  not  benefited, 
but  a rapid  dissemination  and  active  metas- 
tasis occurs  no  matter  how  carefully  the 
work  is  carried  out.  We  have  never  seen 
surgery  successful  in  the  inflammatory 
type  of  cancer  mammae,  including  cancer 
en  cuirasse,  and  in  such  cases  it  is  better 
judgment  to  give  palliative  treatment  only. 
For  this  purpose  one  can  use  short  wave 
x-rays  and  large  radium  packs,  with  or 
without  the  intravenous  injections  of  col- 
loidal metals,  preferably  bismuth.  When 
there  is  already  mediastinal  involvement, 
amputation  of  the  breast  is  of  no  avail.  It 
is  far  better  in  these  cases  to  employ  pal- 
liative radiation,  knowing  that  the  malig- 
nant process  will  be  held  in  check  for  a 
reasonable  length  of  time  and  that  the  pa- 
tient will  be  a little  more  comfortable  dur- 
ing the  time  of  life  which  remains. 

There  are  a number  of  conditions,  how- 
ever, in  which  radiation  therapy  alone 
may  solve  the  problem.  The  best  field  for 
this,  of  course,  is  in  the  fibromyomata  of 
the  uterus,  where  surgery  is  rarely  re- 
quired. Pathological  bleeding,  intrauterine 
polypi,  hypertropic  endometritis,  and  other 
menstrual  irregularities  may  be  corrected. 

Toxic  goitres  show  very  favorable  re- 
sults. Cases  are  known  where  the  condi- 
tion has  even  contraindicated  the  ligation 
of  the  vessels.  After  radiation  treatments, 
however,  this  has  been  possible  and  some- 
times unnecessary.  The  toxic  sypmtoms 
gradually  disappear  and  a general  improve- 
ment in  health  supervenes. 

Less  serious  conditions,  but  equally 
troublesome,  make  satisfactory  progress. 
Inflammatory  involvements  of  the  respira- 
tory tract,  sinus  irregularities,  certain  skin 
conditions  of  a chronic  nature,  enlargement 
cf  the  thymus  gland  in  infants,  acne  and 
carbuncles,  all  respond. 

One  could  discourse  much  more  fully  on 
all  of  these  ocnditions  and  many  others,  but 
the  few  remarks  made  should,  in  them- 
selves, show  the  importance  radiology  has 
assumed.  However,  until  this  is  generally 
recognized,  and  the  value  of  reliable  treat- 
ment acknowledged,  more  or  less  confusion 
as  to  the  status  of  radiation  must  neces- 
sarily prevail.  The  writers  trust  that  time 
will  rapidly  add  to  our  general  store  of 
knowledge  of  this  subject  in  a manner 
which  will  accrue  to  the  greatest  benefit 
of  the  patients  we  serve. 
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ANNULAR  SHADOWS  AND  INTRAPUL- 
MONARY  CAVITIES 


A Clinical,  Roentgenologic,  and  Autopsy  Re- 
view of  57  Cases. 


G.  H.  FACET,  Passed  Assistant  Surgeon 
United  States  Public  Health  Service,  U.  S.  Marine 
Hospital 

Fort  Stanton,  N.  M. 

In  pulmonary  tuberculosis  the  presence  or 
absence  of  a cavity  is  of  the  greatest  im- 
portance to  the  patient.  Frequently  it  is  the 
first  information  he  asks  of  his  physician 
and  the  correct  answer,  if  a cavity  is  pres- 
ent, often  amounts  to  a sentence  of  death. 
Fifty-three  of  the  fifty-seven  deaths  in  this 
report  had  definite  cavities.  The  grave  prog- 
nosis of  cavitation  is  of  course  due  to  the 
greater  likelihood  of  a bronchogenic  spread 
of  the  disease  in  spite  of  the  most  rigid  rest 
cure.  Pulmonary  hemorrhages  are  also  more 
frequent  and  more  severe  in  cavity  cases. 
The  most  noteworthy  feature  in  the  early 
diagnosis  of  a possible  cavity,  however,  lies 
in  the  opportunity  for  its  proper  surgical 
treatment  by  modern  collapse  therapy,  when 
this  is  feasible.  Therefore,  the  early  diagno- 
sis of  cavitation  becomes  imperative  in  ev- 
ery case.  In  this  paper  the  means  of  this 
diagnosis  are  discussed  from  the  clinical  and 
the  roentgenographic  side  and  both  are  care- 
fully checked  up  by  the  post-mortem  proto- 
col. In  this  manner  many  interesting  les- 
sons are  learned  and  errors  brought  to 
light. 

PHYSICAL  EXAMINATION 

That  physical  signs  alone  are  inadequate 
for  the  diagnosis  of  intrapulmonary  cavities, 
the  x-rays  have  long  ago  shown.  Even  mod- 
ern authorities  on  physical  diagnosis  are  not 
in  perfect  accord  on  all  the  signs  of  cavita- 
tion and  their  relative  importance.  The  mod- 
em text  books  list  the  most  prominent  of 
these  under  the  heads  of  percussion  and  aus- 
cultation. On  percussion,  tympany,  or  dul- 
ness  with  a tympanitic  overtone,  or  dulness 
alone,  is  said  to  occur  over  large  cavities 
Cracked  pot  resonance  and  Wintrich’s  sign 
are  also  mentioned.  These,  however,  occur 
so  rarely  as  to  be  of  academic  value  only. 
Auscultation  brings  forth  more  reliable  data. 
Cavernous,  or  amphoric  breathing  are  sig- 
nificant of  cavitation.  Whispered  pectoril- 
oquy is  a very  valuable  indication  of  the 
same.  Gurgling,  bubbling  or  cavernous  rales 
are  often  present.  Sometimes  the  rales  heard 
have  a metallic  quality.  A post-tussic  suc- 
tion sound  is  sometimes  heard  over  an  elas- 
tic walled  cavity,  although  it  is  rather  rare. 
When  present  it  is  generally  a trustworthy 


sign.  It  is  not  mentioned  in  most  text  books. 
Norris  and  Landis  give  the  relative  fre- 
quency of  these  signs  as  follows : Tympany 

67.4  per  cent,  whispered  pectoriloquy  91.3 
per  cent,  cavernous  or  amphoric  breathing 

65.5  per  cent,  gurgling  or  consonating  rales 

58.6  per  cent.  Theoretically,  whenever  one 
or  more  of  the  above  signs  are  heard  over  a 
localized  area,  a cavity  should  be  present, 
but  in  fact  these  signs  are  often  misleading 
and  may  be  present  over  an  area  when  con- 
solidation of  fibrosis  transmits  the  sounds 
from  a large  bronchus  to  the  chest  wall.  A 
deviation  of  the  trachea  to  one  apex  may 
also  produce  most  of  these  sounds  and  lead 
to  error. 

On  the  other  hand,  some  cavities  may  give 
none  of  the  above  signs.  These  have  been 
called  silent  cavities.  Such  is  frequently  the 
case  in  smaller  cavities,  but  even  large  ones, 
when  centrally  located,  may  be  silent.  As 
explained  by  Bendove1,  should  the  draining 
bronchus  be  occluded,  the  cavity  will  become 
silent.  According  to  this  same  author  fully 
50  per  cent  of  cavities  belong  to  this  type. 
Furthermore  Weigel"  shows  in  his  study  of 
125  ambulatory  patients  that  only  15  per 
cent  of  the  cavities  visible  by  the  x-ray 
could  be  diagnosed  on  physical  examination- 
ROENTGENOLOGIC  EXAMINATION 

When  the  difficulties  of  the  physical  diag- 
nosis are  realized,  the  feasibility  of  examin- 
ing roentgenologically  all  patients  with  pul- 
monary tuberculosis  is  appreciated.  In  fact 
it  is  due  to  this  general  use  of  the  x-ray  in 
these  cases,  since  better  films  and  more  ac- 
curate interpretations  have  become  the  rule, 
that  the  large  number  of  “silent  cavities’’ 
have  been  brought  to  our  knowledge. 

There  are  three  types  of  shadows  on  the 
x-ray  film  which  can  be  interpreted  as  due 
to  intrapulmonary  vomicae: 

1.  An  area  of  increased  rarefaction  in  a 
pathologic  field;  i.  e.,  a punched  out  area. 

2.  Many  small  rarefied  spots  grouped  to- 
gether in  a dense  caseous  area;  i.  e.,  an  area 
having  the  appearance  of  a honey  comb — the 
so-called  moth-eaten  area. 

3.  The  annular  shadow.  This  is  the  most 
frequent  sign  of  cavitation  and  the  one  that 
has  given  rise  to  the  greatest  amount  of  dis- 
cussion. 

THE  ANNULAR  SHADOW 

In  a typical  case,  the  annular  shadow  oc- 
curs as  a zone  of  rarefaction  surrounded  by 
a more  or  less  dense  ring.  Some  of  these 
ring  shadows,  however,  have  little  or  no  cen- 
tral rarefaction  and  show  lung  markings 
throughout.  A cavity  with  much  good  or 
pathologic  lung  before  and  behind  it,  would 
present  such  an  x-ray  picture.  That  all  an- 
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nular  shadows  are  not  cavities  is  agreed  to 
by  most  roentgenologists ; but  that  the  ma- 
jority are  cavities  is  now  generally  believed. 
To  be  diagnosed  as  a cavity  an  annular  shad- 
ow must  be  situated  at  a respectable  dis- 
tance from  the  hilus.  It  must  be  of  a suffi- 
cient size,  at  least  as  big  as  a dime.  Roent- 
genologic annular  shadows  at  times  have  a 
visible  draining  bronchus  which  appears  as 
a double  line  with  a clear  band  between,  ex- 
tending from  the  lower  margin  to  the  hilus. 
A cavity  partly  filled  with  exudate  shows  as 
an  annular  shadow  with  a horizontal  line 
across  its  lower  part.  This  fluid  level  can  be 
made  to  shift  with  change  of  position  under 
the  fluoroscope,  thus  showing  that  there  is 
air  above  it. 

Annular  shadows  may  be  shown  to  be  cav- 
ities in  a variety  of  wavs.  Some  of  these  are 
elaborated  in  an  excellent  paper  by  P.  K. 
Brown3.  In  it  he  discusses  the  way  in  which 
an  induced  pneumothorax  will  change  its  uo 
sition  and  outline,  showing  that  it  is  within 
the  lung  proper.  By  a lateral  roentgenogram 
he  can  frequently  demonstrate  that  it  is 
within  the  lung  field  and  that  it  is  circular 
in  two  right  angled  planes,  thus  showing  it 
is  spherical.  From  his  conclusion  it  seems 
that  he  is  of  the  opinion  that  all  annular 
shadows  are  true  cavities. 

Every  annular  shadow  in  the  roentgeno- 
gram should  be  carefully  examined  before 
a decision  that  it  is  an  intraoulmonary  cav- 
ity is  given.  It  is  conceivable  that  a small 
annular  shadow  near  the  hilus  may  be 
formed  by  the  peculiar  configuration  of  its 
blood  vessels,  bronchi  and  lymph  nodes. 

The  annular  shadow  with  lung  markings 
in  it  has  given  rise  to  the  greatest  discus- 
sion. The  observation  that  they  often 
change  in  size  and  shape  and  even  disap- 
pear in  the  course  of  three  to  six  months,  is 
what  led  Sampson,  Heise  and  Brown4  to  be- 
lieve that  they  were  due  to  lung  rupture  pro- 
ducing localized  pneumothoraces.  Their  ex- 
planation of  this  patho’ogv,  which  occurred 
in  twelve  per  cent  of  their  cases,  is  intei7- 
esting  and  elaborate  but  it  has  not  been  con- 
finned  at  autopsy.  Amberson,5  6 7 in  several 
papers  seems  successfully  to  refute  this  the- 
ory, only  to  advance  one  of  his  ovm.  Accord- 
ing to  this  author,  annular  shadows  are  fre- 
quently due  to  a peculiar  localized  acute  or 
subacute  pleurisy,  which  takes  this  ring 
form.  Pathologists  have  thus  far  failed  to 
report  tMs  condition.  That  some  annular 
shadows  are  pleural  in  origin,  whether  small 
pneumothoraces  or  localized  pleui’al  adhe- 
sions, seems  logical.  That  these  occur  so 
rarely  as  to  be  unimportant  seems  true  from 
the  post-mortem  reports  in  the  literature. 


Besides  the  four  cases  reported  by  Casellas3, 
with  x-ray  annular  shadows,  in  which  the 
post-mortem  failed  to  show7  cavities  to  ac- 
count for  them,  there  seem  to  be  no  others 
on  record.  Whereas  Dunham  and  Hayes9  re- 
port that  in  their  forty-six  cases  of  x- 
ray  annular  shadow’s,  cavities  w7ere  always 
demonstrable  in  the  corresponding  lobe  at 
the  autopsy.  In  a careful  study  of  annular 
shadows  in  x-ray  films  of  375  deaths  com- 
ing to  autopsy,  E.  H.  Bruns  and  J.  DuB. 
Barmveir  show7  that  cavities  were  found  in 
every  instance  to  account  for  the  shadows. 

There  is  no  doubt  but  that  the  final  word 
in  the  interpretation  of  these  shadows  must 
be  said  by  the  pathologist.  There  can  hardly 
be  too  many  cases  reported  where  ante- 
mortem records  have  been  carefully  checked 
up  by  post-mortem  findings.  It  wras  for 
this  reason  that  this  study  wras  under- 
taken. Fifty-seven  autopsies  performed  at 
this  institution  have  been  carefully  reviewed 
for  cavitation  and  these  data  were  compared 
w*ith  the  findings  of  rte  last  phvsical  exam- 
ination. The  cavities  found  in  the  autopsies 
w7ere  described  according  to  their  situation 
in  the  different  lobes  of  each  lung.  In  the 
physical  examination  the  cavities  are  located 
according  to  the  dorsal  spmes  posteriorly 
and  the  ribs  anteriorly.  In  the  roentgeno- 
logic description  they  are  given  in  relation 
to  the  anterior  ribs.  An  attempt  is  also 
made  to  classify  these  cavities  in  the  differ- 
ent lobes  under  the  physical  and  x-ray  ex- 
aminations, in  order  to  compare  them  with 
the  autopsy  reports.  The  x-ray  films,  as  a 
rule,  wrere  flat  plates,  stereograms  being 
used  only  for  special  studv  when  indicated. 
The  level  of  the  third  thoracic  spine  on  the 
left  and  the  fourth  on  the  right  is  the  divid- 
ing line  between  the  upper  lobe  and  the 
apex  of  the  lower.  It  must  be  noted  that  the 
second  rib  anterior  corresponds  to  the  level 
of  the  fifth  thoracic  body  or  fourth  thoracic 
spine.  This  is  the  basis  for  the  classifica- 
tion of  the  x-ray  cavitations  into  the  differ- 
ent lobes.  Howreyer  it  requires  only  a glance 
at  the  summaiy  of  findings  in  each  case  to 
see  how7  closely  the  roentgenological  inter- 
pretation agrees  with  the  post-mortem  find- 
ings. 

Barlow7  and  Thompson14  state  that  small 
pneumothoraces  are  of  verv  frequent  occur- 
rence in  pulmonary  tuberculosis  but  that  in- 
dividual stereoscopic  plates,  taken  by  a spe- 
cial technic,  are  rrauired  to  demonstrate 
them.  The  annular  shadows  referred  to  in 
this  paper  w7ere  pla'nly  visible  in  the  flat 
films.  They  were  interpreted  as  intrapul- 
monary  cavities,  wrhich  they  proved  to  be,  at 
autopsy.  The  one  exception  w7as  case  54. 
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SYNOPSIS  OF  CASES 


Cases 

Physical 

Examination 

Cavities 

Time 

X-ray 

Examination 

Cavities 

Time 

Autopsy 

Cavities 

Right  lung 

Left  lung 

Right  lung 

Left  lung 

1 

Right  lung 

Left  lung 

1 1 

u | 

U 

1 

U | 

U 

1 1 

U 

U 

2 

u 

— 

1 

u 

u 

7 1 

U 

U 

3 

U (ux) 

u 

2 

U (ux) 

u 

2 

U (ux) 

U 

4 

— 

— 

2 

u 

u 

16  ] 

U (lx) 

u 

5 I 

— 

2 

— 

u 

19 

— 

U (ux) 

6 1 

u 

1 

— 

u 

2 

- 

U 

7 

u 

— 

2 

U-L 

— 

23 

U-L 

8 

— 

— 

O 

o 

(ux) 

U (lx) 

3 

(ux)  ! 

U-L 

9 

— 

— 

3 

— 

— 

13 

— 

— 

10 

— 

u 

2 

U 

U-L 

3 

u 

U-L 

11 

— 

u 

3 

— 

U 

2 

— 

U 

12 

u 

— 

2 

u 

U 

3 

U (ux) 

U 

13 

— 

L 

4 

u 

U-L 

4 

u 

U-L 

14 

— 

2 

u 

— 

9 

u 

U 

15  | 

— 

L 

1 

(ux) 

U-L 

7 

— 

U-L 

16 

u 

U 

1 

u 

U 

4 

U | 

U 

17 

u 

— 

2 

u 

— 

4 

u 



18 

— 

U 

6 

— 

u 

21 

u 

U-L 

19 

— 

u 

2 

— 

u 

12 

L 

U 

20 

U-L 

u 

i 

U-L 

U-L 

4 

U-L 

U-L 

21 

U 

u 

i 

u 

10 

U 

U 

22 

U 

— 

i 

8 



- 

23 

U 

u 

i 

U-L 

u 

2 

U-L 

U 

24 

U 

- 

i 

U-L 



2 

U-L 

- 

25 

- 

U-L 

4 

(ux) 

U-L 

4 

(ux) 

U-L 

26 

— 

1 

- 

U 

2 

(ux) 

U 

27 

u 

u 

1 

u 

7 

- 

U 

28 

u 

u 

5 

U 

U 

7 

U 

U 

29 

u 

— 

1 

u 

— 

1 

u 

(ux) 

30 

u 

u 

1 

U-L 

u 

1 

U-L 

u 

31 

u 

u 

3 

u 

— 

4 

U 

32 

u 

1 

u 

u 

14 

u 

U 

33 

u 

u 

1 

u 

U (lx) 

7 

u 

I u (lx) 

34 

— 

1 

u 

— 

1 

u 

— 

35 

u 

3 

(ux) 

u 

11 

(ux) 

u 

36 

u 

3 

u 

u 

12 

U 

u 

37 

— 

u 

4 

U (ux) 

U-L 

6 

U (ux) 

U-L 

38 

— 

u 

1 

U-M 

U 

1 

U-M 

U (ux) 

39 

— 

u 

1 

U 

U (ux) 

9 

U (lx) 

| U (ux) 

40 

u 



3 

u 

U 

11 

u 

u 

41 

— 



2 

! — 

2 

— 

42 

u 



3 

U 

6 

u 

(ux) 

43 

u 

u 

1 

u 

u 

10 

u 

U 

44 

U 

u 

1 

u 

u 

4 

u 

U 

45 

u 

1 

u 

1 - 

1 

u 



46 

1 

— 

1 

u 

1 u (lx) 

1 

u 

I u (lx) 

47 

u 

u 

2 

u 

u 

12 

u 

u 

48 

— 



4 

U-L 

— 

10 

U-L 

(ux) 

49 

— 

u 

3 

U 

u 

13 

U 

u 

50 

u 



1 

U 

u 

1 

u 

u 

51 

— 

u 

5 

U 

u 

10 

U 

u 

52 

— 



2 



— 

12 

53 

u 



1 

u 

— 

6 

u 

— 

54 

u 

u 

1 

u 

L 

6 

u 

— 

55 

— 

u 

2 

u 

| U (lx) 

12 

u 

U-L 

56 

U-M 

u 

2 

U-M 

| - 

2 

U-M 

- 

57 

- 



1 

u 

U 

5 

u 

U 

| U M L 

U L 

U M L 

U L 

U M L 

U L 

Total 

27  1 1 

32  3 

41  2 6 

40  7 

(M 

co 

1 

42  9 

Wrong,  2 

4 — 

9% 

— 

1 - 1 

1% 

— 

— — 

Right 

| 25  1 1 

28  3 

57% 

41  2 6 

! 40  6 

93% 

— 

1 — — 

LEGEND:  U equals  upper  lobe;  M equals  middle  lobe;  and  L equals  lower  lobe,  (ux)  and  (lx) 

equal  small  cavities  in  upper  and  lower  lobes  not  counted  in  the  totals. 

Figures  in  time  column  indicate  months  prior  to  date  in  which  examination  was 
made. 
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From  the  synopsis  of  the  fifty-seven  cases 
in  the  table,  it  is  to  be  noted  that,  in  almost 
every  instance,  the  last  physical  examination 
followed  the  last  x-ray  film.  The  advantage 
is,  therefore,  clearly  with  the  formet.  This 
was  necessarily  the  case  as  the  physical  ex- 
aminations were  made  at  much  shorter  in- 
tervals than  the  roentgenograms ; once  every 
month  and  every  six  months  respectively  be- 
ing the  rule  at  this  hospital.  The  average 
time  between  the  former  and  death  was  one 
and  three-fourths  months  and  this  interval 
in  the  latter  was  six  and  one-half  months. 

To  summarize  the  findings  briefly : There 
were  thirty-three  cases  with  large  bilateral 
cavitations,  twenty  cases  with  extensive  uni- 
lateral cavitations,  and  four  without  any 
cavities.  Of  the  thirty-three  with  large  bi- 
lateral cavitations,  twenty-nine  were  cor- 
rectly diagnosed.  The  balance  were  classified 
as  unilateral  large  cavity  cases.  The  physi- 
cal examination,  however,  showed  up  only 
sixteen  bilateral  cavity  cases  and  four  out  of 
this  number  were  unilateral  cases.  Among 
the  twenty-nine  classified  as  unilateral 
cases,  one  failed  to  show  any  cavity  at 
autopsy  and  eighteen  were  bilateral;  while 
of  the  twelve  cases  which  did  not  show  any 
cavities  clinically,  nine  had  definite  cavities. 

In  the  recording  column  only  large  cavi- 
ties were  counted,  except  where  several 
small  ones,  grouped  together,  totaled  the 
volume  of  a large  one.  Several  large  cavities 
in  close  proximity  in  one  lobe  were  also  re- 
corded as  a single  cavitation,  although  they 
frequently  showed  up  separately  in  the  x- 
ray.  Two  or  more  separate  cavities  in  sep- 
arate lobes  were,  however,  counted  as  two 
distinct  cavities.  Small  cavities  less  than 
one  inch  in  diameter  when  recorded  are  in- 
dicated by  an  (x)  mark  and  are  not  counted. 
This  was  done  in  order  to  be  as  fair  as  pos- 
sible to  the  physical  findings.  The  x-ray 
shows  these  up  frequently,  whereas  they  sel- 
dom are  picked  up  by  the  physical  examina- 
tion . In  this  way  103  large  cavities  were  re- 
ported at  the  autopsy.  Of  these,  ninety-six 
showed  in  the  x-ray  and  fifty-nine  were 
found  by  the  physical  examination.  In  the 
majority  of  cases,  where  there  was  a rela- 
tive agreement,  it  was  noted  that  the  x-ray 
showed  a greater  number,  as  well  as  more 
extensive  cavity  formation,  than  did  the 
physical  diagnosis,  and  in  like  manner  the 
post-mortem  showed  greater  involvement 
than  the  x-ray.  These  103  large  cavities 
were  situated  as  follows: 

Eighty-five  in  the  upper  lobes,  two  in  the 
middle  lobes,  and  sixteen  in  the  lower  lobes. 
They  were  correctly  located  by  roentgeno- 
grams in  eighty-one  instances  of  those  in 
the  upper  lobes,  in  both  of  those  in  the  mid- 


dle lobes,  and  in  twelve  of  those  in  the  low- 
er lobes.  Clinically,  fifty-three  of  the  upper 
lobe  cavities  were  correctly  diagnosed,  sixty- 
two  per  cent;  one  in  the  middle  lobe,  fifty 
per  cent ; and  four  in  the  lower  lobe,  twenty- 
five  per  cent. 

From  this  study  it  is  evident  that  forty- 
one  per  cent  of  the  cavities  of  these  terminal 
cases  were  of  the  silent  type.  Auscultatory 
signs  found  over  the  others  were  whispered 
pectoriloquy  in  ninety-five  per  cent,  tubular, 
cavernous,  or  amphoric  breathing  in  fifty- 
two  pe'r  cent,  bubbling  and  cavernous  rales 
in  thirty-nine  per  cent,  and  post-tussic  suc- 
tion in  five  and  one-half  per  cent.  That  the 
physical  signs  are  not  always  reliable  is 
seen  from  the  six  cases  that  showed  posi- 
tive signs  of  cavitation  where  none  could  be 
found  after  death:  cases  23,  27,  31,  45,  54, 
56. 

Of  these  six  cases,  the  physical  signs  in 
five  were  due  to  marked  fibrosis  or  atelec- 
tasis or  closely  set  conglomerate  tubercles  at 
the  apices  and  one  to  a deviation  of  the  tra- 
chea to  the  corresponding  apex.  In  one  of 
these  cases,  45,  the  physical  signs  of  cavita- 
tion pointed  to  one  side  and  the  cavity  was 
shown  to  be  in  the  other  lung,  both  in  the 
roentgenogram  and  the  autopsy. 

There  was  only  one  case  in  which  the 
physical  diagnosis  of  cavity  in  one  lung  was 
checked  up  after  death,  in  which  no  evidence 
was  demonstrated  in  the  film.  In  this  case, 
21,  however,  the  x-ray  was  taken  ten  months 
prior  to  the  last  clinical  examination,  which 
was  within  the  last  month  of  life. 

The  roentgenograms  showed  ninety-five 
distinct  cavities.  Of  these,  eighty-four  ap- 
peared as  annular  shadows  some  of  which 
were  without  central  rarefaction,  nine  as 
moth-eaten  areas,  and  two  as  punched  out 
radiolucent  areas  without  any  distinct  sur- 
rounding capsules.  Every  annular  shadow 
was  found  by  the  pathologist  to  be  a definite 
intrapulmonary  cavity  of  approximately  the 
same  size  and  location,  with  but  one  excep- 
tion. This  was  a pear-shaped  annular  shad- 
ow at  the  base  with  thin  walls,  case  54, 
which  proved  to  be  a large  emphysematous 
bleb  the  size  of  a hen’s  egg.  It  is  true  that  in 
case  15  there  was  a small  thick-walled  annu- 
lar shadow  less  than  an  inch  in  diameter 
which  was  not  accounted  for  after  death, 
but  as  no  search  was  made,  post-mortem,  for 
small  cavities,  there  is  no  doubt  that  it  was 
overlooked. 

Eight  large  cavities  found  after  death 
were  not  visible  in  the  ante-mortem  films  of 
the  chest.  As  the  roentgenograms  in  these 
particular  patients  were  made  from  nine  to 
twenty-three  months  before  death,  with  an 
average  of  fifteen  months,  it  is  not  surpris- 
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ing  that  they  were  not  present.  It  is  almost 
certain  that  they  had  not  yet  developed.  In- 
deed, there  is  little  doubt,  had  all  cases  been 
subjected  to  x-ray  examination  during  the 
last  few  days  of  life,  that  not  a single  cav- 
ity would  have  failed  to  cast  its  image  on 
the  film.  Under  these  circumstances,  the 
most  remarkable  feature  of  the  whole  study 
seems  to  be  the  accuracy  of  the  x-ray  diag- 
nosis in  the  great  majority  of  cases. 

As  annular  shadows  could  be  accounted 
for  only  as  definite  cavities  (except  for  one 
emphysematous  bleb)  there  were  no  pleural 
rings  or  localized  pneumothoraces  as  causa- 
tive factors  in  these  cases.  Thehe  was  one 
case,  21,  in  which  a small  localized  pneumo- 
thorax was  diagnosed  by  the  x-ray  and  cor- 
roborated as  such  at  the  autopsy;  in  this  in- 
stance, the  radiolucent  shadow  present  could 
easily  be  differentiated  from  an  annular 
shadow  as  it  was  not  rounded  but  flattened 
out  at  the  periphery  to  conform  to  the  con- 
tour of  the  chest  wall. 

CONCLUSIONS 

1.  In  a study  of  fifty-seven  autopsies, 
103  cavities  were  found ; ninety-three  per 
cent  of  these  showed  in  the  x-ray  films  and 
fifty-nine  per  cent  were  found  by  the  physi- 
cal examinations. 

2.  There  was  an  error  of  nine  per  cent  on 
the  positive  side  in  the  physical  diagnosis,  as 
six  cases  diagnosed  as  cavities  proved  to  be 
fibrosis  and  lung  atelectasis  in  five,  and  a 
deviation  of  the  trachea  to  one  apex  in  the 
other. 

3.  In  only  one  case  did  an  annular  shadow 
prove  not  to  be  a cavity.  This  was  a typical 
pear-shaped  shadow  at  the  base,  found  at 
autopsy  to  be  a large  emphysematous  bleb, 
making  the  error  on  the  positive  side  for  the 
x-ray  interpretation  practically  nil. 

6.  Roentgenograms  are  reliable  in  the 
diagnosis  of  cavitation,  whereas  physical 
signs  are  notoriously  uncertain.  Annular 
shadows,  in  an  overwhelming  majority  of 
cases,  are  due  to  intrapulmonary  cavities. 
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HISTORY  TAKING  AND  EVALUATION 
IN  THE  VARIOUS  CHEST  CONDITIONS. 

HOWELL  RANDOLPH,  M.  D. 

Phoenix,  Ariz. 

(Read  before  the  Arizona  State  Medical  Associa- 
tion, at  the  thirty-eighth  annual  meeting  in  Pres- 
cott, April  18-20,  1929.) 

The  family  physician  is  the  one  who  re- 
ceives by  far  the  majority  of  first  com- 
plaints of  the  individual  suffering  with  some 
chest  pathology.  The  patient  expects  the 
physician  to  interpret  his  symptoms  cor- 
rectly, to  tell  him  the  cause  of  his  com- 
plaints, and  to  relieve  his  mind  if  they  are 
of  no  importance.  Frequently,  he  believes 
that  there  is  not  much  wrong,  and  merely 
desires  reassurance.  The  medical  man  who 
is  informed  as  to  the  relative  significance  of 
the  various  suggestive  disturbances  present- 
ed, and  who  is  thoroughly  conversant  with 
the  possibilities  of  the  symptomatology,  is 
equipped  with  what  will  often  make  the  dif- 
ference between  erroneous  diagnosis,  and 
therefore  prognosis,  and  the  correct  con- 
clusions. To  the  patient,  it  may  be  a life 
and  death  matter,  although  little  reckoned 
so  at  the  time  first  presented. 

The  failure  of  the  doctor  to  recognize  in- 
trathoracic  pathology  is  more  often  due  to 
lack  of  thoroughness  in  recording  and  weigh- 
ing the  known  and  knowable  facts  about  the 
individual,  than  to  want  of  information  or 
skill.  The  successful  practitioner  finds  him- 
self too  frequently  succumbing  to  the  devas- 
tating effects  of  a sense  of  hurry,  created 
by  the  knowledge  that  other  tasks  press  to 
his  attention,  and  which  prevent  the  concen- 
tration needed  for  close  study. 

So  often  has  the  difficulty  of  detecting 
early  lung  pathology  been  pointed  out,  and 
repeatedly  the  need  for  ability  to  distinguish 
the  numerous  types  of  signs  observable  in 
chest  cases.  Of  fully  as  great  importance,  is 
the  taking  of  a careful,  complete  history, 
recording  in  black  and  white  all  the  possible 
points  of  interest,  a reinforcement  to  the 
inefficiency  of  the  human  memory,  that 
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the  difficult  case  may  be  given  the  benefit 
of  restudy  from  time  to  time.  The  vast  ma- 
jority of  us  fail  miserably  when  it  comes  to 
complete  records,  records  that  will  be  of 
some  value  when  the  case  comes  to  atten- 
tion after  the  patient’s  face  has  almost  been 
forgotten.  We  go  to  the  file  to  look  up  a 
case,  and  find  there  merley  a jotting  as  to 
our  impression  at  the  time,  possibly  only  a 
few  weeks  before — an  impression  which, 
with  complete  data,  might  be  altered  on  the 
second  visit.  We  do  not  go  through  the 
complete  history  again,  because  we  cannot 
admit  to  the  patient  our  lack  of  care  and  at- 
tention at  the  time  of  the  first  examination, 
at  the  expense  of  his  confidence  in  us. 

Not  only  from  the  individual’s  standpoint, 
but  from  our  own,  does  it  behoove  us  to 
make  careful  records.  There  is  so  much  in 
the  medical  literature  of  today  of  conflicting 
nature,  the  fault  being  usually  biased  judg- 
ment, that  we  must  come  to  rely  upon  our 
own  first-hand  information  and,  obviously, 
that  cannot  be  built  upon  impressions,  but 
upon  facts. 

If  one  should  be  compelled  to  choose  be- 
tween a well  taken  history  or  a physical  ex- 
amination, for  a diagnosis,  the  history  should 
be  chosen,  as  it  will  give  a correct  diagno- 
sis more  often  than  the  physical  examina- 
tion alone. 

The  form  of  the  history  which  is  prob- 
ably the  most  convenient  should  begin  with 
a listing  of  the  complaints,  in  order  to  give 
a rapid  survey  of  the  case  before  going  into 
details. 

The  family  history  should  delve  into  the 
possible  familial  tendencies  towards  various 
conditions,  such  as  asthma,  tuberculosis  or 
cancer.  One  should  be  especially  careful  to 
note  co-residence  with  tuberculosis,  and  con- 
ditions of  living  from  childhood  to  adult  life. 
The  weight  and  build  tendencies  of  the  fam- 
ily should  be  included,  in  order  to  evaluate 
patient’s  weight  in  the  light  of  the  height 
tables. 

The  past  history  in  cases  of  suspected  tu- 
berculosis might  very  well  be  worked  into 
the  history  of  present  illness,  for  often  the 
history  of  pulmonary  tuberculosis  extends 
throughout  the  development  of  the  indi- 
vidual. The  tendency  to  infections  of  the 
upper  respiratory  tract  is  of  special  signifi- 
cance, as  well  as  the  occurence  of  that  trio 
of  acute  infectious  diseases  seen  in  child- 
hood— measles,  whooping  cough  and  influ- 
enza, which  have  been  so  long  associated 
with  initial  infection  with  tuberculosis. 

In  children,  a history  of  upper  respiratory 
tract  infection  within  the  past  year  or  so  is 
of  some  significance.  However,  a great  deal 
of  importance  cannot  be  attached  to  it.  Gib- 


son and  Carroll,  in  reporting  a series  of 
eighty-seven  cases  of  pulmonary  tuberculo- 
sis in  children,  state : “It  was  not  possible  to 
establish  in  any  great  number  a record  of 
pulmonary  tuberculosis  developing  as  a di- 
rect sequence  of  any  antecedent  disease.” 

In  lung  pathology  following  an  operation 
for  removal  of  tonsils,  or  extractions  of 
teeth,  or  after  any  general  anesthetic,  ab- 
scess must  be  kept  in  mind.  The  incidence 
of  tuberculosis  following  ether  anesthesia  is 
probably  slightly  greater  than  normal.  If 
the  patient  has  had  an  operation,  determina- 
tion of  its  exact  nature  may  give  the  differ- 
ence between  a diagnosis  of  pulmonary  tu- 
berculosis and  malignant  metastasis. 

The  account  of  the  sequence  of  the  symp- 
toms of  the  present  illness  should  be  re- 
counted first  in  chronological  order,  then 
a recapitulation  in  part  of  the  regional 
symptomatology  by  systems,  is  helpful.  His- 
tory forms  are  hardly  as  satisfactory  as  the 
blank  sheet,  but  time-saving  cannot  be  whol- 
ly disregarded.  If  forms  are  used,  ample 
space  should  be  provided  for  details. 

In  the  diagnosis  of  phthisis,  symptoms 
which  are  of  special  clinical  significance  are: 
history  of  pleurisy  with  effusion,  hemo- 
ptysis (streaks  or  larger  clots),  fever,  rapid 
pulse,  loss  of  weight,  and  lack  of  endurance ; 
digestive  disturbances,  are  also  suggestive 
evidence  but  of  somewhat  less  specific  im- 
portance. 

Expectoration  of  blood  streaks  may  be 
from  the  nose  or  gums,  due  to  bronchiecta- 
sis, neoplasma,  mycotic  infections,  foreign 
body,  hypertension,  and  some  thirty-five 
other  possible  causes.  Blood  of  a pink  frothy 
appearance  is  more  characteristic  of  trauma, 
chronic  passive  congestion,  infraction,  hem- 
orrhagic diathesis.  Large  hemorrhages  are 
almost  always  due  to  pulmonary  tuberculo- 
sis, ruptured  aneurysm,  or  mitral  stenosis 
with  chronic  passive  congestion.  About  fifty 
or  sixty  per  cent  of  the  cases  of  bronchial 
carcinoma  show  hemoptysis  at  some  stage, 
but  it  is  rarely  present  early  in  the  disease. 
Hedblom  reports  a history  of  hemoptysis  in 
over  half  of  a large  series  of  bronchiectasis 
cases,  and  fatal  hemorrhage  took  place  in 
two  of  these  cases.  Austrian  states  that, 
until  proven  otherwise,  the  coughing  up  of 
blood  suggests  phthisis,  even  when  no  other 
symptoms  or  physical  signs  are  present  and 
the  x-ray  findings  negative.  However,  it  has 
been  our  experience  that  a very  fair  per- 
centage, probably  five  per  cent  of  the  cases 
coming  into  the  office  for  first  examina- 
tion, have  come  to  Arizona  for  pulmonary 
tuberculosis  but  are  actually  found  to  have 
bronchiectasis,  without  definite  evidence  of 
tuberculous  involvement,  and  of  these  cases, 
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many  would  escape  diagnosis  if  x-ray  with 
contrast  medium  were  not  employed. 

Pleurisy  with  effusion  is  so  commonly  a 
precursor  of  the  development  of  pulmonary 
tuberculosis,  that  a history  of  its  occurrence 
calls  for  especially  careful  examination  of 
the  lungs.  In  children,  the  tendency  to  de- 
velop subsequent  phthisis  is  not  so  definite- 
ly marked  as  in  adults.  Graham  followed 
thirty-nine  cases  from  three  to  six  years.  In 
seven  cases,  signs  of  pulmonary  tuberculosis 
appeared.  In  two  cases,  the  children  died  of 
it,  an  actual  mortality  in  the  series  of  five 
per  cent,  with  an  incidence  of  nineteen  per 
cent  pulmonary  tuberculosis  following  pleur- 
isy with  effusion.  However,  the  frequency 
with  which  effusion  is  seen  in  known  cases 
of  pulmonary  tuberculosis,  as  well  as  the 
incidence  of  tuberculous  lung  pathology  fol- 
lowing effusion  is  adult,  makes  very  strong 
evidence.  All  cases  with  effusion  of  unde- 
termined etiology  should  be  treated  as  in- 
cipient tuberculosis. 

When  the  temperature  undergoes  a di- 
urnal variation  of  from  four  to  six  tenths  of 
a degree — rising  in  the  latter  half  of  the 
day,  perhaps  caused  in  some  part  by  mental 
or  physical  activity — and  particularly  if  it 
is  associated  with  loss  of  weight  and  weak- 
ness, it  is  quite  suggestive  of  phthisis.  In 
the  case  of  an  obscure  disorder,  the  temper- 
ature record  should  be  kept  for  some  time. 
A wide  difference  between  high  and  low 
may  be  significant,  even  though  the  high 
is  only  slightly  above  normal,  if  no  obvious 
explanation  for  the  thermoregulatory  im- 
balance can  be  found.  Fever,  loss  of  weight 
and  night  sweats  are  not  infrequent  in 
bronchiectasis  cases  but  they  are  more  in- 
termittent and  irregular,  and  probably  ac- 
company attacks  of  bronchopneumonia. 

A persistently  rapid  pulse,  or  a marked 
variation  in  the  rate  on  slight  exertion,  evi- 
dences of  vasomotor  instability,  flushing, 
chills,  tingling  in  the  extremities,  are  all 
presumptive  data  which  are  of  importance 
when  correlated  with  similar  non-specific 
symptoms. 

The  record  of  frequent  colds  and  upper 
respiratory  tract  infections  is  far  from  un- 
usual in  cases  of  pulmonary  tuberculosis  but 
much  more  universally  present  in  bronchi- 
ectasis. Tonsil  infections  are  far  more  fre- 
quent in  tuberculosis,  and  sinus  involvement 
practically  the  rule  in  bronchiectasis.  When- 
ever an  apparent  acute  infection  leaves  be- 
hind it  a cough  that  persists  more  than  a 
month,  disease  of  the  lungs  must  be  consid- 
ered. More  attention  sould  be  paid  these  ap- 
parently coincidental  lesions  of  the  nose, 
sinuses  and  throat  in  the  treatment  of  pul- 
monary disease. 


A history  of  alternation  of  the  individ- 
ual’s endurance,  an  increasing  ease  of  fatig- 
ability, or  a transitory  sense  of  fatigue  that 
occurs  more  or  less  regularly  without  appar- 
ent cause,  if  prseent  with  localizing  symp- 
toms, is  so  common  in  phthisis,  that  it  is 
often  difficult  to  convince  one  that  the  dis- 
ease is  tuberculosis  if  this  symptom  is  not  a 
part  of  the  history.  It  constitutes  one  of  the 
important  differential  criteria  between 
phthisis  and  bronchiectasis.  However,  other 
conditions,  such  as  hyperthyroidism,  sub- 
acute bacterial  endocarditis,  effort  syndrome 
or  general  wasting  disease,  must  be  kept  in 
mind. 

A story  of  indefinite,  elusive  but  persis- 
tently troublesome  gastro-intestinal  disturb- 
ances occurring  without  apparent  founda- 
tion or  cause,  is  frequent  in  early  pul- 
monary tuberculosis  and,  in  the  absence  of 
definite  gastro-intestinal  pathology,  is  very 
suggestive.  These  symptoms  may  be  the 
chief  and  only  complaint  and  yet  the  disease 
be  well  established.  Therefore,  a thorough 
chest  examination  is  indicated  in  all  such 
cases. 

The  presence  of  definite  anemia  is  unusual 
in  early  pulmonary  tuberculosis,  and  sur- 
prisingly infrequent  in  more  advanced  cases. 
In  its  absence,  a failure  of  the  individual 
to  gain  weight  in  spite  of  a regimen  of  hy- 
peralimentation and  rest,  is  to  be  taken  as 
a symptom  of  phthisis.  A record  of  inhala- 
tion of  poisonous  gases  cannot  be  taken  to 
be  of  great  significance  as  far  as  tuberculo- 
sis is  concerned,  but  may  conceivably  have 
some  etiological  relationship  to  bronchiecta- 
sis. 

Amenorrhea  not  definitely  accounted  for, 
is  a symptom  of  pulmonary  tuberculosis, 
and  warrants  a careful  study  including 
x-ray.  A premenstrual  rise  of  temperature 
of  one  or  more  degrees  is  frequently  seen. 

It  is  frequently  very  difficult  to  deter- 
mine where  a sudden  flareup  of  tempera- 
ture is  coming  from.  A pulse  which  drops 
as  the  temperature  rises  should  make  one 
think  of  intestinal  tuberculosis.  In  cases 
where  we  have  a history  of  high  tempera- 
ture without  respiratory  embarrassment 
and  with  relatively  slow  pulse,  again  the 
bacillemia  or  the  toxemia  may  well  have 
come  from  infection  in  the  abdomen. 

The  incidence  of  bronchial  carcinoma  is 
greater  than  it  was  a few  years  ago,  if  the 
reports  from  the  Cook  County  Hospital  are 
to  be  credited.  One  in  every  two  hundred 
autopsis  was  on  cases  of  bronchial  carcino- 
ma, during  the  years  1917  to  1924.  During 
the  year  1924,  11.25  per  cent  of  all  carcino- 
ma cases  were  tumors  of  the  bronchi.  This 
incidence  makes  it  necessary  to  establish,  as 
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nearly  as  possible,  the  differential  symp- 
toms of  carcinoma  of  the  lung.  Weakness, 
cough,  expectoration,  pain  in  the  chest  and 
dyspnea  are  the  most  important  symptoms. 
The  cough  is  at  first  dry  and  hacking  but 
later  productive.  The  sputum  has  no  char- 
acteristic traits.  Dyspnea  is  an  early  symp- 
tom. Pain  in  the  chest  was  an  early  symp- 
tom in  over  ninety  per  cent  of  a large  series 
reported  by  Fishberg,  the  pain  sometimes 
simulating  pleurisy  but  more  often  a heavy 
sensation  accompanying  dyspnea.  Pleural 
effusion  is  a common  accompaniment,  pres- 
ent in  over  half  of  Fishberg’s  cases.  Fre- 
quently it  is  impossible  to  differentiate  from 
abscess,  using  all  methods. 

Careful  recording  of  the  available  data 
with  regard  to  the  symptoms  of  lung  path- 
ology presented  by  the  patient,  with  sys- 
tematic study  and  grouping  of  those  symp- 
toms, constitutes  the  duty  of  the  physician. 
It  gives  the  patient  the  benefit  of  more  ac- 
curate diagnosis,  and  more  intelligent  prog- 
nosis. 


ECZEMA  AND  ECZEMATOID  RINGWORM 
T.  T.  CLOHESSY,  M.  D. 

Phoenix,  Arizona 

(Read  before  the  Arizona  State  Medical  Associa- 
tion, meeting  at  Prescott,  Arizona,  April  IS  to  20, 
1929.) 

I wished  to  select  as  the  subject  matter 
for  a short  paper,  some  skin  diso'rder  of 
common  occurrence  and  of  practical  interest 
to  the  general  practitioner. 

Eczematoid  ringworm,  especially  of  the 
hands  and  feet,  is  very  prevalent  in  Arizona. 
To  assist  in  its  understanding,  I thought  it 
advisable  to  add  some  discussion  of  eczema, 
even  to  reviewing  its  elementals,  for  very 
much  of  the  pathology  of  eczema  applies 
also  to  eczematoid  ringworm. 

I see  a relatively  large  number  of  cases 
of  eczematoid  ringworm,  and  no  doubt  every 
practitioner  in  this  state  meets  it  more  or 
less  frequently  among  his  patients.  This  af- 
fection generally  has  a decided  eczematous 
aspect,  and,  in  fact,  until  comparatively  re- 
cent years,  such  cases  of  eczematous  aspect 
were  frankly  classed  with  ordinary  eczema. 
These  eczema-like  eruptions,  which  latterly 
have  been  demonstrated  due  to  the  implan- 
tation of  various  species  of  microscopic 
fungi,  unlike  ringworm  as  we  long  ago  al- 
ways pictured  it,  have  very  rarely  a disposi- 
tion to  produce  the  ring-form  by  clearing  up 
centrally,  in  this  way  also  conforming  to  the 
picture  of  eczema.  However,  it  had  long  been 
noted  that  many  of  these  patches  of  so- 
called  eczema,  such  as  eczema  marginatum, 
had  sharply  defined,  sometimes  elevated  bor- 
ders, unlike  most  areas  of  eczema  which 


gradually  shade  off  and  merge  into  the  sur- 
rounding normal  skin. 

About  1870  it  was  first  recognized  that 
one  of  these  eruptions  with  elevated  peri- 
phery, called  eczema  marginatum  by  Hebra, 
and  found  in  the  genito-crural  region,  was 
caused  by  a microscopic  fungus  similar  in 
appearance  to  the  ringworm  fungus.  At  that 
time  microscopic  and  cultural  mycology  was 
not  so  far  advanced  and  differentiation  of 
species  of  fungi  not  so  well  carried  out  as 
it  has  been  in  later  years  by  such  men  as 
Sabauraud  and  Castellani  . 

It  was  not  until  about  1910  that  the  true 
etiological  agent,  the  epidermophvton,  was 
recognized  as  the  cause  of  many  of  these 
eczematoid  eruptions  and  attention  generally 
drawn  to  these  important  observations  by 
Whitfield  of  England  and  Sabauraud  of 
France,  and  even  now  the  true  nature  of  this 
affection  is  too  often  unsuspected. 

What  is  the  appearance  of  this  lesion  we 
call  eczema,  and  what  is  the  cause  of  it?  The 
causes  may  be  many  and  diverse,  though 
producing  clinically  identical  appearances. 
Succinctly,  eczema  is  a non-destructive,  non- 
nlcerative  inflammatory  response  of  the  of- 
fended skin  to  some  more  or  less  persistent 
irritant,  which  reaches  the  tissues  of  the 
skin  from  within  or  from  without  through 
the  surface.  There  is  also  the  possibility  of 
these  irritants  being  formed  or  transformed 
in  situ.  Most  frequently  this  is  a persistent 
continuing  irritant,  eczema  oftenest  being 
chronic  in  its  course,  although  at  the  same 
time  it  may  be  acute  or  subacute  in  type, 
that  is,  in  its  immediate  inflammatory  re- 
sponse to  the  immediate  skin  irritation.  Now, 
this  definition  is  brief,  inclusive,  but  states 
nothing  specifically  or  clearly  to  differen- 
tiate eczema  from  other  conditions  caused 
by  skin  irritants.  However,  I will  endeavor 
to  elaborate  and  clarify  at  length. 

Eczema  may  be  an  acute,  a subacute  or  a 
chronic  inflammatory  disease  of  the  skin. 
Most  frequently  we  observe  it  as  a chronic, 
itching  disease  of  some  duration.  It  may  be 
of  any  distribution,  being  found  anywhere 
from  the  scalp  to  the  soles  of  the  feet.  It 
may  consist  of  but  a small  patch  or  a large 
patch,  or  there  may  be  few  or  many  small 
patches  or  larger  areas.  It  may  occasionally 
be  practically  universal.  It  may  present  it- 
self to  the  eye  as  a reddened  area,  the  so- 
called  erythematous  eczema,  or  it  may  ap- 
pear as  areas  of  small  or  large  papules,  gen- 
erally closely  crowded,  named  papular  ec- 
zema, or  these  papular  elevations  may  be 
more  or  les  converted  into  vesicles,  or  vesi- 
cles may  arise  de  novo,  and  we  then  see  vesi- 
cular eczema. 

These  papules  or  vesicles  may  be  infect- 
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ed  secondarily  by  pyogenic  organisms — they 
become  purulent  and  we  have  pustular  ec- 
zema. The  erythematous  papular  and  ves- 
icular forms  I believe  to  be  various  grades 
of  inflammatory  response  to  irritants,  the 
form  the  eczema  takes  being  the  resultant 
of  time  reactivity  and  the  nature  and  quan- 
tity of  irritant.  In  pustular  eczema  the 
same,  with  later  added  pyogenic  microbes. 

These  are  the  four  main  primary  types  of 
eczema,  the  erythematous,  the  papular,  the 
vesicular  and  the  pustular.  The  individual 
lesions  may  be  mixed  forms.  The  points  of 
the  papules  may  have  changed  into  vesicles, 
the  contents  of  the  vesicles  may  become 
more  or  less  purulent,  so  we  may  have  papu- 
lo-vesicular,  vesiculo-pustular,  etc.  Very  sel- 
dom is  there  a pure  type,  except  in  the  case 
of  erythematous  eczema,  and  that  in  the 
earliest  stages  only.  For  instance,  we  often 
see  a chronically  inflamed,  reddened,  more 
or  less  scaly  face  in  a man  of  middle  age  or 
beyond,  the  scaliness,  when  it  reaches  a cer- 
tain stage,  really  warranting  the  term  ery- 
themato-squamous  eczema.  If  the  disease 
lasts  long  enough,  and  it  generally  does,  the 
evolution  of  this  inflammatory  process  which 
we  term  eczema  brings  about  what  we  call 
secondary  or  consecutive  eczema.  This  means 
that  the  process  has  gone  on  to  hypertrophy, 
and  desquamation  of  sufficient  of  the  epi- 
dermis, so  that  we  have  squamous  eczema,  or 
the  superficial  ephithelium  is  so  deeply  re- 
moved as  to  leave  the  reddened,  raw-looking 
rete  Malpighii  exposed,  with  a dry  or  moist 
surface,  more  or  less  covered  with  crusts, 
and  we  have  eczema  rubrum,  dry  or  weep- 
ing. These  crusts  result  from  the  accumu- 
lated and  dried  up  mixture  of  secretion  and 
shed  epithelium. 

The  foregoing  is  an  elaboration  of  the 
first  brief  definition  and  I will  review  it 
briefly.  We  have  an  inflammation  of  the 
skin,  showing  itself — depending  on  the  na- 
ture of  the  irritant,  and  the  reactivity  of 
the  individual  skin,  or  the  stage  of  the  pro- 
cess— as  an  erythematous  condition,  a pap- 
ular, a vesicular,  a pustular,  or  a mixture  of 
these  conditions.  Also  the  disease  may  con- 
tinue and  evolve  later  into  the  secondary 
conditions  or  late  appearances  of  eczema 
squamosum  or  eczema  rubrum. 

I will  try  now  to  briefly  correlate  these 
visible  and  palpable  external  manifestations 
with  the  histologic  processes  going  on  with- 
in the  skin,  both  within  the  derm  and  epi- 
derm.  The  irritant,  the  exact  nature  of 
which  we  may  not  know,  may  be  a diffusible 
poison  circulating  in  the  blood,  possibly  some 
perverted  metabolic  product,  perhaps  a toxin 
from  some  localized  bacteria,  possibly  a pro- 
tein to  which  the  organism  is  sensitized  and 


shows  its  resentment  by  a localized  allergic 
reaction.  Also,  perhaps  because  of  some  as 
yet  unexplained  local  condition  of  the  skin, 
the  irritant  attacks  certain  areas,  and  certain 
areas  only,  of  the  individual  skin.  I might 
also  add  that  undoubtedly  in  many  cases  the 
irritant  may  be  microbic,  or  microorganisms 
are  an  added  factor,  reaching  the  skin  from 
within  by  means  of  the  blood  vessels  or  from 
without  through  the  epidermis. 

We  do  know  that  bactericidal  applications 
are  very  effecitve  in  many  cases  of  eczema, 
even  though  we  are  unable  to  find  and  tag 
the  guilty  micro-organism.  Perhaps  each 
comes  into  play  in  individual  cases,  and 
eventually,  in  a century  or  two,  with  more 
refined  methods  of  investigation,  coupled 
with  more  advanced  knowledge  of  the  bio- 
chemistry, of  the  metabolism  of  the  human 
body,  of  bacteriology,  these  obscure  etiologi- 
cal agencies  will  be  ferreted  out,  and  we  will 
be  enabled  to  add  the  causal  name  to  the 
word  eczema  and  so  have  many  specific 
forms  of  this  very  inclusive  disease-  called 
eczema.  The  dermatologists  are  shamefully 
held  back  by  the  dilatoriness  of  the  men  of 
the  basic  sciences.  For  some  time  we  have 
had  gouty  eczema,  rheumatic  eczema,  scrofu- 
lous eczema,  etc.,  but  it  is  questionable  what 
part  these  conditions  play  in  its  production. 
At  any  rate,  the  irritant  causes  a relaxa- 
tion and  dilatation  of  the  skin  blood  vessels, 
there  is  more  or  less  exudation  of  serum, 
some  leucocytes  migrate  locally,  and  there 
is  some  proliferation  of  connective  tissue 
cells. 

This  process  not  having  gone  too  far  will 
produce  an  erythematous  eczema.  If  this 
exudation  continues,  the  epithelium,  which 
is  normally  1/250  inch  thick,  except  on  palms 
and  soles  where  it  may  reach  1/6  inch  thick, 
— this  epithelium,  although  it  contains  no 
blood  vessels,  absorbs  an  over-supply  of  nu- 
triment. This  nutriment,  or  lymph,  is  prob- 
ably mixed  with  diffused  irritant,  and  we 
have  a pathological  hypertrophy  of  the  epi- 
thelium, which  is  perceptibly  shed  in  flakes 
or  squames,  and  so  the  erythematous  eczema 
evolves  into  the  secondary  or  consecutive 
erythemato-squamous  eczema.  In  fact,  every 
erythematous  eczema  of  any  duration  shows 
some  scaling,  from  mere  branny  flakes  to 
perceptible  scales. 

Coming  to  papular  eczema,  the  irritant 
may  be  so  severe  and  so  disseminated  as  to 
cause  perceptible  accumulations  of  cells, 
both  exudative  and  proliferative,  which  we 
recognize  as  circumscribed  collections  of 
cells,  or  papules.  Or  the  virus  may  be  so 
acutely  active  as  to  cause  separation  and  ele- 
vation of  the  epithelial  elements  by  the  rapid 
accumulation  of  exuded  serum,  and  we  have 
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numerous  vesicles.  Thus  is  presented  vesicu- 
lar eczema.  The  entrance  of  pyogenic  organ- 
isms into  these  vesicles  causes  the  attraction 
of  numerous  leucocytes,  thus  translating 
these  vesicles  into  pustules,  and  we  have 
pustular  eczema. 

The  diseased  superficial  epithelium  may 
scale  off  deep  enough  to  leave  the  lower 
germinative  epithelial  cells  bare  and  we  have 
eczema  rubrum.  So,  whatever  qualifying 
name  we  may  add  •to  it,  eczema  is  still  this 
special  inflammatory  disease  of  the  skin. 
The  condition  in  which  we  see  it,  and  the 
qualifying  name  we  add  to  it,  generally  de- 
pend on  the  virulence  of  the  causative  agent 
or  the  stage  of  evolution  at  which  we  see  it, 
or  both  cause  and  stage. 

How  are  we  to  recognize  eczema  when  we 
see  it?  We  know  there  are  many  causes, 
many  agents,  both  from  within  and  without, 
which  may  cause  this  inflammation  of  the 
skin  we  call  eczema.  We  know  that  it  is 
usually  a chronic  condition  and  that  it  shows 
itself  as  an  erythematous,  a papular,  a ves- 
icular, or  a pustular  eruption,  or  shows  a 
combination  of  these  various  lesions.  The 
skin  is  limited  as  to  the  visible  lesions  it 
may  present  as  a protest  or  protection 
against  an  irritant  or  poison,  and  eczema 
presents  most  of  those  visible  manifestations 
of  revolt.  We  may  bar  the  secondary  ulcers 
and  scars,  which  we  never  find  as  the  result 
of  an  uncomplicated  eczema. 

How  are  we  to  differentiate  eczema  from 
other  skin  diseases  very  similar  in  appear- 
ance but  caused  by  recognized  specific 
agents?  For  a long  time  seborrhoeic  eczema, 
or  seborrhoeic  dermatitis,  sometimes  indis- 
tinguishable clinically  and  microscopically 
from  true  eczema,  was  classed  as  unqualified 
eczema.  Finally  it  was  discovered  that  se- 
borrhoeic eczema  was  due  to  microorganisms 
of  external  origin,  and  so  eczema  was  nar- 
rowed down  by  separation  of  this  condition, 
and  seborrhoeic  dermatitis  was  catalogued 
as  a distinct  disease. 

Again,  the  fungus  epidermophyton  was 
recognized  as  causing  some  cases  of  former- 
ly called  eczema.  Eczema  was  narrowed 
down  again  and  eezematoid  ringworm  was 
separated  and  took  its  place  in  the  catalogue 
of  specific  skin  diseases,  as  had  eezematoid 
dermatitis,  which  seborrhoeic  dermatitis 
might  equally  as  well  be  called.  Even  ecze- 
matoid  ringworm  is  undergoing  further  an- 
alysis on  the  basis  of  etiology.  This  sifting 
process  must  go  on  a long  time  before  ec- 
zema, as  we  know  it,  can  be  eliminated.  Lat- 
er on,  we  may,  by  increased  knowledge  and 
improved  methods,  recognize  some  other 
causative  agents,  or  agent,  catalogue  the 
newly  discovered  etiological  agent.  This  may 


give  you  some  idea  of  what  eczema  is,  or  is 
not,  whichever  way  you  may  wish  to  look 
at  it. 

But  the  question  is,  how  are  we  to  know 
eczema  when  we  see  it?  Stelwagon  allots 
ten  generous  pages  to  twenty-two  diseases 
which  may  resemble  eczema  and  enumerates 
and  points  out  the  differential  details.  To 
appreciate  these  distinctions  one  must  nec- 
essarily have  some  fairly  accurate  knowledge 
of  those  various  conditions.  So  I must  con- 
fess there  is  no  way  of  being  reasonably  sure 
that  you  have  this  inflammatory  condition 
of  diverse  etiological  agency  unless  you  can 
exclude  these  various  recognizable  diseases. 

Stelwagon  well  recognized  this  difficulty 
when  he  advised  the  uninitiated  that  when 
they  see  an  inflammatory  skin  condition  that 
looks  like  eczema,  and  are  going  to  do  any 
guessing,  to  guess  eczema,  because  it  is  ec- 
zema more  often  than  it  is  anything  else.  I 
see  much  seborrhoeic  dermatitis  and  eczema- 
toid  ringwo'rm,  and  comparatively  little  ec- 
zema in  Arizona. 

Coming  now  to  eezematoid  ringworm,  espe- 
cially of  the  hands  and  feet,  I believe  I will 
be  justified  in  taking  up  your  time  by  call- 
ing your  attention  to  its  extensive  prevalence 
in  this  state.  Proximity  to  California  may 
account  for  this  wide-spread  infection.  Cal- 
ifornia has  long  been  noted  for  its  many 
fungus  infections,  and  has  often  been  referr- 
ed to  by  dermatologists  as  the  “mushroom" 
state.  And  many  Californians  come  to  Ari- 
zona to  enjoy  a better  climate  and  bring 
their  fungi  with  them. 

There  is  an  inflammatory  condition  of  the 
skin  most  marked  in  the  genito-crural  region, 
and  often  limited  to  that  region,  which  has 
practically  every  visual  appearance  of  ec- 
zema, with,  in  addition,  a very  sharp  mar- 
gin somewhat  elevated,  instead  of  a margin 
gradually  shading  into  the  sound  skin,  as  it 
does  in  ordinary  eczema.  Because  of  that 
perceptibly  pronounced  margin,  and  without 
knowledge  of  its  true  significance  or  causa- 
tion, it  was  long  called  eczema  with  the 
qualifying  word  “marginatum”  added,  and 
eczema  marginatum  referred  to  this  particu- 
lar regional  form  of  eczema.  Later  it  was 
discovered  by  microscopic  examination  that 
a fungus,  epidermophyton,  was  always 
found  in  these  cases,  that  it  was  the  cause 
of  this  particular  form  of  skin  inflammation, 
and  that  this  sharp,  elevated  margin  was 
caused  by  the  fresh,  forward  growth  and  ir- 
ritation of  the  advancing  fungus.  This,  I be- 
lieve was  the  first  recognition  of  eezematoid 
ringworm.  Eczema  was  narrowed  down  by 
this  discovery  and  eczema  marginatum  cata- 
logued as  a specific  condition  and  called 
tinea  cruris. 
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Upon  the  hands  and  feet,  both  on  the 
flexor  and  extensor  surfaces,  you  will  fre- 
quently find  an  inflammatory  condition 
which  may  present  to  the  eye  any  of  the  ap- 
pearances described  above  as  present  in  ec- 
zema. You  may  find  a reddened  erythema- 
tous condition  with  more  or  less  infiltration 
and  thickening,  or  you  may  find  papules, 
vesicles  and  pustules,  or  any  combination  of 
these  primary  lesions,  and  you  may  find  ex- 
foliation as  the  result  of  the  diseased  skin 
peeling  off  in  pathological  quantities. 

Judging  from  the  number  of  cases  of  this 
malady  which  I meet,  I am  confident  that 
you  all  have  seen  and  can  recall  similar  cases. 
In  most  of  these  cases  there  will  be  found 
one  characteristic  feature,  and  that  is  the 
individual  lesion  or  groups  of  lesions  are 
more  or  less  sharply  marked  off  from  the 
surrounding  healthy  skin,  which  is  in  con- 
trast to  the  condition  found  in  ordinary  ec- 
zema, which,  I cannot  too  often  repeat,  grad- 
ually shades  off  into  the  surrounding  nor- 
mal skin,  and  has  no  elevated  margin. 

This  condition  presents  itself  in  most 
varied  aspects,  C.  J.  White  describing  eleven 
forms,  most  frequently  on  the  hands  and 
feet,  and  I will  try  to  describe  more  in  de- 
tail its  different  appearances.  When  you  see 
it  as  a late  chronic  condition,  you  will  find  it 
on  the  hands  and  fingers,  also  on  the  feet, 
on  the  soles,  or  upon  the  toes,  or  in  the  in- 
terdigital spaces  as  a more  or  less  dry,  scaly 
condition.  Sometimes  one  large  patch,  and 
again  several  large  or  small  patches,  are 
very  frequently  diagnosed  as  chronic  ec- 
zema, and  it  certainly  very  much  resembles 
such. 

You  will  notice,  however,  that  the  patch 
or  patches  have  this  so  frequently  mentioned 
more  or  less  sharp  and  frequently  elevated 
border.  I have  noticed  in  some  cases,  where 
there  seems  to  be  an  individual  partial  im- 
munity, there  may  be  found  only  occasion- 
ally itchy  spots  between  the  toes  or  on  the 
ball  of  the  foot,  which,  on  rubbing  or 
scratching,  develop  into  occasional  outbreaks 
of  an  itchy,  reddened,  inflamed,  erythema- 
tous condition,  sometimes  with  the  forma- 
tion of  a few  vesicles,  with  subsequent  scal- 
ing. These  are  very  annoying,  and  some- 
times become  secondarily  infected  with  pyo- 
genic organisms.  As  an  acute  affection 
about  the  hands  and  feet,  it  may  appear  as 
a sudden  outbreak  of  a vesicular  or  vesico- 
bullous  character,  resembling  at  times  a 
dermatitis  venenata,  an  acute  eczema,  or  a 
pompholyx.  Darier  even  denies  the  existence 
of  pompholyx,  considering  this  infection 
nearly  always  caused  by  the  epidermop’iy- 
ton. 

However,  you  will  find  that  a very  large 


percentage  of  the  eruptions  on  the  hands 
and  feet  sharply  margined,  of  several  weeks 
or  more  duration,  no  matter  what  the  phase 
when  seen — whether  erythematous,  squa- 
mous, pustular,  etc. — but  which  in  the  be- 
ginning were  vesicular  eruptions,  are  caused 
by  the  epidermophyton,  and  the  fungus  may 
often  be  demonstrated  by  the  microscope  if 
carefully  searched  for. 

Sometimes,  on  the  feet,  as  I have  already 
stated,  it  may  be  found  as  an  acute  vesico- 
bullous  eruption,  of  sudden  onset,  with  all 
the  characteristics  of  a vesicular  eczema  or 
a pompholyx.  Sometimes  it  seems  like  a 
chronic  intertrigo,  with  whitened,  sodden 
masses  of  epithelium  between  the  toes,  and 
very  itchy.  The  patient  sometimes  rubs  off 
this  mass  of  epithelium,  and  a raw,  sensitive 
surface  is  exposed.  The  intertriginous  form 
often  begins  as  an  acute  vesicular  eruption. 

There  is  one  type  which  shows  itself  as  a 
hyperkeratotic  condition,  there  being  an 
overgrowth  of  horny  epithelium  on  the  plan- 
tar surface.  Some  outlying  vesicles  or  pus- 
tules or  papules  may  be  found  from  dissem- 
inated infection,  and  these  furnish  the  clue 
as  to  the  nature  of  the  infection.  In  all  cases 
of  an  eczematoid  nature,  on  any  part  of  the 
body,  the  third  and  fourth  interdigital  spac- 
es should  be  examined,  as,  in  almost  all 
cases  of  eczematoid  ringworm,  some  infec- 
tion will  be  found  in  those  spaces  and  fur- 
nish corroborative  evidence.  These  cases,  I 
may  again  repeat,  are  very  frequently  en- 
countered in  Arizona,  and,  once  suspicion  is 
directed  toward  the  possible  or  rather  prob- 
able cause,  careful  search  should  be  made 
for  the  organism,  the  fungus,  by  soaking 
some  of  the  epithelium  from  the  advancing 
edges  of  the  lesions  for  some  minutes  in  a 
twenty  per  cent  solution  of  potassium  or 
sodium  hydroxide,  and  examining  under  the 
high,  dry  power,  when  the  fungus  epidermo- 
phyton, may  be  found. 

This  condition  is  also  occasionally  found 
on  other  parts  of  the  body,  lacking  the  ordi- 
nary features  of  ringworm,  such  as  the 
clearing  center,  and  having  all  the  essential 
visual  features  of  eczema,  except  that  the 
areas  are  usually  sharply  demarcated. 

As  to  the  treatment,  it  varies  with  the 
acuteness  or  chronicity,  the  severity  or  stage 
of  the  disease.  In  very  acute  conditions  it 
is  best  to  begin  with  mild  measures,  unirri- 
tating, antiseptic  and  sedative  ointments.  I 
generally  use  Lassar’s  paste  with  one  per 
cent  carbolic  acid,  and  two  per  cent  salicylic. 
When  the  acute  condition  subsides  it  may  be 
treated  as  in  the  more  chronic,  sluggish 
cases.  In  those  more  sluggish,  chronic  cases 
I often  get  good  results  with  a thorough 
painting  of  tincture  of  iodine,  with  three 
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grains  of  the  red  iodide  of  mercury  to  the 
ounce.  This  should  be  followed  for  a number 
of  days  by  the  carbolized  salicylated  paste. 
Often,  I use  a peeling  and  fungicidal  prep- 
aration, such  as  Whitfield’s  ointment,  six 
per  cent  salicylic,  and  twelve  per  cent  benzoic 
acid  in  petrolatum.  This  I have  rubbed  in 
morning  and  night  for  three  to  five  days, 
and  followed  by  carbolized  and  salicylated 
paste  for  a week  or  ten  days,  or  until  the 
skin  peels  off  and  renews  itself.  This  pro- 
cedure is  repeated  if  necessary. 

After  apparent  cure,  I direct  my  patient, 
at  the  first  sign  of  returning  papule  or  vesi- 
cle, to  give  it  a thorough  painting  with  tinc- 
ture of  iodine  with  three  grains  of  the  red 
iodide  of  mercury  to  the  ounce,  and  follow 
by  continuous  application  of  carbolized  and 
salicylated  paste  for  some  days.  In  this 
way,  I believe,  I head  off  much  redevelop- 
ment, and  finally  eradicate  the  whole  infec- 
tion. Whitfield’s  ointment — advocated  by 
and  made  for  Whitfield,  who  was  one  of 
the  first  to  recognize  and  point  out.  the  true 
nature  of  these  eezematoid  conditions — ap- 
plied for  three  to  five  days,  morning  and 
night,  generally  brings  about  exfoliation  of 
the  superficial  epithelium  and  permits  the 
benzoic  acid  to  reach  and  destroy  the  fungus 
growth.  It  should  always  be  followed  by  an 
antiseptic,  soothing  and  protective  applica- 
tion, such  as  carbolic  acid  one  per  cent,  sali- 
cylic acid  two  per  cent  in  Lassar’s  paste. 

DISCUSSION 

DR.  R.  N.  LOONEY,  Prescott:  It  seems  that 

there  is  very  little  to  add  to  Dr.  Clohessy’s  splendid 
paper  on  eczema.  I was  especially  interested  in 
that  paid  of  the  doctor’s  paper  dealing  with  ecze- 
matoid  ringworm,  usually  seen  on  the  hands  and 
feet.  It  is  only  of  recent  years  that  this  form  of 
eczema  has  been  proven  to  be  due  to  a fungus. 
Some  authors  had  described  the  condition  fairly 
well,  as  early  as  1892,  but  it  was  not  until  1910 
that  it  was  shown  to  be  due  to  a fungus,  and  that, 
to  effect  a cure,  a germicide  must  be  used.  I be- 
lieve the  great  trouble  with  the  general  practition- 
er, who  has  to  treat  any  form  of  eczema,  is  that 
he  does  not  have  the  same  co-operation  of  the  pa- 
tient in  treating  this  condition  that  he  has  in  treat- 
ing diseases  that  are  dangerous  to  life.  We  have 
patients  come  to  our  office  suffering  with  eczema; 
we  prescribe  for  them  and  ask  them  to  return  in 
a few  days.  They  may  return,  but  most  likely  they 
will  not.  If  they  do  not  get  immediate  relief  they 
go  to  the  druggist  and  ask  for  some  sure  cure  for 
eczema  and  begin  treating  themselves.  We  know 
eczema  is  curable,  sometimes  rapidly,  and  in  other 
instances  after  a long  period  of  treatment.  But  in 
many  cases  it  is  difficult  to  get  the  cooperation 
of  the  patient  long  enough  to  effect  the  cure. 

DR.  BAYARD  SULLIVAN,  Whipple:  I judge 
from  the  remarks  in  Dr.  Clohessy’s  paper,  that  he 
gives  California  credit  for  having  all  resources; 
along  with  the  frosts,  they  occasionally  have  fun- 
gus diseases.  I should  like  to  speak  of  ringworm. 
It  is  well  known  that  ringworm  is  due  to  a vegeta- 
ble parasite,  which  may  be  the  small,  or  micro- 
sporon,  or  the  large  megalosporon.  Another  thing 


to  be  remembered  in  ringworm  is  that,  while  it 
usually  affects  the  corneous  layer  of  the  epidermis, 
it  sometimes  involves  the  connective  tissue.  Ring 
worm  of  the  hands  and  feet,  we  have  learned  in 
the  last  few  years,  is  much  more  common.  In  a re- 
cent e'dition  of  the  Literary  Digest  an  article  was 
published,  devoted  to  this  subject,  in  which  the 
author  speaks  of  the  commonness  of  this  condition 
and  how  easily  it  is  transmitted.  He  says  it  is  fre- 
quently transmitted  in  gymnasia,  swimming  pools, 
etc. 

Eczema  and  the  ringworm  can  practically  always 
be  differentiated  by  means  of  the  microscope.  While 
ringworm  was  known  as  far  back  as  1843  or  1844, 
I believe  it  was  not  until  1892,  when  Sabaroud  put 
out  the  most  classical  study  on  this  subject,  we 
were  able  to  come  to  any  definite  conclusions. 

At  Whipple  we  do  not  see  very  much  eczema; 
occasionally  we  have  some  eezematoid  ringworm. 
The  use  of  x-ray  has  given  some  result.  Another 
form  of  eezematoid  ringworm  is  tinea  cruris,  which, 
according  to  Castellani,  is  caused  by  the  epidermo- 
phyton  instead  of  being  a true  tricophyton.  We 
see  some  of  that;  it  is  very  chronic  and  very  ob- 
stinate. There,  also,  we  use  the  x-ray  but  the  re- 
sults are  not  satisfactorv. 

DR.  DONALD  FRICK,  Los  Angeles:  Some  of 

you  may  remember  that  this  eezematoid  ringworm 
had  a great  many  names  and  titles  in  the  tropics. 
It  is  practically  universal  in  the  tropics,  and  the 
men  whom  we  saw  who  had  been  in  the  army  in  the 
Phillipines,  Cuba  and  the  Panama  Canal  Zone,  had 
this  type  of  disease.  The  mixing  of  soldiers  and 
clothes  during  the  war  carried  it  from  one  to  an- 
other very  readily.  Before  the  war  we  saw  very 
little  of  it.  I think,  subsequent  to  the  war,  the  gen- 
eral practitioner  and  the  specialist  see  it  very  of- 
ten, as  we  saw  much  immediately  afterwards.  We 
can  trace  it  from  the  tropics  into  our  army  and  gen- 
eral population.  I suppose  it  is  true  that  the  coast 
cities — Los  Angeles,  San  Francisco,  and  so  on — 
have  more  of  it  than  there  is  in  the  interior,  be- 
cause we  are  more  likely  to  be  infected  by  people 
from  the  tropics. 

DR.  W.  WARNER  WATKINS,  Phoenix:  While 
visiting  Dr.  Castellani’s  clinic  in  New  Orleans,  one 
of  the  physicians  asked  him  regarding  the  treat- 
ment for  epidermophyton  infection  of  the  toes.  Dr. 
Castellani  carefully  dictated  five  prescriptions,  with 
instructions  to  use  No.  1 the  first  week,  No.  2 the 
second  week,  and  so  on  for  five  weeks,  and  then 
start  over  and  repeat.  When  asked  whether  this 
would  cure  the  infection,  he  replied,  “Not  very 
likely.”  The  treatment  is,  therefore,  difficult.  On 
several  occasions  we  have  had  patients  referred  for 
x-ray  treatment  of  so-called  eezematoid  ringworm. 
We  do  not  pretend  to  be  able  to  diagnose  the  con- 
dition, but  if  the  physicians  referring  the  cases 
were  correct  in  their  diagnosis,  radiation  by  low 
voltage  x-ray  will  almost  invariably  cause  the 
prompt  disappearance  of  the  lesions. ’ The  perma- 
nency of  this  effect  is  not  always  so  certain. 

DR.  CLOHESSY  (closing):  I have  not  much  fur- 
ther to  add  in  regard  to  treatment.  I believe  that 
we  get  excellent  results  from  the  following  method: 
Exfoliate  the  skin,  bathe  with  a salicylic  acid  solu- 
tion followed  by  the  application  of  a carbolic  paste 
for  a week  to  ten  days  and  repeat  several  times. 
The  patient  should  be  instructed  as  to  the  nature 
of  the  disease  and  should  have  on  hand  a bottle  of 
iodine  solution,  so  that,  when  slight  spots  appear, 
they  can  be  covered  with  this  solution.  Almost  in- 
variably these  patients  are  greatly  benefited  by 
radiation  treatment.  They  should  be  prepared  to 
attack  the  disease  immediately  with  red  iodide  of 
mercury,  followed  with  the  paste. 
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THE  TREATMENT  OF  BLADDER  NECK 
OBSTRUCTIONS 

W.  G.  SHULTZ,  M.  D. 

Tucson,  Arizona 

(Read  before  the  Arizona  State  Medical  Associa- 
tion meeting  at  Prescott,  Ariz.,  April  18  to  20, 
1929.) 

We  very  often  see  cases  in  which  symp- 
toms of  urinary  obstruction,  presumably  due 
to  prostatic  hypertrophy,  are  oht  of  propor- 
tion to  the  amount  of  prostatic  enlargement 
palpable  on  rectal  examination.  A cysto- 
scopic  examinatioin  of  such  cases  should  al- 
ways be  insisted  upon  as  it  may  show  that 
the  symptoms  are  due  to  hypertrophy  con- 
fined entirely  to  the  median  lobe  of  the 
prostate  or  to  the  subcervical  group  of 
glands.  More  frequently  they  are  caused  by 
bar  formation  at  the  neck  of  the  bladder, 
the  result  of  inflammatory  changes  in  the 
mucosa  and  underlying  prostatic  tissue.  At- 
tention was  called  to  these  changes  by  Guth- 
erie  over  a century  ago,  at  which  time  he 
pointed  out  that,  because  the  symptoms  are 
the  same  as  those  resulting  from  prostatic 
hypertrophy,  many  attempt  to  treat  the  ob- 
struction as  a hyperplastic  process  instead 
of  a prostatic  atrophv  with  inflammatory 
changes,  which  it  so  clearly  is.  Small  atro- 
phic prostates,  if  there  is  sufficient  intra- 
urethral  impingement  of  the  lateral  lobes, 
should,  of  course,  be  removed,  but  to  drag 
from  its  bed  the  atrophic,  adherent,  and 
sclerotic  tissue  which  frequently  forms  part 
of  the  condition  of  median  bar  formation,  is 
an  operation  taxing  not  only  the  energies 
but  the  utmost  skill  and  anatomical  knowl- 
edge of  the  operator.  The  dangers  from  in- 
jury to  contiguous  structures  and  actual 
failure  sometimes  to  remove  anything  should 
contraindicate  such  an  operation. 

To  perform  complete  prostatectomy,  or 
the  operation  devised  some  years  ago  by 
Chetwood,  to  remove  such  a comparatively 
small  amount  of  obstruction,  has  seemed  il- 
logical to  many  urologists.  Young  has  said 
the  amount  of  tissue  removed  at  a supra- 
pubic operation  is  so  small  that  it  seems 
ridiculous  to  have  to  perform  a major  opera- 
tion for  its  removal. 

In  1909,  Young  devised  the  median  bar 
excisor,  or  punch,  by  modifying  his  urethro- 
scope. Although  Young  reports  156  cases 
treated  with  this  instrument  before  1917  and 
in  his  recent  book  reviews  a series  of  355 
cases,  the  operation  has  never  met  with  the 
popularity  that  it  deserves.  There  are  sev- 
eral possible  reasons  for  this,  two  of  which 
seem  most  important:  First,  the  fear  of  un- 
controllable postoperative  hemorrhage;  and 
second,  the  necessity  for  performing  the  op- 
eration without  adequate  vision.  In  all  the 


instruments  devised  since  the  advent  of 
Young’s  punch  there  is  an  effort  made  to 
correct  one,  or  both,  of  these  objections.  It 
is  true  that  the  small  portion  of  tissue  to  be 
removed  can  be  seen  by  reflected  light 
through  the  shaft  of  the  instrument  as  it 
projects  through  the  opening,  but  its  posi- 
tion and  relationship  to  other  structures  are 
not  discernible  because  the  instrument  has  a 
closed  end  and  no  direct  illumination.  With- 
out a visible  field,  unless  the  operator  is 
very  expert,  it  is  evident  that  the  base  of 
the  bladder,  trigone,  or  triangular  ligament 
might  easily  be  cut  instead  of  the  median 
bar.  The  operator  might  also  take  a punch 
of  tissue  out  of  the  posterior  urethra.  All 
these  accidents  are  more  liable  to  happen 
with  the  second,  third,  or  following  bites,  if 
one  wishes  to  remove  several.  Young  re- 
ports one  such  case  although  it  did  not  oc- 
cur in  his  own  hands.  Parker  and  MacGowan 
of  Los  Angeles  avoid  the  above  dangers  and 
objections  by  opening  the  bladder  supra - 
pubically  and  then  performing  the  punch 
operation  under  direct  vision,  using  their 
very  excellent  modification  of  the  Young 
punch.  This,  of  course,  defeats  the  purpose 
of  the  punch  operation,  which  has  been  de- 
vised to  eliminate  the  necessity  for  an  open 
operation. 

Braasch,  in  an  endeavor  to  overcome  the 
objection  of  poor  vision,  modified  in  1918  his 
direct  cystoscope  so  that  the  operation  could 
be  carried  out  under  vision.  The  modifica- 
tion consisted,  as  in  the  Young  instrument, 
of  a window  in  the  lower  wall  of  the  direct 
cystoscope  close  to  the  distal  end.  As  the 
lamp  was  retained  and  the  distal  end  left 
open,  the  operator  was  able  to  see  the  tissue 
to  be  removed,  not  only  as  it  entered  the 
window,  but  also  prior  to  its  engagement, 
and  its  relation  to  all  other  adjacent  struc- 
tures. The  dilatation  of  the  urethra  and 
bladder  with  water  makes  removal  of  multi- 
ple portions  of  the  obstruction  easy,  as  the 
bleeding  field  is  kept  free  from  clots,  a com- 
plication that  greatly  handicaps  an  operator 
using  the  other  type  of  instrument.  With 
this  instrument,  hemorrhage  may  be  con- 
trolled by  fulguration,  without  changing 
to  a cyctoscope,  as  is  necessary  with  the 
Young  punch  when  bleeding  is  of 
such  an  amount  that  it  requires  this  pro- 
cedure. Tolson  has  devised  an  insulated 
shaft  for  use  with  the  Young  punch  for  the 
same  purpose,  with  a contact  point  which 
just  fits  the  window.  This  electrocoagulates 
the  entire  excised  area  rather  than  just  the 
bleeding  points  and,  for  this  reason,  has  the 
objections,  inherent  to  the  cautery  punch,  of 
producing  an  excess  of  charred  tissue.  Also, 
it  is  quite  difficult,  after  the  engaged  por- 
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tion  of  the  bar  has  been  excised  and  re- 
moved, to  hold  the  punch  sheath  in  exact- 
ly the  same  position  while  the  knife  is  re- 
placed with  the  Tolson  insulated  shaft  and 
the  electrocoagulation  mav  not  take  place 
at  the  exact  point  you  wish. 

Caulk,  in  1920,  modified  the  Young  punch 
so  that  a cautery  blade  was  substituted  for 
the  circular  knife  and  to  this  modification 
and  its  author  must  be  given  credit  for  the 
recent  popularization  of  the  operation,  which 
he  believes  suitable  in  forty  per  cent  of  all 
cases  of  prostatic  obstruction.  At  Mavos’ 
the  ratio  is  one  punch  operation  to  six  pros- 
tatectomies, indicating  that  they  do  not  feel 
that  this  operation  offers  as  much  as  Dr. 
Caulk  seems  to  believe.  It  is  possible,  when 
properly  used,  to  prevent  postoperative 
bleeding  with  either  the  Caulk  cautery 
punch  or  the  Tolson  modification  of  the 
Young  punch  but  both  instruments  have 
several  objectionable  features,  the  least  of 
which  is  the  occasional  late  bleeding  occurr- 
ing one  to  two  weeks  after  the  operation 
when  the  slough  comes  away.  A more  re- 
cent cautery  punch  known  as  the  Rose 
cautery  punch  has  many  features  in  its  fa- 
vor. Adequate  vision  and  light  is  supplied 
in  this  instrument  by  usinc  the  light  and 
lens  system  of  the  McCarthy  for  oblique 
panendoscope.  Irrigation  keeps  the  field  of 
vision  clear  and  bleeding  is  controlled  by 
means  of  the  cautery  blade,  which  works 
over  the  lens  system  in  an  ingenious  man- 
ner. This  instrument,  however,  does  not 
eliminate  slough.  Following  the  use  of  these 
instruments  there  is  a high  incidence  of 
complications  resulting  from  secondary  in- 
fection. The  burned  neck  of  the  bladder  re- 
quires longer  to  heal  than  when  excised  and, 
until  healing  has  occurred,  the  slough  acts 
as  a focus  for  ascending  urinary  infection. 
The  frequency  of  pyelitis  following  a cau- 
tery operation  is  high. 

All  these  instruments  may  be  used  with 
a definite  advantage  to  remove  remnants  of 
prostatic  tissue  that  obstruct  the  posterior 
urethra  following  previous  prostatectomy. 
This  complication  following  prostatectomy  is 
seen  only  too  frequently  and  usually  occurs 
following  a two-stage  operation,  during 
which  the  gland  has  been  removed  without 
adequate  exposure  through  a dilated  supra- 
pubic sinus.  The  persistent  sinus  will  close 
following  removal  of  these  tags,  or  rem- 
nants, by  means  of  the  punch.  The  removal 
of  the  obstructing  portion  of  a prostate  with 
recurring  malignant  disease  offers  still  an- 
other field  of  usefulness  for  the  punch  op- 
eration. If  the  obstructing  portion  of  the 
growth  is  removed,  the  patient  is  saved 
from  constant  use  of  the  catheter,  often 


quite  as  distressing  and  aggravating  as  the 
slowly  growing  neoplasm.  In  fact,  the  pro- 
cedure should  not  be  confined  to  recurrent 
malignant  lesions,  but  may  be  used  as  a val- 
uable palliative  and  preliminary  measure  in 
many  cases  of  carcinoma  of  the  prostate. 
By  this  operation  these  patients  have  been 
relieved  of  urinary  symptoms  from  the  time 
of  their  inception  until  death. 

Early  in  1926,  Dr.  Codings  of  New  York 
devised  an  instrument  to  be  used  in  conjunc- 
tion with  the  McCarthy  for  oblique  panende- 
scope,  which  seems  to  possess  the  qualifica- 
tions of  eliminating  all  the  disadvantages  of 
the  above  mentioned  instruments,  as  well  as 
to  render  all  of  the  above  operative  pro- 
cedures easy  of  accomplishment.  This  in- 
strument is  a new  type  of  generator  of  high 
frequency  current  which  delivers  a current 
the  oscillations  of  which  are  estimated  at 
about  1,400,000  per  second.  The  rapidity  of 
these  oscillations  prevents  their  fading  out, 
so  that,  although  the  spark  gap  current  is 
damped  in  water,  its  efficiency  for  cutting 
is  even  better.  This  new  generator  delivers 
a current  whose  frequency  is  such  that  it 
cuts  instead  of  burns.  It  destroys  the  pro- 
tein molecules  by  jostling  them  with  such 
violence  that  they  explode.  Blood  vessels  are 
sealed  as  they  are  cut  across  and  only  a 
negligible  primary  hemorrhage  ensues.  Heat 
penetration  is  infinitesimal  as  compared  with 
the  old  type  of  figuration  current;  hence, 
a negligible  slough  occurs.  There  is  no  sec- 
ondary hemorrhage  and  the  incidence  of 
complications  resulting  from  secondary  in- 
fections is  much  lower  than  following  any 
of  the  cautery  punches,  and  equally  as  low 
as,  if  not  lower  than,  following  the  Braasch 
punch. 

With  this  instrument  it  is  possible  to 
actually  excise  the  floor  of  the  bladder  neck. 
Cuts  are  made  at  five  o’clock  and  seven 
o’clock.  They  are  carried  to  such  a length 
and  depth  as  the  case  requires  and,  by  turn- 
ing the  cutting  knife  blade  laterally,  the  two 
incisions  are  joined,  thus  excising  the  inter- 
vening t;ssue  and  completing  the  operation. 
The  entire  procedure  is  performed  under  di- 
rect vision  and  the  efficiency  of  the  excision 
can  be  immediately  observed. 

This  instrument,  due  to  the  fact  that  it 
seals  as  it  cuts  and  destroys  all  the  cells 
with  which  it  comes  in  direct  contact,  leav- 
ing no  slough  or  hemorrhage,  possesses  a 
decided  advantage  over  the  various  punches 
for  dealing  with  obstructions  due  to  malig- 
nancy. In  fact,  the  Codings  electrotome  pos- 
sesses none  of  the  objectionable  features  of 
the  above  mentioned  instruments  and  com- 
bines in  one  instrument  all  of  the  advantag- 
es claimed  for  them ; viz.,  clear  adequate 
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vision,  a clear  operative  field,  the  work  be- 
ing done  under  constant  irrigation,  a negli- 
gible primary  bleeding,  no  secondary  bleed- 
ing, no  slough,  and  a minimum  amount  of 
secondary  and  ascending  urinary  infection. 

This  review  of  the  various  instruments 
and  methods  for  dealing  with  bladder  neck 
obstructions,  as  well  as  case  reviews,  should 
be  of  interest  in  determining  whether  this 
is  merely  a palliative  measure,  giving  relief 
for  a short  period  until  subsequent  prosta- 
tectomy becomes  necessary.  At  Mayos’  dur- 
ing 1914,  1915,  and  1916,  ten  operations 
were  performed  with  Young’s  punch  and  Dr. 
Bumpus  reports  as  follows:  “As  the  pro- 
cedure was  new,  it  is  probable  that  the 
group  was  not  wTell  selected,  for  at  that  time 
the  limitations  of  the  operation  were  not  ap- 
preciated as  well  as  now.  As  a result,  it  was 
necessary  to  perform  prostatectomy  subse- 
quently in  two  cases,  in  one  a few  weeks  af- 
ter the  punch  operation  and  in  the  other  a 
year  later.  In  each  case,  the  tissue  removed 
showed  only  chronic  inflammatory  changes 
without  adenomatous  hypertrophy.  Of  a 
hundred  and  eighty-two  remaining  cases  in 
the  Mayo  series,  in  which  different  types 
of  instruments  were  used,  it  has  been  neces- 
sary to  perform  prostatectomy  in  seven  oth- 
er cases,  or  four  per  cent.  In  four  of  these, 
the  operation  was  performed  within  a month, 
one  four  months  later,  one  six  months  later, 
and,  in  the  last  case,  the  patient  was  advised 
that  subsequent  prostatectomy  would  be  nec- 
essary because  of  hypertrophy  of  the  lateral 
lobes  but  he  did  not  return  for  operation  un- 
til a year  later. 

These  unfavorable  results  _ bring  up  the 
point  as  to  whether  glandular  enlargement 
or  true  inflammatory  fibrous  conditions  are 
most  likely  to  react  disappointingly  to  this 
form  of  treatment. 

Keyes  writes,  “It  is  the  fibrous  rather 
than  the  adenomatous  obstructions  that  will 
immediately  recur  or  immediately  not  be 
relieved,  because  the  scar  has  not  been  di- 
vided.” Taking  the  opposite  view,  Frontz 
states,  “Personally  I do  not  feel  that  it  is  an 
operation  that  should  be  done  for  prostatic 
adenoma.”  Bumpus  feels  that  more  impor- 
tant than  the  type  of  enlargement  is  the 
presence  or  absence  of  intraurethral  en- 
largement of  the  lateral  lobes.  If  they  are 
enlarged,  the  removal  of  a portion  of  the 
median  lobe  will  simply  tend  to  exaggerate 
the  lateral  hypertrophy  by  permitting  the 
lobes  to  fall  together  and  overlap. 

Caulk  makes  the  statement  that,  if  a man 
remains  well  for  six  months,  he  usually  will 
remain  so  forever. 

It  is  well  to  remember  in  any  properly 
selected  series  of  cases  the  incidence  of  fail- 


ure from  this  operation  is  about  eight  to  ten 
per  cent. 

Case  1.  Presented  median  bar  and  slight  intrau- 
rethral enlargement  of  the  lateral  lobes,  most 
marked  of  the  left  lateral  lobe.  Residual  urine 
three  and  one-half  ounces.  Codings  electrotome  re- 
moval of  the  median  bar  was  done.  Urine  was 
very  slightly  colored  for  three  days  after  the  op- 
eration. No  infection.  Five  days  after  the  opera- 
tion, residual  urine  of  slightly  less  than  one  ounce. 
Three  months  after  operation,  residual  urine  12 
c.c.,  or  none,  since  that  amount  probably  accumu- 
lated in  the  time  that  elapsed  from  passing  his 
urine  until  he  was  catheterized. 

Case  2.  Median  bar,  no  enlargement  of  lateral 
lobes.  Badly  infected  urine;  July,  1926,  residual 
three  ounces.  Ulcer  on  left  of  median  bar.  October 
8,  1926,  residual  urine  five  ounces,  frequency  and 
burning  increased.  Operated  by  Codings  electro- 
tome July,  1927,  and  five  months  later  no  residual 
and  urine  practically  free  of  pus.  Patient  symp- 
tomatically wed. 

Case  3.  Median  bar.  No  lateral  lobe  enlargement. 
December,  1926,  ulcer  on  median  bar  and  very  of- 
fensive infected  urine  caused  me  to  suspect  mal- 
ignancy. Bladder  irrigations  cleared  up  the  ulcer 
but  there  was  a residual  urine  of  six  ounces  still 
present.  Removal  of  the  median  bar  by  means  of 
the  Codings  electrotome,  September,  1927,  was  com- 
pletely successful  and  in  December,  1927,  the  blad- 
der infection  had  almost  completely  cleared  up,  he 
had  a residual  urine  of  one-half  ounce,  was  symp- 
tomatically wed  and  has  remained  so  until  the 
present  time. 

Case  4.  Median  bar,  slight  right  lobe,  intraure- 
thral enlargement,  residual  urine  three  and  one- 
half  ounces.  Codings  electrotome  removal  of  median 
bar  April,  1928.  One  week  after  the  operation 
residual  urine  one-half  ounce.  Six  months  later  the 
same  amount,  but  the  patient  was  nervous  about 
himself,  would  not  sleep  and  insisted  on  removal  of 
his  prostate. 

Case  5.  Carcinoma  of  prostate  and  bladder.  Hem- 
aturia and  urinary  difficulty  began  five  years  be- 
fore he  reported  to  me  for  examination,  at  which 
time  his  bladder  capacity  was  two  ounces  and  he 
had  to  pass  a catheter  on  himself  frequently.  A 
cockleburr-like  growth  was  seen  over  the  entire 
bladder  orifice  except  a small  area  in  the  upper 
right  portion.  The  bladder  was  filled  with  growths 
over  lower  and  left  portion;  in  fact,  I could  hardly 
see  anything  else.  A11  of  the  growth  in  the  bladde* 
neck  and  ad  of  the  bladder  involvement  that  could 
be  seen  wed,  were  removed  with  the  Codings  elec 
trotome  at  the  first  sitting.  Two  weeks  later  the 
entire  growth  was  fulgurated.  Later  this  procedure 
was  repeated  several  times.  Four  months  after  the 
first  examination,  bladder  capacity  six  ounces.  No 
residual,  bladder  orifice  free  of  growth  and  only  a 
large  ulcerated  area  at  the  trigone  and  left  side  of 
the  bladder  remained.  Patient  was  able  to  control 
the  urinary  function  perfectly  except  for  a fre- 
quency of  about  every  three  hours  by  day  and  once 
or  twice  at  night.  No  infection  occurred. 

DISCUSSION 

DR.  C.  N.  PLOUSSARD,  Phoenix:  Dr.  Schultz’ 
paper  covers  very  thoroughly  the  operative  treat- 
ment of  bladder  neck  obstruction  caused  by  the  so- 
called  “median  bar”  prostate  with  incomplete  re- 
tention. and  the  development  of  instruments  used 
in  dealing  with  this  type  of  obstructive  uropathy. 

While  discussing  this  paper  I wish  to  commend 
the  work  of  Dr.  John  R.  Caulk  of  St.  Louis.  He 
devised  the  Caulk  cautery  punch  in  1920,  and  in  his 
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hands  it  has  been  unusually  successful.  A recent 
communication  from  him  states:  “I  am  using  my 
punch  operation  in  65  per  cent  of  all  obstructions 
by  doing  repeated  operations  taking  out  multiple 
pieces  at  one  time.”  We  see  many  of  these  pros- 
tates which  were  large  go  down  in  various  instanc- 
es, after  drainage  and  incision  with  removal  of 
pieces.  It  has  convinced  me  conclusively  that  the 
growth  is  generally  inflammatory.  If  that  is  the 
case,  we  should  get  them  early  and  prevent  them 
from  having  prostatectomy.  When  one  sees  Dr. 
Caulk  do  a few  of  these  punch  operations  and 
then  does  them  under  his  direction,  it  is  more  clear- 
ly understood  why  there  is  little  or  no  bleeding, 
minimum  amount  of  slough,  large  percentage  of 
cures,  and  a minimum  amount  of  infection. 

His  technic,  when  followed  to  the  letter,  is  sim- 
ple, safe,  sane  and  satisfactory  and  certain  to  re- 
lieve the  obstruction  in  a large  majority  of  cases 
properly  diagnosed  and  selected. 

The  cautery  punch  operation  is  indicated  in  cer- 
tain cases  with  definite  histological  make-up  of 
gland.  It  is  important,  we  believe,  to  make  a sharp 
distinction  between  this  pure  fibrous  median  bar, 
which  yields  to  such  comparatively  simple  proce- 
dures as  the  cautery  punch,  and  the  glandular  hy- 
perplasia at  the  vesical  neck,  which  requires  oper- 
ative relief  in  majority  of  cases.  It  is  the  failure 
to  appreciate  this  anatomic  difference  which  ac- 
counts for  some  of  the  poor  results  from  punch 
operations. 

With  the  Caulk  cautery  punch  properly  in  place 
for  operation  one  can  clearly  see  the  prostate  en- 
gage in  the  fenestra,  study  its  histology  by  color, 
consistency,  firmness,  smoothness  of  gland  and, 
when  injecting  novocain  prior  to  operation,  one 
can  feel  the  degree  of  fibrosis  present  by  the  feel 
of  the  needle  as  it  is  inserted  into  prostate.  The 
actual  time  consumed  in  removing  the  piece  is  so 
short  one  can  see  and  understand  why  there  is  a 
minimum  amount  of  slough.  The  firmness  with 
which  the  instrument  is  held  against  the  prostate, 
the  short  time  that  the  current  is  flowing  through 
cautery  and  the  rotary  motion  of  cautery  blade  all 
aid  to  the  high  number  of  beneficial  operations  by 
this  particular  method. 

Now  to  go  a little  more  into  the  detail  of  blad- 
der neck  obstruction,  considering  the  causes  other 
than  median  bar  obstruction.  The  term  “neck”  oi 
the  bladder  is  employed  to  designate  the  region 
around  the  vesical  orifice.  The  bladder  is  some- 
what narrower  at  this  point  but  there  is  no  dis- 
tinct neck.  Altho  prostatic  hypertrophy,  median  bar 
formation,  contractures  at  the  vesical  outlet,  and 
other  conditions  at  the  vesical  neck  which  I will 
mention  later,  differ  in  their  pathological  anatomy, 
yet  the  changes  both  in  the  upper  and  lower  urin- 
ary tract  which  result  therefrom,  together  with  the 
clinical  picture,  differ  only  in  degree.  I will  only 
mention  the  conditions  which  may  present  them- 
selves at  the  vesical  neck  and  cause  the  patient  to 
seek  relief  because  of  the  obstruction  and  difficult 
urination  and  chronic  retention.  (1)  Injury  to  this 
region,  as  bullet  wounds,  passing  of  metal  cath- 
eters. (2)  Prostatic  abscess.  (3)  So-called  “cord 
bladders,”  such  as  found  in  tabes,  may  simulate  or 
even  be  found  associated  wtih  obstructions  caused 
by  median  bar  formation;  the  patient  experiences 
difficult  urination  and  has  a chronic  retention. 
(4)  Retention  cysts  of  prostate  as  described  by 
Englisch  in  1873  when  autopsy  was  performed  on 
two  men  aged  40.  Then  Abbi,  in  1900,  reported  a 
case  of  acute  retention  of  urine  in  a young  man  in 
whom,  on  suprapubic  cystotomy,  he  discovered  a 
cherry-sized  cyst  at  the  prostatic  orifice  which  act- 


ed as  a ball  valve.  Cyst  was  cut  off  and  base  su- 
tured with  excellent  result.  Berkhart,  in  1902,  and 
A.  Cabot,  in  1906,  reported  similar  cases,  the  cysts 
being  removed  by  suprapubic  operation.  (5)  Pos- 
terior urethritis  and  trigonitis  with  obstructioi 
from  long  standing  catarrhal  inflammation  with 
scarring  and  fibrosis.  6 ) Trigonal  and  interureteric 
ligament  hypertrophy.  (7)  Retention  of  urine  in 
children  and  young  adults  caused  by  muscular  hy- 
pertrophy at  the  vesical  neck  as  in  pyloric  stenosis 
or  other  fibrotic  changes  at  this  point.  (8)  The 
obstructions  met  with  after  prostatectomy.  (9)  Ves- 
ical calculi  can  be  confused  with  prostatic  hyper- 
trophy with  obstruction  especially,  if  rectal  exam- 
ination should  lead  us  to  believe  that  the  prostate 
might  be  the  exciting  cause. 

Clinically  one  sees  cases  of  bladder  neck  obstruc- 
tion, especially  those  with  prostatic  obstruction,  un- 
der two  conditions;  (a)  Complete  retention,  emerg- 
ency; (b)  Cases  of  election  in  which  one  must 
choose  between  nonoperative  or  operative  relief. 

In  those  seen  during  an  attack  of  acute  reten- 
tion, such  an  emergency  is  usually  brought  on  by 
cold,  exposure,  sexual  or  alcoholic  excesses  or  post- 
ponement of  the  act  of  urination  for  a long  neriod. 
Treat  by  catheterization  with  complete  emptying 
of  bladder  at  once,  or  by  gradual  emptying  of  blad- 
der. This  latter  method  is  safer  because  it  allows 
the  kidneys  to  adjust  themselves  to  the  sudden  re- 
lief of  back  pressure  and  sometimes  prevent  an 
anuria. 

In  emergency  case  with  massive  hemorrhage  into 
bladder,  catheterization  is  usually  unsuccessful  be- 
cause of  blood  clots  stopping  catheter.  These  cases 
are  met  with  occasionally  in  (1)  greatly  congested 
middle  lobe  prostate,  (2)  ulceration  of  vesical  as- 
pect of  prostatic  cancer,  (3)  decubital  ulcer  behind 
small  middle  lobe  caused  by  calculi.  These  cases 
require  suprapubic  cystotomy  for  relief  of  condition 
so  that  the  case  can  be  “tided  over”  into  the  stage 
of  election. 

In  emergency  cases  complicated  by  severe  cys- 
titis and  pyelonephritis,  an  indwelling  catheter  with 
irrigation  of  bladder  two  or  three  times  daily  with 
potassium  permanganate  yields  best  results.  If 
catheter  is  not  tolerated,  suprapubic  drainage 
should  be  resorted  to  early. 

In  treatment  of  cases  of  election  one  can  study 
the  case  and  prepare  his  patient  for  the  treatment 
necessary  and  then  advise  different  treatment  ac- 
cording to  the  degree  of  obstruction,  kind  of  ob- 
struction, general  condition  of  patient,  condition  of 
genito-urinary  tract,  etc.  To  elaborate  on  any  of 
these  would  take  time  and  space  not  allotted  at 
this  time. 

DR.  C.  C.  BENEDICT,  Whipple:  Dr.  Schultz  in 
his  paper  has  covered  the  subject  very  thoroughly. 
He  emphasized  the  fact  that  this  operation  is  pri- 
marily in  selected  cases.  The  obstruction  is  prob- 
ably entirely  due  to  chronic  inflammatory  condi- 
tions, including  those  of  malignant  origin.  The 
“median  bar”  to  which  he  refers  is  originally  the 
middle  lobe  of  the  prostate;  the  prolongation  up- 
ward toward  the  urethral  orifice  results  in  the 
building  of  a wall,  elevating  the  top  of  this  wall  to 
a point  above  the  level  of  the  prostatic  urethra,  and 
consequently  filling  the  orifice.  The  result  is  reten- 
tion of  various  degrees  so  that  the  regidual 
urine  may  amount  to  three  or  four  ounces,  or  even 
as  much  as  twelve  ounces,  depending  upon  the 
height  of  this  median  bar.  Median  bar  development 
ment,  as  a rule,  is  the  sequel  of  chronic  cystitis,  in 
which  this  growth  upwards  is  most  commonly 
found.  The  operation  advised  is  for  the  purpose  of 
relieving  this  symptom  without  doing  an  open  op- 
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eration  or  suprapubic  cystotomy.  The  idea  of  doing 
suprapubic  cystotomy  and  then  using  the  Young 
punch,  defeats  the  purpose  of  the  punch,  which  is 
to  avoid  a major  operation.  The  development  of  a 
window  so  that  a rear  view  could  be  had  on  intro- 
duction of  the  instrument  is  of  definite  value.  It 
seems  to  me  that  Codings’  urethretome  does  away 
with  all  objections  in  that  there  is  no  post  hemor- 
rhage, the  smallest  amount  of  damage  to  tissues 
resulting  in  the  smallest  amount  of  slough.  The 
Codings  urethretome  fulfills  ad  requirements  of  an 
instrument  for  doing  this  operation  without  doing 
an  open  operation.  There  is  a point  in  the  selection 
of  cases  in  which  this  operation  should  be  done — 
hypertrophy  of  the  prostate;  the  removal  of  the 
segment  which  formed  the  obstruction  in  front  of 
the  orifice  would  defeat  its  own  purpose  in  hyper- 
trophy, because  the  lateral  cells  continue  to  hy- 
pertrophy and  the  lateral  lobes  would  immediately 
fid  in  the  space  left  by  the  segment  removed. 

I should  like  to  have  the  doctor  ted  us  something 
about  his  experience  with  papilloma,  the  selection 
of  papilloma  for  operation  and  the  location  of  pap- 
illoma in  the  urethral  orifice. 

Dr.  SCHULTZ  (closing):  Papilloma  may  be 

treated  very  successfully  with  the  Codings  urethro- 
tome. The  case  I reported  probably  started  as  a 
papilloma.  This  instrument  permits  the  removal  of 
deep  abscess  with  ad  the  advantages  of  the  cautery 
and  radio  knife. 


ENLARGED  SPLEEN  WITH  SUDDEN 
DEATH 

(Discussions  of  Case  14311,  Case  Records 
of  Massachusetts  General  Hospital,  New 
Eng.  Jour,  of  Med.,  Sept.  20,  1928,  page 
575.) 


CASE  RECORD 

A Greek  cook  twenty-seven  years  old  walked  into 
the  hospital  February  7 complaining  of  enlarged 
spleen  and  epigastric  pain.  He  appeared  not  particul- 
arly id  or  suffering  any  but  a slight  ache  in  the 
splenic  area. 

Fifteen  years  before  admission  while  living  in 
Greece  he  began  to  have  attacks  of  “fever” — a chilly 
feeling  followed  by  a hot  feeling  and  some  sweating. 
These  attacks  occurred  nearly  every  day  but  not  at 
definite  intervals',  and  were  relieved  by  quinine.  For 
five  years  he  had  two  such  attacks  every  winter, 
keeping  him  from  work  for  three  to  five  days  but 
not  in  bed.  After  five  years  these  attacks  were  suc- 
ceeded by  attacks  of  a different  sort,  a chilly  feeling 
lasting  five  hours,  then  a hot  feeling  lasting  ad 
night,  occurring  only  once  and  accompanied  by  left 
upper  quadrant  pain.  He  felt  his  enlarged  spleen, 
and  grasping  it  in  his  hand  could  relieve  the  pain 
somewhat.  The  pain  was  a dud  non-radiating  aching 
lasting  five  to  ten  days.  He  stayed  away  from  work 
only  three  days.  He  had  had  one  of  these  attacks 
every  winter  since  they  began.  Twice  every  winter, 
not  accompanying  the  enlarged  spleen,  he  had  an 
attack  of  distention  of  the  abdomen  lasting  a day 
relieved  by  Pluto  water.  Otherwise  he  felt  strong 
and  wed  ad  the  year,  but  better  in  the  summer  than 
in  the  winter.  Ten  days  before  admission  he  had  the 
cold  and  hot  feeling  of  his  usual  attacks,  but  more 
intense.  The  following  morning  the  pain  in  the  left 
upper  quadrant  was  worse  than  ever  before  and 
there  was  also  pain  in  a small  area  just  below  the 
umbilicus.  The  left  upper  quadrant  pain  was  contin- 
uous, the  umbilical  pain  intermittent  and  aggravated 
by  food.  For  five  days  he  had  had  diarrhea.  For 
three  days  his  legs  had  felt  weak.  The  day  of  ad- 
mission his  stools  were  black. 


His  family  and  past  histories  are  negative.  For 
five  years  he  had  urinated  once  a month  at  nignt. 

Clinical  examination  showed  a poorly  developed 
and  nourished  man  resting  quietly  in  bed.  The 
skin  shows  a diffusely  disseminated  fine  macular 
purpuric  eruption,  most  intense  over  the  upper  eye- 
lids, forehead,  scalp,  anterior  angles'  of  the  axillae 
and  over  the  splenic  area.  Poor  ventilation  by  the 
nostrils.  Lips  dry,  cracked.  Teeth  poor.  Pyorrhea. 
Shotty  hard  inguinal  glands.  Lungs  clear  except 
for  bronchovesicular  breathing  throughout.  Abdo- 
men distended  and  tense,  tympanitic  over  the  epi- 
gastrium and  above  the  umbilicus,  with  slight  f ill- 
ness in  the  left  flank  and  the  left  lower  ribs.  No 
shifting  dullness,  but  sensation  strongly  suggestive 
of  a fluid  wave.  Spleen  very  large  and  tender. 
Liver  enlarged.  Slight  costovertebral  tenderness. 
Skin  of  the  extremities  puffy,  but  not  pitting 
edema.  Both  lower  legs  showed  numerous  rough- 
ly circular  slightly  depressed  areas  of  dark  brown 
pigmentation  and  white  irregular  slightly  depressed 
scars,  especially  on  the  dorsum  of  the  feet;  one  large 
one  on  the  left  outer  thigh. 

Urine  not  recorded.  Blood:  6,300  leukocytes,  72 
per  cent,  polymorphonuclears,  hemoglobin  60  per 
cent.,  reds  5,630,000,  considerable  achromia,  some 
anisocytosis.  Wassermann  negative.  Non-protein 
nitrogen  33,  Icteric  index  10.  Stools,  guaic  posi- 
tive in  one  of  two  specimens — (the  identity  of  the 
positive  specimen  is  not  certain). 

Temperature  99°  to  102.4°  by  rectum.  Pulse  99 
to  160.  Respiration  24  to  38. 

The  patient  was  comfortable  upon  admission  to 
the  ward,  and  when  last  seen  before  midnight  was 
apparently  sleeping  comfortably.  Little  is  known 
about  his  course  during  the  night.  At  seven  o’clock 
the  next  morning  he  was  reported  as  having  a pulse 
of  160  with  respirations  of  40  and  as  being  quite  un- 
comfortable. A few  minutes  later  the  pulse  was  130, 
of  excellent  quality.  The  heart  and  lungs  were  nor- 
mal. He  was  slightly  pale  and  had  considerable 
sharp  pain  in  the  left  upper  quadrant  which  he  said 
had  commenced  some  hours  earlier.  The  splenic  area 
was  slightly  more  tender  than  it  was  the  night  be- 
fore. Otherwise  the  abdomen  was  unchanged.  There 
was  no  evidence  of  an  acute  abdominal  condition. 
There  was,  however,  some  distention,  apparently 
from  the  fluid.  He  was  given  a sixth  of  a grain  of 
morphia  with  an  ice  pack  to  the  splenic  area.  The 
pain  and  restlessness  were  relieved.  On  his  return  to 
the  ward  after  less  than  fifteen  minutes’  absence 
for  breakfast  there  was  a marked  change.  The  pulse 
was  rapid  and  thready  and  the  respiration  shallow 
and  fast.  There  was  marked  pallor.  He  lay  still 
with  his  eyes  rolling  upward.  Ten  minutes  later  with- 
out further  change  he  died. 


Discussions  by  the  Yavapa^  County  Medi- 
cal Society  and  Medical  Office:)?  of  Fort 
Whipple,  Arizona,  at  their  meeting  of  March 
5,  1929  . Group  I. 

DR.  GAIL  D.  ALLEE,  Whipple,  Ariz. 

The  historian  in  this  case  has  provided  us  with 
plenty  of  material  to  work  on.  A Greek,  twenty- 
s“ven  years'  of  age,  comes  to  the  hospital  complain- 
ing of  epigastric  pain,  and  has  an  enlarged  spleen. 
Most  of  the  remainder  of  the  history  for  diagnostic 
purposes  might  have  been  omitted,  as  it  does  not 
clear  up  the  case  at  all,  in  fact  it  on’y  serves  to 
cmfuse  it. 

Going  back  something  like  fifteen  years,  he  states 
he  had  attacks  of  chills  and  fever,  relieved  by  qui- 
nine. Naturally  that  makes  us  think  of  malaria.  The 
history,  however,  is  fairly  continuous;  chills  and 
fever,  at  times  relieved  by  quinine,  and  later  on, 
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for  many  years,  he  had  two  attacks  of  a similar  na- 
ture, each  winter.  These  attacks  apparently  were 
not  very  severe,  as  he  stayed  at  home  only  three 
or  four'  days.  Still  later  on  his  attacks  were  not 
distinct  chills,  but  chilly  sensations  and  hot  spells, 
which  we  interpret  as  fever,  lasting  only  twenty- 
four  hours. 

The  findings  are  not  at  all  significant;  they  say 
he  has  a large  spleen,  but  they  do  not  say  he  has  a 
tremendously  large  spleen.  There  is  some  enlarge- 
ment of  the  liver  and  “a  suspicion  of  fluid  wave.”  I 
can  not  understand  that  expression, — either  there 
is  a wave  or  there  is  not, — there  should  not  be  sus- 
picion. He  was  not  considered  a very  sick  man,  but 
something  occurred  during  the  night  after  admis- 
sion; his  pulse  was  160,  yet  in  spite  of  that  he  got 
out  of  bed  and  had  his  breakfast;  then  apparently 
he  went  back  to  bed  and  collapsed.  That  sounds 
very  much  like  sudden  death  from  hemorrhage  and 
with  the  enlarged  spleen  that  he  has,  leads  us  to 
suspect  ruptured  spleen. 

Is  it  possible  this  could  have  been  malaria  all  this 
this?  It  seems'  utterly  impossible  to  me.  The  man 
undoubtedly  consulted  doctors  at  intervals  during 
all  those  years,  who  would  have  found  out  if  he  had 
malaria  and  would  have  cured  him.  I think  if  'he 
knew  quinine  relieved  him  the  first  time  there  would 
be  some  history  of  taking  quinine  again.  There  is 
nothing  in  the  blood  examination  to  substantiate 
malaria;  hemoglobin  a little  under  60,  reds'  very 
good,  a little  over  five  million  and  whites  6300;  no 
malarial  parasites  recorded.  I think  malaria  is  clear- 
ly out  of  the  question,  but  we  can  arrive  at  a diag- 
nosis only  by  running  down  the  probable  cause  for 
this  enlarged  spleen.  The  spleen  is  one  of  the  mys- 
terious organs  which  inhabit  our  bodies.  So  far  as 
we  know,  the  main  function  of  the  spleen  is  that  of 
a filter  in  the  blood  stream,  to  filter  worn  out,  use- 
less and  defective  red  blood  corpuscles.  It  is  esti- 
mated that  one-tenth  is  disposed  of  every  twenty- 
four  hours,  or  something  like  400,000.  The  spleen  is 
therefore  a very  busy  factory  or  graveyard.  It  is 
not  subject  to  many  primary  diseases  but,  on  ac- 
count of  this  function  of  filtering  the  blood,  every- 
thing in  the  way  of  infection  that  gets  into  the 
blood  is  filtered  and  shows  up  in  the  spleen.  In  case 
of  blood  destruction,  as  in  pernicious  anemia,  it 
has  more  work  to  do  and  enlarges  in  order  to  do 
that  work.  This  is  true  in  all  sorts  of  infections. 
This  enlargement  in  most  instances  is  a compara- 
tively slight  affair.  The  spleen  is  just  as  subject 
as  other  organs  to  pus'-forming  microorganisms, 
and  subject  to  abscess.  But  nobody  I think,  could 
reasonably  assume  that  this  man  had  a series  of  ab- 
scesses for  fifteen  years.  Typhoid  fever  is  another 
disease  that  enlarges  the  spleen  but,  with  a history 
of  having  lasted  for  fifteen  years,  that  diagnosis 
is  utterly  out  of  the  question  in  this'  cast.  Tuber- 
culosis affecting  the  spleen  is  not  at  all  uncommon, 
but  in  fifteen  years  tuberculosis  should  be  showing 
up  some  place  else,  especially  the  lungs',  which  are 
reported  as  normal.  The  same  could  be  said  of  syph- 
ilis, but  we  have  a negative  Wassermann,  there  is 
no  evidence  of  it  elsewhere,  and,  in  addition,  sy- 
philis is  usually  accompanied  by  leukocytosis.  This 
man’s  condition  had  persisted  too  long  to  seriously 
consider  kala  azar  and  there  is  no  ^evidence  from 
the  blood  examination  that  there  was  a parasitic  in- 
fection. The  same  may  be  said  of  echinococcic  cyst, 
which  could  explain  that  large  spleen  and,  by  be- 
coming infected,  could  cause  death.  Our  patient 
came  from  Greece,  a region  where  this  disease  is 
common,  but  there  are  no  facts  or  findings  to  jus- 
tify such  a diagnosis. 

There  is  nothing  against  the  diagnosis'  of  mye- 
logenous leukemia  except  the  blood  picture,  and 
sometimes  we  have  a leukemia  in  which  there  are 


normal  leukocytes;  this  does  not  happen  often,  how- 
ever. The  only  thing  against  myelogenous  leukemia, 
but  I think  it  is  sufficient  to  rule  it  out,  is  the  fact 
that  there  is  no  excess  of  lymphocytes  and  an  evi- 
dence of  disturbance  in  the  relative  number  of 
white  corpuscles. 

Hodgkin’s  disease  is  a very  attractive  proposi- 
tion to  consider.  We  have  had  in  this  hospital  fairly 
recently  cases  in  which  the  lymph  glands,  which  are 
affected  in  this  disease,  were  in  the  abdomen  and 
none  of  the  superficial  glands  were  affected.  I see 
no  reason  why  it  would  not  be  possible  to  have  the 
symptoms  this  man  had  as  a result  of  Hodgkin’s 
disease.  It  seems,  though,  that  the  disease  lasted  en- 
tirely too  long  for  Hodgkin’s,  and  it  seems  that  the 
external  glands,  which  we  might  be  able  to  feel 
and  which  might  have  been  recorded,  would  have 
been  much  more  prominent.  The  only  mention  of  in- 
volvement of  lymphatic  glands  is  that  description 
of  hard,  shotty  g-lands  in  the  groin. 

You  remember  the  liver  is  said  to  be  enlarged. 
With  cirrhosis  of  the  liver  the  spleen  is  almost  in- 
variably enlarged,  but  there  is  such  a clear  cut  his- 
tory of  this  man  having  felt  his  spleen  years  and 
years  before  coming  into  the  hospital,  that  clearly 
the  spleen  must  have  been  the  starting  point  and 
not  the  liver.  The  various  forms  of  cirrhosis  of  the 
liver  could  be  ruled  out  for  that  reason. 

New  growths,  such  as  malignancy,  could  not  have 
existed  anything  like  fifteen  years. 

The  history  makes  no  mention  of  the  probable 
size  of  this  man’s  spleen,  except  that  it  was  large. 
I believe  from  the  history  that  it  was  tremendous- 
ly large  spleen.  Our  seai’ch  for  a diagnosis  is  lim- 
ited fairly  close  to  Banti’s  disease,  Gaucher’s  disease, 
leukemia  and  cysts.  I have  already  mentioned  leu- 
kemia and  cysts  and  have  given  my  reasons  for 
eliminating  these  two  conditions  from  considera- 
tion. So  far  as  Banti’s  disease  is  concerned,  it  of- 
fers a very  attractive  diagnosis.  Banti’s  is  a disease 
of  three  stages.  First,  the  slowly  enlarging  spleen, 
which  may  cover  a period  of  years,  five  or  ten  and 
even  twelve  years ; Osier  reported  a number  of  cases 
which  lasted  ten  to  twelve  years.  The  second  stage 
is  that  of  enlargement  of  the  liver.  The  third  stage 
is  the  shrinking  of  the  liver,  accompanied  by 
ascites'  and  edema  of  the  legs,  which  is  the  terminal 
stage.  Now  this  man  could  very  easily  have  had  ten 
or  twelve  years  ago  the  first  stage  of  Banti’  disease 
with  that  enlarged  spleen.  He  has  the  anemia  thar 
goes  with  that  disease, — the  number  of  reds'  is  not 
cut  down,  but  there  is  considerable  achromia,  which 
means  secondar-y  anemia.  He  should  have  had  a 
leukopenia.  I think  he  probably  did  have  leukopenia 
and  the  6300  recorded  was  in  reality  a leucocytosis 
for  him  and  is  the  result  of  the  last  kick  that  was 
in  the  man’s  system  when  he  came  to  the  hospital 
with  some  sort  of  infection. 

It  seems  possible  that  he  was  in  the  second  stage 
of  Banti’s  disease  and  that  he  died  from  hemorrhage 
from  a ruptured  spleen  and  was  prevented  thereby 
from  reaching  the  third  stage,  which  is  so  charac- 
teristic and  would  have  made  the  picture  so  com- 
plete that  diagnosis  would  have  been  easy. 

It  is  very  difficult  to  pass  up  Banti’s  disease  with- 
out making  a positive  diagnosis.  There  is  only  one 
disease,  Gaucher’s,  left  for  consideration  and  I will 
leave  the  discussion  of  that,  and  the  differential 
diagnoses  of  that  disease  and  Banti’s  disease  to  my 
colleague,  Dr.  Yount,  who  will  also  make  the  final 
diagnosis  for  our  group. 


DR.  C.  E.  YOUNT,  Prescott,  Ariz.: 

Tonight,  Group  I presents  its  final  case  for  the 
year.  In  our  valedictory  we  will  immortalize  the 
words  of  Bunting,  “The  spleen  has  ever  been  the 
organ  of  mystei'y.” 
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For  generations  the  medical  profession,  because 
of  the  limitations  of  truly  scientific  knowledge, 
seemingly  acquiesced  in  Paley’s  theory,  expressed 
in  his  “Natural  Theology,”  that,  “The  spleen  was 
merely  a soft  cushion  to  fill  up  a vacuum  or  hollow, 
which  unless  occupied  would  leave  a package  loose 
and  unsteady.” 

Anon,  Scientific  Progress, — the  mysteries  of  the 
spleen  slowly  unravelling.  Enter  Sherlock  Holmes 
and  the  Splenic  Legion, — Hodgkins,  Banti,  Bunting, 
Brill,  Bennett,  Donovan,  Dorothy  Reed,  Gaucher, 
Jauen,  Kristjanson,  Neimann,  Picks,  Virchow, 
Yates,  and  a host  of  others.  W e have  called  these 
Scotland  Yard  detectives  to  assisf  us.  Each  finds 
evidence  to  convict  one  Greek  Spleen,  but  all  have 
failed  to  locate  the  arch  conspirator  known  to  the 
slums  as  “Diagnosis.” 

We  are  quite  certain  of  the  spleen  because  the 
history  states  that  ten  years  ago  this  Greek,  then 
seventeen  years  of  age,  “felt  his  enlarged  spleen 
and  grasping  it  relieved  the  y ain  somewhat.”  Nme 
but  a Greek,  a Stoic,  would  hold  his  spleen  for  ten 
years  to  control  pain  w.thout  consulting  a doctor. 
We  believe  the  observation  is  unique  in  symptom- 
atology. 

Our  group  has  been  called  upon  to  differentiate 
every  condition  which  might  occur  in  the  upper 
abdomen  of  a Greek  of  twenty-seven.  He  is  able  to 
assist  us  to  this  extent  only;  first,  he  knows  that 
it  is  his  spleen;  second,  fifteen  years  ago  there  oc- 
cured,  as  he  believed,  the  onset  of  this  disease  ushered 
in  by  fever,  a chilly  feeling  followed  by  a hot  feel- 
ing and  some  sweating,  relieved  by  quinine.  That 
in  the  light  of  subsequent  enlargement  of  the  spleen 
could  mean  only  malaria  and  kala  azar.  However, 
his  description  of  the  type  and  character  of  his  fev- 
er and  pain  during  the  last  ten  years  points,  we  be- 
lieve, to  a different  condition  in  the  spleen,  and  ten 
days  before  admission  to  the  Massachusetts  Gen- 
eral Hospital  there  appears  a new  painful  area,  a 
small  area  just  below  the  umbilicus.  This  new 
pain  was  intermittent,  his  splenic  pain  continuous. 
Please  note  that  on  admission  there  was  no  evi- 
dence of  an  acute  abdomen,  this  new  combined  pain 
being  of  ten  days  duration.  There  had  been  diar- 
rhea for  five  days,  black  stools  on  the  day  of  admis- 
sion and  for  three  days  previous  his  legs  felt  weak, 
but  nothing  is  said  about  any  pain  in  the  joints. 
The  house  staff  certainly  did  not  consider  his  an 
acute  abdomen.  The  morning  after  admission,  after 
treating  the  pain  in  the  splenic  region  with  an  ice 
bag  and  1/6  of  morphia,  they  would  not  have  al- 
lowed him  to  leave  the  ward  for  breakfast  had  they 
thought  so.  The  subsequent  rapidly  fatal  termina- 
tion, suggestive  of  massive  internal  hemorrhage,  is 
evidence  of  failure  to  evaluate  the  dynamics  of 
that  important  symptom,  pain. 

We  believe  that  our  young  Greek  has  two  condi- 
tions; one,  a slowly  increasing  chronic  enlarge- 
ment of  the  spleen  of  at  least  fifteen  years  dura- 
tion; the  other,  an  acute  intercurrent  condition  sec- 
ondary to  the  splenic  enlargement  and  of  not 
more  than  ten  days  duration.  Under  one,  the  splen- 
omegalies', our  group  has  considered  and  eliminated 
over  thirty  causes  of  splenic  enlargement.  As  we 
review'  the  literature  of  the  splenomegalies  we  note 
a paradox  in  symptomatology,  including  fever,  the 
blood  platelets  and  blood  chemistry.  These  enigmas 
greatly  becloud  the  diagnosis  because  several  spleno- 
megalies may  at  certain  stages  have  symptoms  ab- 
solutely common  to  each  other.  Unless  the  syndrome 
is  before  you  the  diagnosis'  is  impossible.  Using  a 
homely  illustration,  the  spleen  is  one  of  many  dy- 
namos in  a plant  of  diverse  functions.  Without  stop- 
ping this  dynamo  we  may,  by  splenic  puncture,  re- 
move portions  of  it  for  chemical  and  microscopic  ex- 
amination in  the  workshop.  Without  desti’oying  or 


shutting  down  the  plant  we  may  remove  the  whole 
splenic  dynamo  and  submit  its  sections  to  histologic 
and  chemical  observation,  or  we  may  x-ray  the 
framework  of  the  whole  plant  and  thereby  gather 
valuable  data  concerning  the  condition  of  the  splenic 
dynamo.  To  be  medically  specific  then,  there  are 
certain  stages  of  the  leukemias,  Hodgkin’s  disease, 
Banti’s,  Gaucher’s  and  Neumann-Pick’s  disease,  in 
which  an  examination  of  tissue  microscopically  or 
chemically  or  both  may  be  the  only  means  of  a pos- 
itive differentiation.  In  this  connection  we  call  your 
attention  to  the  very  excellent  article  by  Welt,  Ros- 
enthall  and  Oppenheimer  (J.A.M.A.,  Feb.  23,  1929). 
Quoting  them  on  the  differential  diagnosis  from 
other  forms  of  hepato-splenomegaly,  “Banti’s  dis- 
ease, kala  azar,  leukopenic  myeogenous  leukemia 
and  tuberculosis  of  the  spleen  may  resemble  Gauch- 
er’s disease  in  certain  respects.  One  must  rely  on 
the  clinical  course  and  the  laboratory  observations 
to  exclude  kala  azar,  leukopenic  leukemia  (character- 
ized by  the  presence  of  premature  myeloid  cells), 
and  tuberculosis  (characterized  by  leukocytosis  and 
occasionally  polycythemia).  In  syphilis  the  positive 
Wassermann  reaction  and  the  normal  blood  picture 
are  helpful.  There  is  also  a rare  form  of  syphilis 
of  the  spleen  which  resembles  Banti’s  disease.  In  the 
thrombocytopenic  type  of  Banti’s  disease  the  symp- 
are  more  intense  and  hematemesis  is  com- 
mon; purpuric  manifestations  are  less  frequent, 
and  hepatomegaly  is  unusual.  The  anemia  occurs 
early,  whereas  in  Gaucher’s  disease  it  is  a late  mani- 
festation or  the  result  of  hemorrhage  and  bone 
changes.  In  the  remaining  twro  types  of  Banti’s  (the 
thrombocythemic  and  the  other  with  cirrhosis  of 
the  liver) , the  liver  is  never  enlarged.  Hanot’s 
cirrhosis  of  the  liver  is  accompanied  by  jaundice 
and  leukocytosis,  neither  of  which  is  present  in 
Gaucher’s  disease.  Bone  changes  do  not  occur  in 
these  types  of  splenomegaly  except  rarely  in  tu- 
berculosis of  the  spleen.” 

To  diagnose  our  case  one  of  Gaucher’s  disease 
may  be  an  unwarranted  assumption.  You  know 
that  Gaucher’s  disease  is  very  rare,  is  congenital 
and  familial,  which  facts  do  not  appear  in  our  his- 
tory; but  over  against  these  facts  he  had  a par- 
ticularly chronic  disease  of  at  least  fifteen  years 
duration  and  his  health  and  physical  activities  were 
not  materially  disturbed,  losing  only  a few  days 
each  winter  from  his  work  as  a cook,  until  ten  days 
ago  when  pain  about  the  umbilicus  and  in  the  left 
upper  quadrant  became  the  predominating  subjec- 
tive symptom.  Physical  well  being  accompanying 
slowly  enlarging  spleen  extending  over  at  least 
fifteen  years  inclines  us  to  consider  Gaucher’s  dis- 
ease. It  is  true  that  most  of  the  cases  reported  in 
the  literature  have  been  discovered  before  the  age 
of  twelve.  It  was  at  this  age  that  our  patient  first 
discovered  his  attacks  of  fever,  chilly  sensations 
and  sweating,  but  it  was  not  until  he  was  seventeen 
that  he  actually  noted  his  enlarged  spleen.  A spleen 
that  is  fifteen  years  enlarging  suggests,  in  a young 
person,  Gaucher’s  disease  in  spite  of  the  rarity  of 
this  disease  and  its  greater  frequency  in  the  fe- 
male (23  to  7). 

The  possibility  of  “ague  cake”  of  fifteen  years  du- 
ration and  the  probability  of  a ruptured  spleen  at 
the  end  of  this  time  has  not  been  wholly  disproven, 
but  we  know  that  the  laboratory  of  the  Massa- 
chusetts General  Hospital  has'  passed  upon  the 
blood,  and  the  factors  of  a secondary  anemia  failed 
to  excite  their  suspicion  of  malaria  as  a cause.  Craig 
tells  us  we  are  not  justified  in  making  a splenic 
puncture  to  diagnose  malaria. 

The  recurrent  fever  of  Dodgkin’s  disease  and  the 
leukemias  have  been  most  seriously  considered  but 
even  granting  a paradoxical  blood  picture  stage  of 
any  one  of  these  diseases,  their  duration  is  too 
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short  to  be  covered  by  a fifteen  year  enlargement 
of  the  spleen. 

The  points  of  similarity  in  Banti’s  and  Gaucher’s 
diseases  are  many.  They  both  have  slowly  enlarging 
spleens  requiring  years  to  reach  the  maximum.  In 
each  there  is  hepatomegaly  but  in  the  later  stages 
of  Banti’s  disease  there  is  usually  cirrhosis  and  with 
the  shrinking  of  the  liver  there  results  a pronounced 
generalized  jaundice.  In  Gaucher’s  disease  the  liver 
enlargement  never  decreases  and  we  do  not  expect 
to  find  jaundice.  In  the  enlargement  of  the  spleen 
we  find  a maximum  of  twelve  years  recorded  in 
Banti’s  disease  while  a maximum  of  thirty-six  years 
has  been  recorded  in  Gaucher’s.  But  Banti’s  disease 
presents  the  picture  of  a distressed  and  ill  patient 
throughout  most  of  its  course.  The  anemia  in  Ban- 
ti’s disease  is  of  early  appearance  and  very  pro- 
nounced. In  Gaucher’s  disease,  if  it  appears,  it  is 
very  late  in  the  disease  and  with  a low  colour  in- 
dex. In  Banti’s  disease  ultimately  the  patient  is  ab- 
solutely uniformly  jaundiced;  in  Gaucher’s  disease 
there  may  be  discoloration  over  the  exposed  por- 
tions of  the  body  but  no  jaundice  unless  you  would 
call  the  yellow  wedge-shaped  thickening  on  each 
side  of  the  cornea  jaundice.”  We  have  brown 
pigmented  scars  with  a tendency  to  purpura-like 
spots.  Our  case  presents  dark  brown  pigmentation 
of  old  scars  on  the  dorsum  of  his  feet  and  on  the 
left  thigh.  Further  we  have  a diffusely  dissemin- 
ated fine  macular,  purpuric  eruption,  most  over  the 
upper  eyelids,  forehead,  scalp,  anterior  angle  of  the 
scapula  and  over  the  splenic  area.  These  small  pe- 
techiae  varying  in  size  from  a pin  to  a lentil,  are 
occasionally  found  in  Gaucher’s  disease.  The  fre- 
quently recurring  attacks  of  fever  and  upper  quad- 
rant pain  we  believe  to  be  due  to  attacks  of  peri- 
splenitis. 

The  hemorrhage  common  to  all  the  splenomegalies 
are  found  in  Gaucher’s  disease.  Purpuras,  bleeding 
from  all  the  mucous  membranes  and  in  the  gastro- 
intestinal tract,  and  bloody  effusion  into  either  the 
pleural  or  pericardial  sacs,  and  finally  the  massive 
hemorrhages  due  to  rupture  of  large  vessels’  or  the 
rupture  of  the  spleen  itself.  The  stomach  is  the 
rarest  site  for  hemorrhage  to  take  place.  Our  case 
does  not  present  the  epistaxis  and  bleeding  from 
the  gums’  so  commonly  appearing  over  long  per- 
iods of  time  in  most  cases  of  Gaucher’s  disease,  but 
its  sudden  termination  suggests  the  massive  hemor- 
rhage, due  to  rupture  of  the  spleen. 

Blood  changes;  leukopenia  is  a definite  and  perm- 
anent accompaniment  in  most  cases  with  an  average 
of  about  3,500  cells  per  c.m.,  but  13,000  has  been 
recorded  and  Welt’s  article  cites  a case  of  a woman 
of  28  having  6,300  cells.  Our  case  is  a male  of  27 
with  6,300  cells.  The  polynuclear  cells  average  66 
per  cent;  our  case  had  72  per  cent.  The  red  cells  are 
not  much  altered  until  late  in  the  disease  when  the 
average  may  reach  3,700,000,  but  a case  with  6,000,- 
000  per  cu.  mm.  has  been  reported.  The  morphology 
of  the  red  cells  is  not  much  affected,  the  cells'  re- 
taining their  normal  contour  and  size,  the  color  of 
the  cell  being  a little  paler.  For  our  case  they  re- 
cord 5,630,000  reds,  considerable  achromia  and 
some  anisoeytosis.  The  hemoglobin  suffers  relative- 
ly more  in  diminution  than  the  number  of  cells',  an 
average  being  around  75  per  cent,  giving  a low  col- 
or index.  In  our  case  the  hemoglobin  is1  60  per  cent 
and  the  color  index  .5;  but  two  most  important  blood 
pictures,  a low  platelet  count  and  the  presence  of 
the  Gaucher  cell  are  not  given,  the  latter  because 
the  cell  has  never  been  found  in  the  peripheral 
blood  it  being  too  large  to  enter  the  skin  capillaries. 

If  the  fulness  in  the  left  flank  suggestive  of 
fluid  wave,  should  prove  to  be  ascites,  then  we  are 
either  not  dealing  with  a case  of  Gaucher’s  disease 


or  this  is  the  second  case  to  be  reported  in  the  lit- 
erature with  ascites. 

We  have  not  been  able  to  find  any  recorded  case 
of  Gaucher’s  disease  in  which  fever  is  mentioned, 
but  in  the  presence  of  some  intercurrent  affection 
which  often  causes  death  in  Gaucher’s  disease,  we 
may  readily  explain  the  rise  in  temperature.  Other- 
wise, we  would  think  at  once  of  the  leukemias, 
Banti’s  disease  and  Hodgkin’s  disease.  But  we  can 
find  no  recorded  cases  of  any  of  these  of  fifteen 
years  duration. 

Finally,  according  to  Welt  et  al,  “the  diagnosis  of 
Gaucher’s  disease  may  be  established  first,  by  bone 
marrow  puncture,  second,  by  splenic  puncture,  and 
third,  by  splenectomy;  or  fourth,  by  roentgen  ex- 
amination of  the  bones.  Clinical  observation  and  the 
course  alone  are  not  sufficient  to  make  a diagnosis 
with  absolute  certainty.  A biopsy  on  the  peripheral 
lymph  nodes  does  not  show  the  characteristic  path- 
ological lesions;  in  fact  the  peripheral  lymph  nodes 
are  seldom  enlarged.” 

Our  diagnosis  is  Gaucher’s’  disease. 

Discussion  at  the  Massachusetts  General 
Hospital. 

RICHARD  C.  CABOT,  M.  D. 

NOTES  ON  THE  HISTORY 

You  know  probably  how  common  malaria  is  in 
Greece  and  all  the  countries  thereabout.  We  have 
at  the  outset  no  good  reason  to  doubt  that  it  was 
malaria  and  that  his  spleen  was  one  of  the  ordinary 
large  so-called  “Mediterranean  spleens.”  In  the 
Out-Patient  Department  when  we  find  a big  spleen 
in  the  course  of  the  physical  examination  we  look  at 
the  record  to  see  if  the  patient  had  lived  near  the 
Mediterranean.  We  used  to  call  it  “Armenian  spleen,” 
so  many  Armenians  live  near  the  Mediterranean. 
But  we  found  it  in  people  from  other  countries  too. 
Armenian  spleen  is  malarial  spleen  in  some  cases, 
perhaps  most. 

Malarial  “fever  and  chills”  is  a strange  thing  to 
occur  in  winter.  We  do  not  expect  mosquitoes  to  be 
active  at  that  time. 

Relief  of  pain  by  grasping  the  spleen  is  new 
to  me.  It  is  queer  and  very  interesting. 

Dr.  Tracy  B.  Mallory:  He  gave  a very  definite 
story  at  that. 

Dr.  Cabot:  I imagine  he  squeezed  the  blood  out 
of  it.  People  do  not  feel  the  spleen  unless  it  is 
pretty  big.  Typhoid  spleen  one  could  feel.  I feel 
pretty  sure  that  it  is  going  to  be  a fairly  large 
spleen. 

It  is  certainly  a very  queer  kind  of  malaria. 

“The  left  upper  quadrant  pain  was  continuous.” 
That  sounds  as  if  it  had  to  do  with  the  stomach.  It 
might  be  due  to  pyloric  spasm,  which  is  a common 
source  of  pain  when  the  disease  is  altogether  out- 
side it. 

“His  stools  were  black.”  That  is  I think  the  pa- 
tient’s statement.  Patients’  statements  of  the  color 
of  stools  are  not  to  be  relied  on.  If  we  knew  they 
were  black  as  a black  hat  that  would  be  important 
evidence  of  hemorrhage  high  up  in  the  gastroin- 
testinal tract. 

NOTES  ON  THE  PHYSICAL  EXAMINATION 

“Bronchovesicular  breathing  throughout”  is  never 
true. 

“No  shifting  dullness,  but  . . fluid  wave.”  That 
leaves  us  in  doubt.  We  cannot  be  sure  of  ascites 
because  we  feel  a fluid  wave.  It  may  run  through 
the  fat  of  the  abdomen  when  it  is  thick,  but  that 
is  not  the  case  here. 

We  used  to  talk  about  scars  like  those  over  the 
shins  as  evidence  of  syphilis.  I do  not  believe  any- 
body says  so  today. 

You  will  remember  that  the  beginning  of  this 
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case  the  patient  was  apparently  not  particularly 
ill.  I do  not  believe  anybody  expected  he  was  going 
to  die. 

“Distention  apparently  from  the  fluid.”  I do  not 
know  what  fluid  that  means.  We  have  not  heard  of 
fluid  before. 

Dr.  Mallory:  He  had  at  this  stage  a definite  fluid 
wave  in  the  abdomen. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Cabot:  I may  as  well  say  I never  saw  a case 
like  that.  All  the  interest  concentrates  in  the  splenic 
region.  Whatever  Dr.  Mallory  reveals,  I feel  pretty 
sure  that  he  will  reveal  something  in  which  the 
spleen  is  the  center  of  interest.  We  have  to  say 
something  in  which  a very  sudden  event  occurred. 
There  are  two  sudden  events  that  can  happen  in  re- 
lation to  the  spleen. 

A Student:  Rupture  of  the  spleen? 

Another  Student:  Infarction? 

Dr.  Cabot:  That  last  is  quite  possible,  but  does 
not  usually  give  such  sudden  symptoms  as  this,  so 
I should  not  say  infarction.  Rupture  with  hemor- 
rhage is  one  of  the  things  we  must  think  of. 

A Student:  Abscess  of  the  spleen? 

Dr.  Cabot:  Yes;  ruptured  abscess'  of  the  spleen. 
That  has  happened  several  times  in  this  hospital, 
and  it  seems  to  me  we  have  to  think  of  it  as  the 
other  sudden  event  which  could  happen  in  such  a 
case. 

I cannot  interpret  this  past  history.  We  might 
say  splenic  anemia,  Banti’s  disease.  I cannot  say 
it  is  not  that.  But  he  has  very  little  anemia.  There 
is  nothing  but  the  qualitative  anemia,  the  low  hemo- 
globin and  the  achromia  with  a high  red  count, 
which  perhaps  can  be  accounted  for  by  poor  circula- 
tion and  cyanosis  of  the  extremities,  including  the 
ear.  Perhaps  he  may  have  more  anemia  than  would 
show  in  that  single  blood  count.  If  so  it  would  be 
very  comfortable  to  say  that  this  is  splenic  anemia, 
Banti’s  disease,  which  has  reached  the  stage  of  cir- 
rhosis and  therefore  of  ascites.  Against  that  is  the 
difficulty  of  demonstrating  any  ascites  until  the 
very  end,  when  it  might  perfectly  well  have  been 
something  else,  namely  b'.ood,  hemoperitoneum  or  pus 
general  peritonitis.  Banti’s  disease  is  such  a poorly 
defined  clinical  entity  that  I do  not  know  enough  to 
say  whether  or  not  it  might  have  attacks  of  fever 
such  as  he  had.  I also  know  too  little  about  kala- 
azar  to  say  whether  this  would  fit  that.  I think  I 
have  got  to  leave  that  out  of  account  and  merely 
say  that  this  is  a case  of  Banti’s  disease,  and  that 
at  the  end  he  had  a ruptured  spleen  or  ruptured  ab- 
scess of  the  spleen.  My  impression  between  these 
two  is  not  at  all  clear.  If  we  had  had  him  longer 
we  could  have  told  better.  He  died  too  soon. 

A Student:  What  was'  the  type  of  temperature? 

Dr.  Cabot:  He  was  here  such  a short  time  that 
we  do  not  get  much  help  from  the  temperature 
chart.  The  temperature  went  up  very  sharply,  then 
came  down  a bit. 

A Student:  How  do  you  account  for  this  rash,  the 
pigmented  areas  on  his  legs? 

Dr.  Cabot:  I do  not  know  how  to  account  for  it. 

A Student:  Why  couldn’t  this  be  chronic  malaria? 

Dr.  Cabot : I never  knew  a spleen  in  chronic  ma- 
laria to  come  either  to  abscess  or  to  rupture.  If 
we  say  abscess  we  have  to  account  for  its  getting 
there,  we  have  to  have  a focus  of  infection  else- 
where, and  there  is  nothing  shown  us  here. 

A Student:  When  do  you  think  the  rupture  oc- 
curred? 

Dr.  Cabot:  Perhaps  in  the  night.  He  had  had  pain 
off  and  on  for  a good  while,  due  to  stretching  of 
the  capsule.  I do  not  think  he  had  anything  but  a 
big  spleen  before  he  walked  into  the  hospital. 


Dr.  Mallory:  There  was  an  enormously  large 
spleen,  almost  down  to  the  pubis',  4 centimeters  be- 
low the  umbilicus. 

Dr.  Cabot:  We  know  it  was  not  a leukemic  spleen. 

A Student:  Why  could  this  not  be  a case  of  throm- 
bopenic  purpura? 

Dr.  Cabot:  I have  never  known  that  to  cause  such 
a big  spleen.  The  amount  of  purpura  is  very 
slight  for  that  diagnosis',  and  the  history  of  that 
would  ordinarily  be  longer. 

A Student:  Do  you  consider  this  was  an  out- 
come of  the  original  malaria? 

Dr.  Cabot:  I do  not  now  believe  that  he  had  ma- 
laria. I think  his  early  symptoms  are  connected 
with  whatever  disease  he  had  that  enlarged  his 
spleen. 

A Student:  What  else  could  it  have  been?  He  was 
better  after  quinine. 

Dr.  Cabot:  All  sorts  of  things  react  to  quinine. 
And  there  is  a difference  between  being  better  af- 
ter it  and  being  better  because  of  it.  Post  hoc  ergo 
propter  hoc  is  poor  reasoning. 

A Student:  Do  you  think  splenectomy  could 

have  saved  him? 

Dr.  Cabot:  Yes,  I think  it  is  quite  possible  that 
something  could  have  been  done  for  him  if  he  had 
been  seen  in  the  middle  of  the  night  when  the  rup- 
ture first  occurred. 

A Student:  What  else  besides  malaria  could  give 
a history  of  fifteen  years’  illness  with  a big  spleen  ? 

Dr.  Cabot:  I never  knew  of  a case  of  malaria 
that  came  only  in  the  winter  and  gave  such  short 
attacks. 

A Student:  How  long  had  he  been  in  this  coun- 
try? 

Dr.  Mallory:  I can  answer  that.  He  had  been  in 
this  country  fifteen  years.  He  was  accustomed  to 
go  back  to  Greece  each  summer.  He  was  in  Greece 
last  summer  until  the  first  of  November  of  this 
year,  when  he  came  back  to  Boston,  but  the  major- 
ity of  his  time  had  been  spent  here,  and  he  had  at- 
tacks of  that  type  here. 

A Student:  Could  it  be  aleukemic  leukemia? 

Dr.  Cabot:  That  is  a very  fashionable  diagnosis 
now,  but  I do  not  see  that  we  have  any  good  evi- 
dence of  it. 

A Student:  Lues? 

Dr.  Cabot:  I never  knew  syphilis  to  cause  rupture 
or  abscess  of  the  spleen.  I am  betting  it  is  one  of 
those  two.  Syphilis  can  enlarge  a spleen  moderate- 
ly, but  I never  knew  it  to  enlarge  a spleen  to  this 
degree. 

A Student:  Would  you  expect  an  abscess  to  last 
five  years  ? 

Dr.  Cabot:  No.  I do  not  think  it  lasted  so  long. 
I am  inclining  against  abscess  at  the  present  time. 

A Student:  Was  this  a spontaneous  rupture  or 
did  he  do  it  himself? 

Dr.  Cabot:  Neither  you  nor  I will  ever  know  that; 
but  I never  heard  of  a man  rupturing  his  own 
spleen. 

CLINICAL  DIAGNOSIS  (From  Hospital  Record) 

Splenomegaly,  ( cause  ? ) 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS 

Banti’s  disease  with  rupture  of  the  spleen,  or 

Ruptured  abscess  of  the  spleen. 

ANATOMIC  DIAGNOSES 

1.  Primary  disease. 

Myelogenous  leukemia  (aleukemic?) 

2.  Secondary  or  terminal  lesions. 

Splenomegaly. 

Rupture  of  the  spleen. 

Hemoperitoneum. 

Septicemia,  hemolytic  streptococcus. 

Rheumatic  endocarditis,  subacute. 
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DR.  MALLORY: 

This  case  was  a complete  mystery  and  to  some 
extent  still  is.  Here  is  the  spleen,  weighing  over 
two  kilograms.  It  had  ruptured,  and  the  peritoneal 
cavity  was  completely  full  of  fresh  blood.  Whether 
it  was  a spontaneous  rupture  or  whether  he  rup- 
tured it  himself  is  not  absolutely  known;  but 
there  are  two  areas  of  rupture,  both  at  the  lower 
pole,  one  on  the  anteromedial  surface  and  one  on 
the  posterolateral.  They  are  just  about  where  the 
fingers  and  thumb  of  the  right  hand  would  be 
placed  in  an  effort  to  grasp  the  lower  pole. 

Dr.  Cabot:  He  was  in  the  habit  of  taking  hold  of 
that. 

Dr.  Mallory:  Yes.  I rather  think  he  ruptured  it. 

There  are  a great  many  other  surprising  things 
about  the  necropsy.  The  liver  was  also  greatly  en- 
larged, weighing  over  3 kilograms  and  coming  4 
centimeters  below  the  costal  border.  It  was  a pale 
yellow,  and  on  section  definite  white  branching 
marks  could  be  made  out,  evidently  from  cellular 
infiltration  along  the  portal  areas. 

The  heart  showed  a typical  subacute  rheumatic 
endocarditis.  The  cultures  from  the  spleen  showed 
hemolytic  streptococcus,  also  streptothrix.  Whether 
that  means  anything  or  not  I do  not  know,  al- 
though some  one  has  reported  streptothrix  as'  being 
the  cause  of  the  splenomegaly  of  Egypt.  From 
the  vegetations  on  the  heart  valve,  carefully  washed 
in  several  dilutions  of  salt  solution  and  then  ground 
up  ,a  growth  of  streptococcus  viridans  was  obtained. 
The  blood  smear  as  reported  in  the  record  was 
practically  negative.  Frankly  I do  not  believe  that. 
The  blood  in  the  larger  vessels  in  the  various  or- 
gans of  the  body  was  nowhere  normal.  It  contained 
a great  number  of  white  cells,  extremely  undiffer- 
tiated,  which  makes  their  failure  to  react  in  an  ox- 
idaze stain  of  little  significance.  I can  not  find  any 
normal  polymorphonuclears,  though  immature  forms 
are  not  rare.  An  occasional  myelocyte  is  seen, 
eosinophiles  are  fairly  numerous  and  many  normo- 
blasts and  megaloblasts  are  present.  On  the  whole 
the  picture  strongly  suggests  an  acute  myelo- 
genous leukemia.  The  spleen  and  liver  show  a tre- 
mendous interstitial  infiltration  with  leukemic  cells, 
again  of  the  same  undifferentiated  type  so  that 
certainly  the  primary  disease  in  this  case  is  a 
leukemia,  and  we  must  assume  one  of  two  things. 
Either  the  clinical  record  of  the  blood  count  is 
wrong  or  else- — and  I am  sure  this  is  not  impos- 
sible— it  is  quite  correct,  but  the  acute  infection 
with  hemolytic  streptococcus  served  to  knock  down 
the  count  in  the  peripheral  blood  from  a previous- 
ly very  high  level  to  a practically  normal  one.  We 
have  seen  several  leukemias  in  this  hospital  during 
recent  years  where  in  the  presence  of  acute  infec- 
tion the  white  count  dropped  suddenly  from  a very 
high  level  to  a normal  or  subnormal  level. 

Dr.  Cabot:  Not  with  72  per  cent  polynuclear  cells. 

Dr.  Mallory:  I do  not  believe  that  differential 
count. 

Dr.  Cabot:  Of  course  it  is  possible  to  have  blood 
smears  or  blood  examiners  get  mixed  up,  and  that 
is  about  as  much  as  we  can  say  in  this  case.  You 
found  very  few  polynuclear  cells  in  this  case  ? 

Dr.  Mallory:  Only  a few  immature  forms.  I think 
the  blood  findings  were  entirely  incorrect. 


BOOK  REVIEWS 

HISTORY  OF  MEDiqiNE,  With  Medical 
Chronology,  Suggestions  for  Study  and  Biblio- 
graphical Data  by  Fielding  H.  Garrison,  M.D.,  Lt. 
Colonl,  Medical  Corps,  U.  S.  Army,  Surgeon-Gen- 


eral’s Office,  Washington,  D.C.  Fourth  Edition, 
Revised  and  Enlarged.  Octavo  of  996  pages,  with 
286  portraits  and  other  illustrations.  W.  B.  Saun- 
ders Company,  Philadelphia  and  London,  1929. 
Cloth,  $12.00  net. 

Those  who  are  familiar  with  this  work  on  the 
History  of  Medicine,  need  no  introduction  to  it. 
Those  who  are  not  familiar  with  it  should  be  told 
that  this  book  is  probably  the  greatest  record  in 
existence  of  the  men  and  events  which  have  made 
medicine  what  it  is  today.  The  data  of  this  book 
dates  from  the  earliest  records  to  modern  times. 
The  book  is  profusely  illustrated.  The  subject 
matter  is  easy  to  read.  A world  of  facts  is  crowd- 
ed into  relatively  few  pages. 

The  last  edition  previous  to  this  was  published 
in  1922.  Since  that  time  as  the  author  says  in  his 
preface,  “much  water  has  flowed  under  the  bridges 
and  some  striking  realignments  (changes  of  view- 
point) have  been  effected  in  the  fundamental  dis- 
ciplines of  medicine.” 

In  the  final  chapter  the  author  deals  with  the  re- 
cent chaiiges  in  medicine,  which  he  says  iaU 
submitted  “with  all  due  modesty.” 

This  book  should  be  in  every  physician’s  library. 


“COUNCIL  PASSED” 

Notification  is  being  sent  to  the  medical  pro- 
fession that  Ha'ey’s  M-O,  Magnesia  Oil  has  been 
accepted  for  N.N.R.  of  the  American  Medical  As- 
sociation. Henceforth  the  product  will  be  known 
as  Magnesia-Mineral  Oil  (25)  Haley.  This  is  a 
combination  of  Liquid  Petroleum  and  Milk  of 
Magnesia  in  the  form  of  a permanent,  uniform, 
unflavored  emulsion.  The  taste  is  not  at  all  un- 
pleasant and  the  absence  of  any  distinct  flavor 
prevents  the  habitual  user  from  growing  tired  of  it. 

The  value  of  mineral  oil  as  a lubricant  and 
emollient  for  the  treatment  of  certain  forms  of 
obstipation  has  been  well  established.  In  many 
cases',  however,  there  is  added  to  the  need  for  lu- 
brication the  indication  for  the  use  of  a mild  lax- 
ative and  antacid  for  which  purpose  years  of 
clinical  use  have  demonstrated  Milk  of  Magnesia 
to  be  ideal.  Practically,  there  exists  in  many 
cases  of  intestinal  stasis  and  constipation  a hy- 
peracid condition  which  calls  for  the  use  of  an 
antacid.  Magnesia-Mineral  oil  (25)  Haley  has 
therefore  a therapeutic  field  considerably  broader 
and  more  diversified  than  is  the  case  with  either 
one  of  its  ingredients  considered  singly. 

Another  policy  of  the  makers  of  this  product 
is  to  be  generous  in  the  matter  of  samples  for 
clinical  trial  and  requests  for  same  are  always 
given  prompt  attention.  The  Haley  M-O.  Co.  Inc. 
Geneva,  N.  Y. 


NEW  DEVILBISS  OFFICIALS 

Following  the  death  of  Mr.  Thomas  A. 
DeVilbiss  of  Toledo,  late  president  of  the  DeVil- 
biss  Company,  manufacturers  of  medicinal  nose 
and  throat  sprays,  the  following  officers  of  the 
company  were  elected:  President,  Allen  Cutchess, 
nephew  of  Thomas  A.  Devilbiss,  who  has  been  as- 
sociated with  the  firm  for  many  years.  Other  of- 
ficers are  Frank  Bailey,  vice-president  and  general 
manager;  Frank  C.  Penoyar,  secretary;  Walter  W. 
Conklin,  treasurer;  Howard  DeVilbiss,  son  of  the 
late  Thomas  A.  DeVilbiss,  assistant  secretary;  Wil- 
liam F.  Gradolph,  general  sales  manager.  Mr. 
Graaolph  was  formerly  sales  manager  of  the  Pain 
Spray  Division  of  the  DeVilbiss  Company. 
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HIRAM  W.  FENNER 
(Carmel,  Calif.) 

In  the  death  of  Dr.  Hiram  W.  Fenner,  at 
his  home  at  Carmel,  Calif.,  there  passed 
another  of  the  few  surviving  organizers  of 
the  Arizona  Territorial  Medical  Association. 
Although  not  strictly  a charter  member  of 
the  Association,  Dr.  Fenner  entered  the 
newly  formed  organization  in  its  second 
year  and  was  thereafter  identified  with  its 
activities  for  twenty  five  years  or  more, 
during  all  of  which  time  he  practiced  in 
Tucson.  He  was  president  of  the  Association 
in  1901,  and  was  an  active  member  of  the 
Pima  County  Society  during  his  many  years 
of  practice  in  Tucson. 

Several  years  ago,  Dr.  Fenner  retired 
from  practice  and  moved  to  Carmel,  where 
he  died  on  May  4th  at  the  age  of  seventy 
years.  At  the  time  of  the  annual  meeting 
on  Tucson  in  1928,  he  was  invited  to  be  a 
guest  of  honor,  but  was  too  ill  to  attend  the 
meeting.  His  many  friends  in  Arizona  will 
mourn  his  passing. 


JOHN  B.  HILL 

In  the  death  of  Dr.  John  B.  Hill,  of  Glen- 
dale, Ariz.,  a faithful  member  of  the  Mari- 
copa County  Society  passed  away.  Although 
retired  from  active  practice  of  medicine,  Dr. 
Hill  maintained  his  membership  in  the  or- 
ganization mentioned.  He  was  a graduate 
of  the  College  of  Physicians  and  Surgeons 
of  Keokuk,  Iowa,  class  of  1881,  and  of 
Jefferson  Medical  College  in  1887.  He  prac- 
ticed in  Kansas  prior  to  moving  to  Arizona. 
He  located  in  this  state  in  1907.  He  died  on 
May  28th,  at  age  of  seventy  two. 


EXPLOITATION  THE  PRICE  OF 
PROSPERITY 

To  become  a prosperous  community  is  an 
end  devoutly  desired  by  every  city.  When 
this  end  is  attained,  a peculiar  result  usually 
follows,  and  that  is  the  attraction  of  quacks 
and  fakes  of  various  sorts,  whose  livlihood 
depends  on  the  “free  money”  of  a prosper- 
ous people.  Phoenix  suffers  from  a proxi- 
mity to  the  greatest  aggregation  of  quacks, 
fakes  and  cults  ever  accumulated  by  any 
city  on  the  face  of  the  globe, — namely,  Los 
Angeles.  Since  the  Wilshire  horse-collar  and 
the  Crane  electrical  belt  were  driven  from 
Phoenix  by  a vigilant  Chamber  of  Com- 
merce, after  they  had  mulcted  the  com- 
munity of  thousands  of  dollars,  the  Los 
Angeles  quacks  have  made  a practice  of 
quick  clean-up  and  fast  get-away.  The  most 
recent  representative  of  this  group  was  the 
“Cold  Ultra  Violet  Ray”  outfit  which  cir- 
cularized the  physicians  of  Phoenix,  demon- 
strated their  product  at  the  Adams  Hotel  in 
Phoenix,  set  their  lines  and  hooks  out  for 
the  suckers  and  retired  to  safety.  We  are  in- 
formed by  the  American  Medical  Associa- 
tion that  the  supposed  inventor  of  this  de- 
vice is  one  Frederick  Finch  Strong,  closely 
associated  with  the  Abrams  quackery  and 
with  George  Starr  White,  a versatile  quack 
of  Los  Angeles,  who  has  been  exposed  many 
times  by  the  journal  of  the  A.  M.  A.  The 
alleged  Cold  Violet  Ray  device  appears  to 
capitalize  the  spectacular  neon  light,  which 
is  very  showy  but  without  any  known  the- 
rapeutic value. 


BERNALILLO  COUNTY  HEALTH  DE- 
PARTMENT REPORT 

We  acknowledge  receipt  of  the  very  ex- 
cellent annual  statistical  report  of  Dr.  James 
R.  Scott,  joint  health  officer  for  the  city  of 
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Albuquerque  and  Bernalillo  County,  detail- 
ing some  of  his  activities  during  the  year 
1928.  Among  these  are  noted  60  lectures, 
321  newspaper  articles,  720  examinations  of 
food  handlers,  1135  sanitary  inspections  of 
premises,  2478  visits  to  contagious  cases  or 
suspects,  82  talks  to  classes  on  hygiene,  and 
so  forth.  We  commend  this  report  to  those 
who  might  be  interested  in  learning  what  a 
public  health  official  does  to  earn  his  munifi- 
cent salary. 


UNDULANT  FEVER  FROM  MILK 

The  growing  importance  of  raw  milk  as  a 
source  of  infection  by  the  organisms  of  un- 
dulant  fever  (militensis  and  abortus)  is 
hardly  appreciated  by  the  majority  of  clini- 
cians. At  the  American  Meckcal  Associa- 
tion meeting  in  Portland,  Dr.  Hardy,  of  the 
U.  S.  Public  Health  Service,  is  presenting  a 
paper  reviewing  this  subject.  A very  strik- 
ing demonstration  of  the  insidious  and  dif- 
ficult problems  presented  by  the  epidemiolo- 
gic and  clinical  phases  of  undulant  fever  is 
given  by  King  and  Caldwell  (Am.  Jour.  Med. 
Sci.,  July,  1929)  in  their  description  of  in- 
vestigations of  the  Metropolitan  Life  Insur- 
ance Company  Sanatorium  at  Mount  Mc- 
Gregor, N.  Y.,  and  the  milk  supply  for  this 
institution.  The  patients  in  this  sanatorium 
received  an  exceptionally  high  quality  of 
raw  milk  from  one  of  the  company  farms. 
Sanitary  conditions  were  ideal  in  the  dairy 
and  the  bacterial  counts  seldom  went  over 
500.  Of  the  118  cows  tested,  thirtv-seven 
gave  positive  agglutination  for  the  Brucella 
abortus,  and  from  twenty-four  cows  positive 
cultures  were  obtained.  Of  510  patients  and 
89  staff  members,  eighty-two  were  found  to 
be  infected.  The  symptoms  of  abortus  in- 
fection are  usually  mild  and  practically  al- 
ways attributed  to  something  else  than  the 
true  cause ; a lowgrade  fever,  with  some- 
what indefinite  pains  in  joints  or  muscles, 
will  usually  be  ignored  by  the  patient  or 
passed  over  lightly  by  the  physician.  The 
fact  must  not  be  lost  sight  of,  however,  that 
the  infection  can  persist  over  a long  period 
and  is  likely  to  take  a turn  for  the  worst  at 
any  time. 

It  is  unquestionably  true  that  sanitary 
criteria  for  dairies,  and  bacteriologic  counts 
of  milk  are  no  longer  sufficient  to  insure  a 
safe  raw  milk.  Much  more  than  this  is  re- 
quired of  the  public  health  authorities  if 
they  are  to  protect  the  consumer  of  milk 
from  danger. 


THE  NEW  MEXICO  MEETING 

A detailed  report  of  the  annual  meeting 
of  the  New  Mexico  Medical  Society,  held  at 
Taos,  June  12  to  14,  will  be  made  in  a sub- 
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sequent  issue.  A very  enjoyable  program 
was  presented  and  the  local  arrangements 
were  excellent,  thanks  to  the  efforts  of  Dr. 
T.  P.  Martin  of  Taos,  president  of  the  So- 
ciety. The  headquarters  were  at  the  San 
Fernando  Hotel,  and  the  scientific  program 
given  in  the  Montener  Theatre,  where  lan- 
tern and  screen  were  available  for  slides. 
Dr.  F.  H.  Crail,  of  Las  Vegas,  was  induct- 
ed into  the  presidency  at  the  opening  ses- 
sion and  thereafter  presided. 


GOOD  SAMARITAN  HOSPITAL 
(Phoenix,  Arizona) 

(April  Staff  Meeting) 

The  medical  and  surgical  staff  of  the  Good 
Samaritan  Hospital  met  on  April  29,  with  twenty 
members,  associate  members  and  guests  present. 

The  secretary  read  the  minutes  of  the  last  meet- 
ing. 

DR.  S.  I.  BLOOMHARDT  deported  upon  the 
deaths  of  the  last  two  months  as  follows:  There  were 
fourteen  deaths.  5162  had  no  diagnosis;  an  aged 
Mexican  was  picked  up  on  srteet  and  expired  shortly 
after  admission.  4987  had  lobar  pneumonia,  acute 
endocarditis  and  septicemia.  6012  had  post  influ- 
enzal lobar  pneumonia.  5079  had  broncho-pneu- 
monia and  kidney  lesion.  5060  had  lobar  pneumonia. 
4926  had  malignant  hypertension,  cardiac  dilatation, 
arteriosclerosis  and  chronic  nephritis.  5070  had 
chronic  valvular  heart  disease  and  chronic  arthritis. 
4959  had  myocardial  disease  and  pulmonary  tuber- 
culosis. 5104  had  pulmonary  tuberculosis.  5109  had 
obstruction  of  bowel.  5105  had  cancer  of  liver, 
secondary  to  cancer  of  right,  breast.  5032  had  acute 
appendix  and  biabetes.  5010  had  pregnancy  with 
eclampsia.  4551  had  malignancy.  The  four  pneu- 
monia cases  had  fair  histories;  Case  4987  was  ex- 
ceptionally well  worked  up. 

COMMENTS 

We  have  heard  papers  and  read  about  pneumonia 
in  the  past  few  years,  but,  as  was  so  aptly  put  at  the 
recent  Prescott  meeting,  our  end  results  in  pneu- 
monia are  much  as  they  were  30  years  ago;  for 
that  reason  we  should  everlastingly  take  advantage 
of  every  know  i phase  and  sanely  try  every  scientific 
method  of  treatment. 

There  does  seem  to  be  a steadily  growing  ac- 
cumulation of  evidence  to  show  the  value  of  anti- 
pne.umococcic  serum  in  lobar  pneumonia.  To  judge 
the  value  of  this  treatment,  there  must  he  a con. 
parison  with  the  results  obtained  in  cases  which 
have  not  been  given  serum.  Such  a control  series 
has  been  studied  at  the  Harlem  Hospital.  The  dif- 
ficulty of  judging  the  effect  of  the  serum  was  well 
recognized  since  about  seven  out  of  every  ten 
patients  recover  without  the  use  of  the  serum  and 
a short  series  of  fatalities  might  lead  to  unwarrant- 
ed condemnation  of  the  serum.  A plan  was  adopted 
to  place  each  alternate  patient  with  pneumonia  in 
the  series  to  be  treated  with  serum.  Then  a defi- 
nite system  was  adopted  for  classifying  a'l  the 
cases  of  pneumonia,  according  to  the  symptoms  and 
their  degree;  169  received  serum  and  169  were 
controls.  Certain  broad  conclusions  become  evident. 
For  example,  it  has  often  been  maintained  that  the 
excellent  results  from  serum  treatment  have  been 
due  to  early  hospitalization ; but  in  the  serum  series, 
it  was  found  (as  regards  types  I and  H)  that  the 
mortality  was  less  than  the  control  cases  whether 
admitted  early  or  late  in  the  illness.  There  was  a 
definite  shortening  of  illness  among  those  receiving 
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the  serum,  compared  with  those  who  did  not.  Ap- 
parently, too,  the  serum  delayed  death  in  fatal 
cases.  In  type  I with  serum  there  were  18  deaths 
per  100  cases  and  without  serum  34  deaths  per  100 
cases.  In  type  II  with  serum  there  were  23  deaths 
per  100  cases  and  without  serum  37  deaths  per  100 
cases.  In  type  III  with  serum  there  were  46  deaths 
per  100  cases  and  without  serum  41  deaths  per  100 
cases.  In  type  IV  with  serum  there  were  12  deaths 
per  100  cases  and  without  serum  8 deaths  per  100 
cases. 

Bacteremia  in  pneumonia  indicates  a grave  prog- 
nosis. In  such  serious  conditions  as  bacteremia, 
the  use  of  serum  is  of  striking  value.  A comparison 
of  those  receiving  serum  in  such  cases  with  those 
who  did  not  showed  that  in  type  I the  mortality  wias 
reduced  by  about  51  per  cent;  in  type  II  there  was 
a reduction  in  mortality  of  49  per  cent.  It  is  im- 
portant for  the  serum  to  be  given  early.  The  main 
point,  I gather,  in  the  giving  of  the  serum  is  that 
it  should  be  made  available  for  the  body  fluids  as 
soon  as  possible;  intravenous  administration,  there- 
fore, is  perferab’.e  to  intramuscular.  Peek  has 
made  a strong  appaal  for  the  adoption  of  standard- 
ized units  as  is  done  with  diphtheria  and  tetanus 
antitoxin  and  no  doubt  before  long  this  will  be 
satisfactorily  done. 


Case  4926,  female  age  54,  had  malignant  hyper- 
tension, cardiac  dilation,  arterio-sclerosis  and  chron 
ic  nephritis;  B.  P.  280/170.  One  month  before 
admission  had  cholecystitis.  She  had  enlarged  heart, 
liver  enlarged,  edema,  and  died  14  day  after  ad- 
mission— autopsy  secured;  well  written  up.  An  ex- 
cellent record,  consisting  of  comprehensive  history, 
good  physical,  b'ood  pressure  readings,  progress 
notes,  laboratory  findings  and  autopsy.  Would  that 
we  could  have  more  like  it!!  Autopsy  record  as  fol- 
lows: 

Body  of  female,  age  about  60,  with  rigor  mortis 
well  developed.  Body  opened  in  midline  from  upper 
end  of  sternum  to  symphysis  pubis. 

Pleural  space  free  on  left,  with  fairly  extensive 
but  delicate  adhesions  to  anterior  chest  wall  on  right. 
Slight  excess  of  fluid  in  pericardium ; considerable 
fatty  deposit  on  heart;  heart  about  twice  normal 
size  with  number  of  fairly  firm  white  clots;  left 
auricle  dilated  twice  normal  size,  with  wall  25  mm. 
in  thickness; aortic  valves  normal  with  coronary 
orifices  patent;  right  ventricle  not  greatly  hyper- 
trophied; mitral  valve  flaps  show  no  sclerotic 
changes;  atheromatous  patches  in  aorta,  around 
coronary  openings,  and  in  descending  aorta.  Slight 
passive  congestion  of  lungs.  Liver  is  one-third  to 
one-half  larger  than  normal;  liver  tissue  friable 
with  many  hemorrhageic  spots.  Spleen  normal  in 
size  and  appearance.  Left  kidney  has  much  perire- 
nal fat  and  a cyst,  an  inch  in  diameter,  filled  with 
dark  greenish  fluid,  just  beneath  the  capsule.  Right 
kidney  shows  much  perirenal  fat.  Both  kidneys  show 
fibrous  changes,  more  marked  in  right.  Appendix 
normal.  Gall-bladder  is  large,  filled  with  bile,  com- 
pressible with  difficulty. 

Pathological  Diagnosis:  Arteriosclerosis;  cardiac 
hypertrophy;  cardiac  dilatation;  nephritis;  passive 
congestion  of  liver. 

Sections  of  kidney  show  extensive  fibrous  in- 
crease, many  of  the  glomeruli  being  replaced  by  new 
fibrous  tissue  and  there  is  a fibrous  excess  in  the 
supporting  structure  of  the  tubules.  The  blood 
vessels  show  thickened  walls  and  in  some  areas  the 
lining  epithelium  of  the  tubules  is  lost.  The  changes 
are  those  of  chronic  interstitial  nephritis  with 
evidence  of  acute  tubular  degenerative  changes. 

(H.  P.  Mills,  Pathologist). 


Case  4959.  Had  injury  to  left  side  with  myo- 
carditis and  pulmonary  tuberculosis.  Was  admitted 
to  hospital,  stating  he  had  had  a fall;  no  bruises  or 
lacerations  could  be  found.  This  was  his  fourth 
admission  in  past  two  years  for  myocarditis  and 
tuberculosis. 

Case  5104,  male  38  had  pulmonary  tuberculosis. 
Hemorrhage  from  extensive  cavitation ; had  pul- 
monary tuberculosis  for  four  years  following  in- 
fluenza in  1923;  hemorrhage  in  1924;  large  cavita- 
tion left  upper  lobe;  two  weeks  before  admission 
began  hemorrhage.  It  seemed  best  on  account  of 
previous  inability  to  collapse  lung  and  do  a phre- 
nectomy.  Good  physical.  Progress  notes  for  day 
following  operation  said:  pain  in  region  of  dia- 
phi’agm  on  left  side  and  spreading  to  the  back  and 
to  the  right  side.  Continues  to  raise  little  blood 
each  day.  Four  days  later,  he  raised  large  amount 
of  blood  and  expired  15  minutes  later  from  hemor- 
rhage. 

COMMENT 

The  literature  upon  surgical  treatment  of  pul- 
monary tuberculosis  is  large  and  grows  larger  each 
day.  Archibald  has  had  the  widest  experience  on 
this  side  of  the  water  and  his  statistics  and  deduc- 
tions are  interesting.  He  states  with  emphasis  that 
the  indication  for  surgical  operations  upon  the 
tuberculous  patient  must  depend  upon  evidence  of 
resistance.  The  evidence  of  resistance  is  scarring, 
Indications  for  operations  in  his  language  are:  “If, 
as  the  result  of  consultation  with  the  competent 
internist,  and  a careful  consideration  of  the  clinical 
course,  physical  findings  and  roentgen  ray  films 
(If  possible  a complete  series  of  these)  it  is  de- 
termined that  the  chiefly  affected  lung  (very 
rarely  is  the  disease  unilateral)  is  tending  strongly 
to  healing  through  fibrotic  contraction,  but  is  pre- 
vented from  complete  healing  by  cavitation  or  by 
insufficient  yielding  of  the  surrounding  structures, 
then  the  operation  of  thoracoplasty  is  indicated.” 

He  adds  that  numerous  honey-comb  abscesses  and 
single  cavities  >at  the  apex  are  suitable  but  several 
large  cavities  in  both  lobes  constitute  too  big  a task. 
His  statistics  published  in  1928  were  149  cases 
operated,  of  which  76  were  for  uncomplicated  uni- 
lateral disease.  There  were  104  total  posterior 
thoracoplasties  with  two  deaths  and  13  partial  pos- 
terior operations  with  seven  deaths  or  a total  of  7.7 
per  cent.  These  deaths  occurred  within  two  months 
after  the  operation,  the  arbitrary  time  adopted  by 
most  authors  for  claiming  a death  as  an  operative 
one.  Additional  deaths  occurred  from  the  progress 
of  the  disease,  making  a total  of  18  or  15.4  per 
cent  mortality.  Hedblom  gives  as  indications  for  ex- 
tra pleural  thoracoplasty;  “With  other  lung  satis- 
factory, no  definite  progress  towards  recovery  fol- 
lowing adequate  sanitarium  treatment  or  its  equi- 
valent, and  adequate  pneumothorax  collapse  impos- 
sible owing  to  adhesions.  The  ideal  condition  with 
respect  to  the  opposite  lung  is  one  in  which  there 
is  nn  evidence  of  disease  of  any  kind,  but  a 
healed  focus  or  an  inactive  one,  with  or  without 
cavitation,  does  not  contra-indicate  operation.  A 
definitely  active  progressive  tuberculous  process, 
or  well  marked  non  tuberculous  process  in  the 
better  lung,  contra-indicates  operation.  An  as- 
sociated tuberculous  empyema  with  large  cavity, 
whether  primary  or  secondary  to  pneumothorax 
collapse,  is  an  indication  for  operation.” 

Hedblom  reported  11  cases  of  phrenico-exeresis 
on  patients  with  evident  bilateral  involve- 

ment unfavorable  for  thoracoplasty.  Three  were 
definitely  improved  and  four  temporarily  benefited. 
One  died  a few  days  after  operation  from  symptoms 
cf  respiratory  failure  and  three  have  died  at  varying 
periods  following  operation.  Of  22  patients  on 
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whom  thoracoplasty  alone  was  performed,  nine  are 
considered  symptomatically  cured,  ten  greatly  im- 
proved, two  died,  apparently  from  operation,  six 
patients  had  a combination  of  thoracoplasty  and 
phrenico-exeresis  with  great  improvement  in  all.  He 
apparently  considers  phrenico-exeresis'  as  a pest 
operation  to  determine  whether  or  not  thoracoplasty 
may  be  safely  done  and  as  a supplementary  opera- 
tion to  thoracoplasty.  It  may  be  used  on  patients 
who  are  in  poor  condition  for  thoracoplasty  and  in 
whom  adhesions  prevent  artificial  pneumothorax. 
He  also  thinks  it  is  a supplemental  feature  to  arti- 
ficial pneumothorax. 


Case  5109  had  bowel  obstruction.  Strong,  healthy 
boy;  appendix  removed  four  years  ago;  otherwise 
had  never  been  sick.  Three  days  before  admission 
pain  in  abdomen;  bowels  had  not  moved  since  that 
time  in  spite  of  five  or  six  doses  of  various  cathar- 
tics, including  C.  C.  pills,  castor  oil  cascara  and 
citrate  of  magnesia.  Was  seen  at  this'  time  by  an- 
other physician  and  brought  into  hospital,  opened  up 
and  obstruction  of  ileum  about  six  inches  from  its 
opening  into  cecum  was  found,  it  being  bound  down 
in  a mass  of  adhesions  around  the  old  appendiceal 
scar.  Severing  of  adhesions  relieved  obstruction. 
Patient  died  on  table.  Well  worked  up  record. 

Case  5032,  male,  76  years,  had  acute  appendicitis, 
diabetes.  A very  interesting  and  extremely  well 
worked  up  case  of  acute  appendicitis  developing  in  a 
diabetic,  which,  in  spite  of  insulin,  careful  nursing 
and  splendid  treatment,  ended  in  failure  to  live. 
Another  example  of  the  type  of  record  we  are  so 
desirous  of  in  this  hospital. 

Case  5105,  female,  aged  68,  had  carcinoma  of  liver 
following  cancer  of  right  breast-  removed  two  years 
ago.  Terminal  case  upon  admission,  a large  mass 
was  felt  in  region  of  the  liver,  gall  bladder  and 
pancreas. 

COMMENT 

Muller,  in  a review  of  cancer  of  the  breast,  states, 
“The  treatment  of  cancer  of  the  breast  is  intriguing 
because  the  organ  is  so  accessible  and,  therefore, 
susceptible  of  diagnosis.  There  seems  no  reason  why 
the  percentage  of  permanent  cures  after  operative 
removal  should  not  be  far  greater  than  it  is  at 
present  and,  as  the  operation  is  technically  a good 
one,  the  trouble  seems  to  be  one  of  diagnosis.” 
Greenough  recognizes  this  fact  when  he  states,  “The 
fact  that  70  to  90  per  cent  of  cases  of  breast  cancer 
can  be  cured  if  operated  on  during  the  local  or  early 
stage  of  the  disease,  before  the  axillary  lymph 
nodes  are  affected,  is  sufficient  evidence  of  the  truth 
of  the  statement  that  the  difficulty  of  recognition 
by  patient  and  by  physician  is  chiefly  to  blame  for 
results.”  In  a symposium  on  cancer  of  the  breast 
in  1927,  Wainwright  makes  a number  of  points  when 
he  shows  a series  of  miscroscopic  slides.  He  says 
some  surgeons  have  maintained  it  is  not  necessary 
to  remove  the  large  pectoral  muscles  provided  the 
facia  is  dissected  off.  He  shows  cancer  cells  in  and 
around  the  muscles  and  believes  that  it  hardly  is 
cogent  to  argue  that  it  is  not  necessary  to  remove 
the  muscles  because  the  metastasis  is  not  seen  in 
the  abdomen  or  thorax ; if  carcinomatous  deposits 
are  left  behind,  even  not  large  ejrugh  to  be  detected 
clinically,  cells  escape  to  form  fatal  metastasis  at  a 
distance.  He  shows  that  multiple  tumors  may  be 
carcinomatous,  and  that  duct  stasis  is  a predispos- 
ing cause  of  carcinoma.  The  more  frequent  and 
prolonged  the  lactation,  the  less  liability  to  carci- 
noma; hence,  single  women  have  breast  cancer  more 
often  than  married  women.  He  showed  a scirrhus 
carcinoma  in  the  center  of  which  lay  a typical  fib- 
roma which  undoubtedly  gave  use  to  the  carcinoma 
at  the  core  of  which  it  lay.  The  therapeutic  value  of 


irradiation  in  the  treatment  of  mammary  cancer 
is  of  great  importance  and  needs  to  be  carefully 
evaluated  in  view  of  the  skepticism  regarding  the 
results  of  purely  surgical  treatment  and  in  view 
of  the  extravagant  claim  made  for  radiation  by  some. 
Some  of  the  authorities  claim  radiation  of  little  or 
no  use,  others,  the  direct  opposite.  As  to  the  treat- 
ment by  irradiation,  Muller  is  of  the  opinion  that 
one  of  the  difficulties  experienced  in  evaluating 
this  method  of  treatment  lies  in  the  fact  that  the 
techniic  seems  to  vary  so  widely  with  different  oper- 
ators. Webster,  radiologist  of  the  Middlesex  Hospi- 
tal, London,  writing  after  an  experience  of  600  cases, 
believes  that  both  in  the  pervention  and  cure  of 
cancer  of  the  breast,  radiological  measures  could  be 
employed  with  advantage  much  more  extensively 
than  they  are  at  present.  He  believes  this  treat- 
ment will  render  cases  operable  which  are  on  the 
border-line,  will  minimize  the  occurrence  of  recur- 
rence. may  lead  to  cure  in  proportion  of  early  and 
even  advanced  cases  and  is  invariably  successful  in 
the  precarious  chronic  mastitis. 


Case  5010  is  discussed  later  at  this  meeting. 

Case  5070  had  chronic  arthritis,  chronis  valvular 
heart  disease,  chronic  endocarditis.  Aged  female 
with  history  of  chronic  arthritis  for  many  years,  in 
extremely  poor  state  of  health.  Scant  history  and 
physical;  there  is  no  discussion  as  to  whether  any 
attempt  had  been  made  to  determine  focus  of  in- 
fection which  was  so  damaging  to  this  body. 

COMMENT 

Concerning  focal  infection  and  chronic  arthritis, 
Cecil  has  been  doing  good  work.  He  makes  the  point 
and  we  hear  it,  and  perhaps  agree  with  it,  each  day 
that  there  has  been  a reaction  against  the  general 
views  regarding  the  importance  of  focal  infection  in 
arthritis  and  neuritis.  There  is  a strong  sentiment 
against  speaking  of  “chronic  infectious  arthritis”. 
He  claims  the  reaction  has  taken  place  because  there 
is  now  so  much  evidence  to  show  that  removal  of 
foci  of  infection  does  not  always  improve  the  ar- 
thritis, altho  in  instances  this  must  be  because  the 
focus  is  not  removed  early  enough.  Again  he  claims 
the  degenerative  arthritis  that  comes  late  in  life, 
characterized  by  bony  and  cartilaginous  changes',  is 
not  differentiated  from  the  infectious  type.  He 
aptly  puts  it,  “Too  many  teeth  and  tonsils  have 
been  removed  in  the  latter  type  of  arthritis  and,  of 
course,  with  great  disappointment.  The  failure  to 
detect  the  foci  so  often  lies  in  not  taking  enough 
trouble  to  look  for  them,  rather  than  in  ignorance 
of  where  they  may  be.”  The  strongest  evidence  of 
chronic  infectious  arthritis'  is  found  in  the  experi- 
ence which  every  active  physician  must  have  had  in 
the  beneficial  effects  of  the  prompt  and  early  re- 
moval of  the  foci.  Cecil  has  isolated  in  a large  num- 
ber of  cases  green  streptococci  from  the  blood  by 
special  technic.  Cecil,  in  summarizing,  thinks  the 
most  reasonable,  if  still  unproven,  explanation  is 
that  they  do  come  from  foci  of  infection  and  are 
actually  responsible  for  the  lesions.  Inability  to 
find  these  streptococci  in  the  blood  does  not  prove 
their  absence,  as  blood  cultures  may  be  negative  at 
one  time  and  positive  at  another.  These  streptococci 
seem  to  come  out  at  irregular  intervals  and  this 
might  explain  the  “flare-up”  to  which  these  patients 
are  subject.  He  strongly  supports  the  practice  of 
attacking  foci  of  infection  early.  He  claims  we  are 
too  apt  to  think  that  merely  removing"  a diseased 
tonsil  or  a chronically  inflamed  appendix,  or  an  in- 
flamed Bartholin  gland  will  cure  the  patient;  ex- 
perience shows  that  all  these  removals  may  be  of 
no  avail  if  they  have  been  in  action  over  a number 
of  years. 
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DR.  F.  B.  SHARPE  discussed  Case  5010,  under 
diagnosis  of  “Toxemia  with  Hemorrhagic  Tendency 
and  Abruptio  Placentae.” 

Case  5010,  white  woman,  age  27,  married  three 
and  one-half  years,  came  under  my  care,  para  one 
about  six  months  pregnant.  Three  sisters  not  able 
to  carry  children  to  term.  Cause  undertermined.  One 
aunt  died  late  in  pregnancy  from  eclampsia.  Has 
had  the  usual  childhood  diseases,  influenza  in  1918, 
and  was-  told  she  had  appendicitis  three  months  ago. 
Menstruation  has  always  been  normal. 

Physical  examination  showed  her  to  be  a thin, 
poorly  nourished  woman  of  medium  height,  weight 
105  pounds.  The  tongue  had  several  sharply  de- 
fined plaques  with  beefy  red  central  portions  and 
grayish  peripheries,  diagnosed  as  erythema  mi- 
grans.  Her  general  condition  was  negative.  The 
blood  pressure  was  114/68.  The  uterine  fundus 
was  at  the  umbilicus.  Fetal  heart  tones  were 
easily  heard.  Measurement  showed  a justo  minor 
pelvis  with  a somewhat  narrowed  outlet.  Endo- 
cervicitis  with  erosion  and  discharge  was  pres- 
ent. The  Wassermann  was  negative. 

Because  of  her  family  history  and  her  not  en- 
tirely favorable  condition,  she  was  seen  even 
more  frequently  than  is  customary,  the  longest 
period  between  observations  being  seven  days. 
She  was  seen  a few  minutes  after  she  had  fallen 
off  a porch.  Headache  was  present  and  she  com- 
plained oi  not  seeing  well.  Blood  pressure  was 
normal.  After  symptomatic  treatment  she  im- 
proved. From  then  on  she  complained  at  inter- 
vals of  pain  in  the  right  lower  quadrant,  but 
was  always  relieved  by  hot  water  bottles  and  at- 
tention to  the  bowels.  She  was  instructed  as  to 
diet  and  rest;  the  cervix  was  treated,  and  the 
blood  pressure  and  urine  were  watched  carefully. 
At  seven  months  she  had  an  attack  of  influenza 
which  responded  readily  to  treatment.  She  felt 
tired  afterward,  and  a week  later  had  a blood 
pressure  of  148/88,  and  complained  of  pain  in 
the  back  of  her  neck.  Three  days  later  the 
blood  pressure  was  154/90  in  spite  of  bed  rest,  car- 
bohydrate diet  and  forced  fluids.  There  was  a 
trace  of  albumin  in  the  urine,  but  no  edema  of 
the  extremities.  Three  days  later  the  blood  pres- 
sure had  dropped  to  132/78,  and  the  headache 
had  disappeared.  Again,  three  days  later  she  was 
seen  after  she  had  taken  a forbidden  automobile 
ride  during  which  she  had  a severe,  tearing  pain 
in  the  right  side  of  the  abdomen.  She  stated 
that  it  felt  as  though  the  baby  had  dropped.  She 
had  a severe  parietal  headache,  disturbance  of  vis- 
ion and  nausea.  The  blood  pressure  was  220/120. 
Petechial  hemorrhages  occurred  under  the  skin 
where  the’  arm  band  of  the  sphygmomanometer  had 
been.  The  uterine  fundus  was  midway  between 
the  umbilicus  and  the  xiphoid,  the  organ  being 
globular  moderately,  and  slightly  tender.  The 
fetal  heart  tones  were  140  and  well  heard.  The 
eyegrounds  were  negative. 

The  patient  was  sent  into  the  hospital  where 
the  colon  was  irrigated  and  intravenous  magne- 
sium sulphate  and  glucose  given  alternately  about 
every  hour  during  the  night.  The  blood  pressure 
quickly  came  down  to  165/110,  but  continued 
treatment  was  necessary  to  keep  it  there.  No 
edema  was  present.  The  urine  showed  a trace  of 
albumin.  The  white  count  was  elevated  to  12,800 
at  first  and  the  next  day  to  18,000.  Coagulation 
was  incomplete  at  fifteen  minutes.  She  was 
markedly  improved  and  comfortable  the  next 
day.  Fetal  heart  tones  were  present  but  seemed 
more  distant  and  ranged  arount  160  to  the  min- 
ute. After  every  use  of  the  tourniquet  for  intra- 


venous therapy  petechial  hemorrhages  appeared. 
At  midnight  of  the  second  night  the  patient 
seemed  in  excellent  condition  and  was  observed 
only  by  the  _ nurse  until  seven  o’clock  the  next 
morning.  At  that  time  the  patient  did  not  look 
well  and  complained  of  having  had  more  pain 
in  the  right  side  during  the  night.  Her  temper- 
ature was  slightly  elevated,  the  pulse  140  and 
thready,  the  mucous  membranes  pale,  and  the 
extremities  cold.  Headache  was  severe,  and  vis- 
ion was  again  disturbed.  The  uterus  was  more 
tense,  but  not  board-like.  The  fetal  heart  tones 
could  not  be  heard.  Rectal  examination  showed 
the  cervix  to  be  dilated  to  three  centimeters,  the 
membranes  tense,  but  not  bulging.  Supportive 
treatment  was  added,  including  hypodermoclysis. 
Hemorrhages  under  the  skin  no  longer  occurred. 
There  was  no  vaginal  bleeding.  An  hour  later  a 
seven  centimeter  Voorhies  bag  was  introduced. 
Pains  began  in  about  one-half  hour  and  in  two 
hours  the  patient  was  delivered  of  a dead,  eight- 
months  fetus,  the  placenta  being  expelled  with  it. 
A slight  bilateral  tear  in  the  cervix  was  not  re- 
paired because  of  the  presence  of  the  endo-cer- 
vicitis.  Bleeding  was  not  marked,  and  the  moth- 
er’s condition  improved  from  then  on.  For  sev- 
eral days  an  occasional  intravenous  magnesium 
sulphate  and  glucose  was  necessary  to  keep  the 
blood  pressure  down.  The  eyegrounds  remained 
negative  and  vision  cleared  up.  A week  later  the 
blood  pressure  was  138/80.  The  patient  was  re- 
moved from  the  hospital  on  the  fourth  day  without 
permission,  by  the  husband  who  was  in  a constant 
state  of  intoxication.  After  repeated  attempts  to 
secure  co-operation,  the  case  was  dismissed  ten 
days  after  the  delivery  and  the  patient  advised  to 
go  elsewhere  for  further  care. 

The  fetus  weighed  four  pounds  and  was  poorly 
nourished.  Examination  of  the  placenta  showed 
three  distinct  areas  of  retro-placental  clotting.  An 
old,  semi-organized  clot  about  one-half  inch  thick 
covered  about  one-quarter  of  the  placental  area.  A 
more  recent  and  thicker  clot  adjoined  it  and  cov- 
ered one-third  of  the  placenta.  This  clot  was 
firm  and  more  solid  than  the  third  clot  which  was 
apparently  of  recent  origin  and  covered  the  re- 
mainder of  the  placenta,  which  accounted  for  the 
absence  of  external  hemorrhage  and  undoubtedly 
influenced  the  favorable  outcome.  The  appearance 
of  the  clots  suggested  their  development  with  the 
attacks  of  pain  and  showed  the  progressive  pre- 
mature separation  of  the  placenta.  The  final  hem- 
orrhage was  evidently  responsible  for  the  death 
of  the  fetus. 

COMMENT. 

This  case  welds  another  link  in  the  chain  of 
evidence  suggesting  toxemia  as  an  important  fac- 
tor in  a large  per  cent  of  the  cases  of  premature 
separation  of  the  normally  implanted  placenta.  The 
occasional  hemophilic  nature  of  this  condition  was 
mentioned  by  De  Lee  in  1901.  Frequently  this 
is  familial  in  character,  but  J.  H.  Miller  believes 
it  is  not  due  to  a primary  blood  diathesis,  but 
rather  to  an  inherited  tendency  to  toxemia.  Its 
presence  in  this  case  warned  against  early,  oper- 
ative, delivery  to  save  the  premature  baby. 

Between  1881  and  1905  several  writers  noted  the 
association  between  nephritis,  eclampsia,  and  ac- 
cidental hemorrhage.  However,  Essen-Moller,  in 
1913,  was  the  first  to  emphasize  the  connection 
between  the  late  toxemia  of  pregnancy  and  ab- 
ruptio placentae.  Recently,  much  well  directed  re- 
search has  added  to  our  knowledge  of  the  etiology 
and  pathology  of  this  entity.  Hofbauer  caused  a 
similar  condition  in  animals  through  the  intra- 
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venous  injection  of  histamin.  Williams  has  recent- 
ly compared  the  conditions  with  those  following 
the  action  of  snake  venoms.  Flexner  and  Noguchi 
show  that  such  poisons  contain  protein  toxins 

which  produce  endothelial  injury  and  thrombosis 
and  thereby  hemorrhage  into  various  organs. 
Prart.ically  all  cases,  as  did  this  one,  have  an 
elevated  white  count,  which  can  be  caused 
by  invasion  of  the  pathology,  according  to 
Hofbauer,  is  the  lesion  of  the  walls  of  the  cap- 
illaries and  small  veins,  permitting  plasma  and  red 

blood  cells  to  leave  the  vessels,  giving  rise  to 

edema  and  hemorrhage  by  which  the  decidua  and 
muscle  is  disintegrated.  A fluid  wedge  is  thereby 
formed,  a portion  of  the  placenta  is  raised  from 
its  attachment,  more  bleeding  occurs  and  the 
picture  is  soon  complete.  The  nature  of  the  toxic 
substance  is  still  undetermined. 

The  incidence  of  this  condition  is  much  greater 
than  ordinarily  supposed.  It  was  formerly  given 
as  one  in  500  cases.  Goethals  reports  a fre- 

quency of  one  in  every  ninety-four  cases  at  the 
Boston  Lying-In  Hospital.  Nearly  one-fourth  of 
his  cases  showed  a toxemic  background  and  an 
undiscovered  toxemia  is  suggested  in  many  others 
as  supplementing  the  manifest  causes  such  as 
trauma.  Mild  cases  occurring  late  in  labor  from 
diminution  of  the  area  of  the  placental  site  and 
similar  conditions  are  not  included.  Utero-placental 
apoplexy  is  held  to  be  distinct  from  simple  sepa- 
ration and  is  the  more  severe.  It  is  positively 
identified  only  at  cesarean  section  or  at  necropsy, 
by  the  mottled,  markedly  hemorrhagic  condition 
of  the  uterine  wall.  It  is  suggested,  however, 
by  the  severity  of  the  symptoms  and  evidence  of 
the  fulminating  nature  of  the  condition. 

Diagnosis  of  the  typical  case  is  known  and 
will  not  be  detailed.  It  is  advised  that  atypical 
cases  be  watched  for.  Particular  attention  should 
be  paid  to  the  toxemic  patient  since  Goethals  re- 
ports one  premature  separation  to  every  twenty- 
two  deliveries  of  toxemias.  Classical  symptoms 
and  signs  may  not  be  present.  External  hemor- 
rhage does  not  always  occur.  Hillis  recently  re- 
ported a case  in  which  shock  and  broad-like  hard- 
ness of  the  uterus  were  absent,  as  was  true  in 
this  case. 

Prognosis  is  not  always  good.  Goethals  reports  a 
maternal  mortality  of  8.6  per  cent  in  spite  of  ex- 
cellent care.  His  fetal  mortality  is  given  at  61.5 
per  cent. 

Detailed  discussion  of  the  treatment  is  not  at- 
tempted. Delivery  from  below  can  best  be  ef- 
fected in  about  two-thirds  of  the  cases,  especially 
when  mild  and  all  conditions  favorable  for  such 
delivery.  In  the  case  under  discussion,  the  toxe- 
mia was  the  most  serious,  the  abruptio,  while  com- 
plete, was  fortunately  mild  in  its  effects  and 
slowly  progressive  in  occurrence.  The  method  of 
delivery  was  suited  to  the  case.  Accouchement 
force  has  no  place  here  or  elsewhere  in  obstet- 
rics. In  the  severe,  fulminating  cases,  atony  of 
the  musculature  may  be  present  due  to  extensive 
hemorrhages  into  it  and  cesarean  section  may  be 
life  saving.  In  cases  of  utero-placental  apoplexy, 
hysterectomy  may  be  necessary.  Kellogg  warns 
us  that  failure  of  the  kidneys  may  result  disas- 
trously when  the  rest  of  the  treatment  has  been 
successful.  Intravenous,  twenty-five  per  cent, 
glucose  solutions  to  obtain  hyperglycemia  and 
produce  diuresis  is  essential  when  danger  exists. 

DR.  DUDLEY  FOURNIER:  The  etiology  of 

this  condition  is  hard  to  determine.  I believe 
that  the  toxemia  had  much  to  do  with  it;  the 
fact  of  the  auto  ride  and  feeling  a tearing  sen- 


sation in  the  side  may  have  been  just  a coinci- 
dence. Trauma  may  possibly  have  something  to 
do  with  premature  separation  of  the  placenta.  I 
believe  that  one  should  bear  in  mind  the  possibility 
of  this  condition  developing  in  all  toxic  cases. 

It  might  be  of  interest  to  tell  you  of  the  ul- 
timate outcome  of  this  case.  She  developed  a 
thrombosis  of  the  median  basilic  vein  which  ex- 
tended from  the  axilla  to  the  middle  of  the  fore- 
arm. She  had  fever  for  a few  days  and  the  in- 
duration left  the  vein  after  three  weeks  under  ice 
compresses  and  a pillow  splint.  The  B.P.  stayed 
around  T30/80.  The  urine  practically  cleared  up 
showing  only  a few  pus  cells  and  no  albumin.  She 
was  put  on  a post-eclamptic  diet,  salt  free  and 
protein  restricted.  She  had  a slight  vaginal  dis- 
charge. Bimanual  examination  showed  a bilateral 
cervical  tear  with  erosion  of  both  lips,  probably 
due  to  rapid  delivery  with  the  bag.  Rapid  de- 
livery was  indicated  in  this  case  and  the  tears 
were  unavoidable.  Cauterization  with  Collins  elec- 
trotome using  the  high  frequency  current,  caused 
this  large  edematous  cervix  to  shrink  down  to  one- 
third  its  size.  One  treatment  was  all  that  was 
necessary  to  clear  up  the  vaginal  discharge. 

DR.  A.  J.  McINTYRE:  The  causes  and  treat- 
ment of  eclampsia  have  been  fought  over  for  gen- 
erations. The  causes  of  the  toxemia  have  been 
laid  to  the  liver,  the  kidneys,  the  intestinal  tract 
and  the  products  of  conception.  But,  as  the  years 
go  by,  first  one  cause  and  then  another  is  elimi- 
nated together  with  its  respective  treatment;  but 
eclampsia  with  its  high  maternal  and  fetal  death 
rate  still  persists.  As  the  pendulum  swings  and 
the  various  treatments  come  and  go,  there  is  al- 
ways a point  or  two  '-'lined  toward  a lower  mor- 
tality for  both  mother  and  baby. 

The  toxemia  which  always  occurs  in  these 
cases  we  have,  heretofore,  laid  primarily  to  the 
kidneys.  A patient  with  a high  normal  kidney 
function  can  stand  any  severe  infectious  disease; 
or,  if  it  be  a woman,  she  can  go  through  a preg- 
nancy with  its  resultant  heavy  strain  without  ap- 
parent impairment  to  the  kidneys.  If  the  patient 
has  a low  normal  kidney  function,  any  strain 
caused  by  disease  or  pregnancy  will  be  apparent 
in  the  kidneys.  Now,  however,  it  appears  that 
the  liver  is  a primary  offending  organ,  and  the 
kidneys  only  secondary. 

After  a long  series  of  thorough  and  painstaking 
investigations  evidence  is  offeren  by  P.  Titus,  P. 
Dodds  and  W.  E.  Willetts  that  in  eclampsia  a dis- 
turbance in  carbohydrate  metabolism  actually  ex- 
ists. There  is  apparently  a carbohydrate  defi- 
ciency. Contrary  to  the  general  opinion,  hypergly- 
cemia is  not  characteristic  of  eclampsia.  Serial 
blood-sugar  readings  during  an  attack  of  eclamp- 
sia show  wide  fluctuations  in  exceedingly  short 
intervals  of  time.  Graphs  of  such  glycemia  are 
shown  to  substantiate  the  foregoing  statements. 
The  convulsive  seizures  occur  at  levels  which  the 
authors  have  designated  as  “relative  hypoglyce- 
mia,” and  apparently  are  caused  by  the  sudden 
drops  in  blood  sugar.  In  this  respect  eclampsia 
convulsions  are  comparable  to  those  of  insulin 
hypoglycemia.  Following  a convulsion,  there  is 
usually  a temporary  rise  in  blood  sugar,  the 
customary  physiologic  response  of  the  liver  to 
muscular  activity.  There  exists  a tendency  to- 
ward remissions  to  lower  levels  so  that  the  gen- 
eral trend  of  the  sugar  content  of  the  blood  in 
eclampsia  is  downward,  obviously  the  effect  of 
exhaustion  of  glycogen  stores  in  the  liver.  As  a 
result  of  this  and  previous  studies  of  toxemic  dis- 
turbances of  pregnancy,  the  authors  are  led  to 
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conclude  (1)  that  there  is  a relationship  between 
all  toxemias  of  pregnancy,  (2)  that  there  is  no 
specific  toxin  of  fetal  origin  responsible  for  these 
toxic  states,  (3)  that  the  various  toxicoses  of 
pregnancy,  particularly  eclampsia,  are  due  en- 
tirely to  disturbance  in  maternal  metabolism, 
based  primarily  on  a deficiency  in  carbohydrate  in- 
take plus  increased  consumption  of  carbohy- 
drates; this  results  in  a depletion  of  the  gly- 
cogen stores  with  consequential  damage  to  the 
liver  and  its  functions.  This  glycogen  deficiency 
in  the  liver  presently  becomes  equivalent  to  partial 
“extirpation  of  the  liver;”  the  blood  sugar  values 
begin  to  seek  hypoglycemic  levels  followed  by  fren- 
zied efforts  toward  recovery,  thus  initiating  the 
fluctuating  waves  noted  in  the  author’s  charts;  the 
convulsions  which  occur  at  certain  low  sugar  lev- 
els as  the  fluctuations  become  more  and  more  vio- 
lent are  controllable,  like  the  familiar  hypogly- 
cemic convulsions,  by  glucose  injections.  The 
nephritis  of  preeclampsia  and  eclampsia,  as  well 
as  of  grave  hyperemesis,  is  not  the  forerunner  but 
an  incidental  symptom  and  result  of  the  intoxica- 
tion. 

With  the  view  that  the  convulsions  of  eclampsia 
are  to  be  designated  as  hypoglycemic  reactions  or 
manifestations,  the  use  of  insulin  either  with  or 
without  glucose  in  the  treatment  of  this  disease  is 
unnecessary  and  contraindicated.  Appropriate 
treatment  for  eclampsia  as  established  by  these 
glycemia  curve  studies  consists  of  two  main  fea- 
tures: (a)  complete  muscular  rest  and  relaxation 
as  induced  by  quiet,  isolation,  and  the  use  of 
morphin  hypodermically,  chloral  hydrate  by  bowel, 
and  magnesium  sulphate  hypodermically  or  intra- 
venously; and  (b)  the  intravenous  injection  of  a 
25  per  cent  glucose  solution  over  a period  of  not 
less  than  one  hour  and  repeated  after  intervals 
of  from  four  to  five  hours  according  to  the  needs 
and  response  of  the  patient.  To  illustrate,  I have 
arbitrarily  selected  five  types  of  cases  where  the 
toxemia  with  its  resultant  symptoms  have  ap- 

peared at  different  stages  of  pregnancy. 

Type  one  represents  these  cases  of  severe  vom- 
iting of  pregnancy,  which  occur  within  the  first 
three  or  four  months  of  pregnancy.  All  of 
the  cases  have  shown  relatively  low  blood  sugar 
and  the  lower  the  blood  sugar,  the  more  severe 
was  the  vomiting.  My  treatment  of  this  type 

of  case  consists  entirely  of  a high  carbohydrate  diet 
together  with  an  intravenous  injection  of  hyper- 
tonic solution  of  glucose.  Almost  all  of  these 

cases,  when  put  to  bed  with  this  treatment  main- 
tained for  a week  to  ten  days,  cease  to  have  nau- 
sea and  vomiting.  All  of  these  cases  had  low 
kidney  function. 

The  second  type  are  those  cases  which  begin 
to  show  symptoms  of  toxemia  about  the  sixth  or 
seventh  month  of  pregnancy.  The  urine  begins  to 
show  albumin,  with  casts,  blood  pressure  begins  to 
rise  and  the  condition  rapidly  grows  worse  until 
the  patient  is  on  the  verge  of  true  eclampsia.  The 
pregnancy  has  not  advanced  far  enough  for  us  to 
expect  a live  baby  on  the  emptying  of  the  uterus. 
The  condition  of  the  mother  is  such,  that  if  the 
condition  persists,  her  own  life  together  with  that 
of  the  baby  is  in  danger.  The  blood  sugar  wm 
be  found  lowered  in  direct  proportion  to  the 
mother’s  conditipn.  This  type  of  case,  when  put 
to  bed,  kept  quiet  with  sedatives  and  200  to  300 
c.c.  of  a 25  per  cent  solution  of  glucose  given  in- 
travenously and  repeated  every  five  or  six  hours, 
will  perceptibly  lower  the  blood  pressure,  promote 
elimination  and  greatly  benefit  the  mother’s  con- 
dition. By  careful  examinations,  this  type  of 


case  can  be  carried  to  term  and  delivered  nor- 
mally, other  things  being  equal. 

The  third  type  of  case  will  apparently  be  nor- 
mal to  within  a day  or  two  of  her  expected  time 
of  delivery  when  suddenly  there  is  a rapid  eleva- 
tion of  the  blood  pressure  and  great  quantities  of 
albumin  appear  in  the  urine.  To  illustrate,  a pa- 
tient had  expected  date  of  confinement  April  2nd. 
On  March  29th,  urine  was  normal,  blood  pressure 
130,  moderate  swelling  of  the  feet,  but  patient  feel- 
ing normal.. 

On  March  31st  her  lower  extremities  were  mark- 
edly edematous;  hands  and  arms  were  badly  swollen 
eyes  nearly  swollen  shut;  blood  pressure  was  186; 
patient  at  the  office  at  this  time.  I gave  her  100 
c.c.  of  a 50  per  cent  glucose  solution,  packed  the 
cervix  tightly  with  gauze  saturated  with  glycerin 
and  mercurochrome  solution  and  sent  her  to  the 
hospital.  Within  a few  hours  uterine  contrac- 
tions began  and  the  patient  delivered  normally. 
Her  general  condition  had  greatly  improved  by  the 
time  labor  terminated,  and  during  her  postpartum 
stay  in  the  hospital  she  remained  normal.  This 
type  of  case  will  usually  prove  serious  if  left  un- 
til labor  starts  normally. 

The  fourth  type  are  thouse  cases  that  progress 
normally  throughout  pregnancy  showing  normal 
urine  examinations,  low  blood  pressure,  and  a 
general  normal  feeling.  Patient  goes  into  labor 
normally  and  terminates  normally,  but  because 
of  the  excessive  strain  of  labor  with  resulting  hy- 
poglycemia, patient  will  show  evidence  of  extreme 
toxemia  with  severe  eclamptic  convulsions.  Most 
of  these  cases,  since  the  pregnancy  has  terminated, 
will  recover  if  kept  in  a quiet,  darkened  room, 
and  opiates  given;  however,  if  at  the  same  time 
200  to  300  c.c.  of  25  per  cent  glucose  is  given 
these  patients  will  show  a surprising  rapidity  in 
recovering. 

The  fifth  type  are  those  that  are  apparently 
normal  until  two  to  eight  or  ten  days 
after  delivery  when  the  symptoms  of  toxemia  oc- 
cur, meaning  a condition  where  the  liver  function 
is  getting  lower  but  the  necessary  deficiency  is 
not  present  until  this  late  date.  The  same  treat- 
ment is  followed  and  the  patients’  speedy  recov- 
eries are  certain. 

DR.  A.  A.  SHELLEY  presented  a brief  outline 
of  some  of  the  more  important  methods  of  con- 
servative treatment  of  eclampsia.  The  treatment 
of  eclampsia  by  the  Dublin  method  as  practiced  by 
the  Rotunda  Hospital,  Dublin,  embraces  the  follow- 
ing: 1.  Starvation,  i.e.,  abstinence  from  every- 

thing except  water.  It  may  be  asked  how  the  food 
makes  the  poison  when  the  toxin  is  fetal.  This 
is  extremely  simple  to  explain  by  the  following 
theory:  The  food  ingested  and  the  toxic  elements 

from  the  fetus  require  the  same  ferments  in  the 
blood  to  neutralize  them;  these  are  probably  albu- 
minous in  nature.  The  foetal  toxin  takes  the  ele- 
ments from  the  blood  which  are  intended  for  the 
digestion  of  food.  This  leaves  the  latter  witn 
no  ferment  and  therefore  the  food  acts  as  a 
toxin — a toxin  which  may  cause  the  familiar  post- 
mortem signs,  e.g.  kidney  and  liver  necrosis.  The 
obvious  treatment,  therefore,  following  this  the- 
ory is  to  prevent  the  ingestion  of  food  and  to 
dilute  the  toxic  elements.  It  may  next  be  asked 
howr  long  the  starvation  may  be  continued.  Usu- 
ally the  natient  improves  after  a day  or  two;  if 
after  three  days  there  is  no  improvement,  then 
and  not  until  then  should  cesarean  section  or  in- 
duction of  labor  be  recommended.  There  is  a 
great  advantage  gained  by  waiting  these  days 
and  the  results  are  generally  more  gratifying  than 
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is  obtained  by  adopting  radical  measures  imme- 
diately. 2.  Stomach  Lavage:  This  is  repeated  un- 
til the  return  flow  is  clear,  after  which  two 
ounces  of  concentrated  magnesium  sulphate  is  left 
in  situ.  It  may  be  necessary  to  perform  lavage  of 
the  stomach  two  or  three  times  in  an  intractable 
case,  but  if  possible  it  should  not  be  repeated  as 
it  increases  shock.  3.  Bowel  Lavage:  With  the 
patient  on  her  left  side  a tube  is  passed  18  inches 
into  the  bowel  after  which  water  containing  so- 
dium bicarbonate,  one  gram  to  the  pint,  is  poured 
in  and  syphoned  out.  This  is  continued  until  the 
return  flow  is  clear.  We  regard  bowel  lavage 
as  one  of  the  most  important  parts  of  the 
treatment.  It  sometimes  takes  upwards  of  an 
hour  before  an  absolutely  satisfactury  result  is 
obtained,  and,  as  in  stomach  lavage,  where  a case 
is  prolonged,  repetition  of  this  detail  of  treat- 
ment may  be  required.  One  or  two  pints  of  this 
solution  should  be  left  in  the  bowel.  4.  Mor- 
phine: This  part  of  the  treatment,  introduced  to 
the  British  Isles  by  Sir  W.  Smyly,  is  believed  to 
be  of  great  benefit,  although  Dr.  FitzGibbon,  the 
present  master,  is  experimenting  without  this 
drug.  5.  The  Injection  of  Sodium  Bicarbonate  So- 
lution Under  the  Breasts:  This  should  be  done 
as  a routine  in  all  cases  except  the  mildest. 
6.  Close  Observation  of  the  Patient:  This 

should  be  done  if  possible  by  a qualified  doctor; 
if  this  is  impossible  a nurse  thoroughly  trained 
in  eclampsia  or  a senior  student  should  watch 
the  patient.  Many  women  have  died  of  “drown- 
ing” who  would  have  recovered  if  they  had  been 
closely  observed  in  a room  sufficiently  lighted, 
with  an  assistant  ready  to  swab  out  mucus  from 
the  throat,  and,  if  necessary,  to  bring  the  head 
and  shoulders  hanging  over  the  side  of  the  bed 
with  the  face  towards  the  floor.  In  this  way 
fluid  will  frequently  be  found  to  pour  through 
the  nose  and  mouth,  with  immediate  relief  of 
dyspnea.  Nothing  at  all  must  be  given  to  the 
patient  by  mouth  when  she  is  unconscious. 

Treatment  of  Toxemia  of  Pregnancy  at  Johns 
Hopkins  Hospital  Dispensary:  Patients  must  be 

sent  into  the  hospital  whenever  they  show:  (1) 
Systolic  pressure  at  150  or  more  and  two  plus  al- 
bumin. (2)  Undue  rise  in  diastolic  pressure.  (3) 
Any  one  of  the  above  symptoms  associated  with 
severe  headache,  epigastric  pain,  or  pronounced 
edema.  (4)  Sudden  amaurosis,  even  if  none  of  the 
conditions  mentioned  above  are  present.  Pa- 
tients with  increasing  blood  pressure  and  definite 
trace  of  albumin  must  visit  the  dispensary  twice 
a week.  If  they  do  not  follow  directions,  Social 
Service  must  visit  them  promptly. 

Ward  Service:  Toxemias:  1.  In  moderately  sick 
patients  when  the  albumin  does  not  fall  below 
one  gram  per  liter  within  a week,  or  when  the 
general  condition  is  not  satisfactory,  the  induc- 
tion of  labor  should  be  seriously  considered. 

2.  Very  ill  patients  will  probably  have  induction 
of  labor  early  and  immediate  induction  when 
amaurosis  developed  suddenly,  either  with  or  with- 
out eqigastric  pain.  In  multiparae  with  rigid 
cervices  caesarean  section  may  be  considered. 

Eclampsia:  1.  On  admission  patients  with  frank 
eclampsia  are:  (a)  to  be  placed  in  a quiet,  dark- 
ened room  and  to  be  disturbed  as  little  as  pos- 
sible; (b)  to  have  special  nurses  continuously  un- 
til definitely  out  of  coma,  (c)  to  have  % gr. 
morphia  by  hypodermic  immediately;  (d)  to  be 
catheterized,  observed  medically  and  obstetrically, 
and  bled  for  200  c.c.  under  nitrous  oxide  anesthe- 
sia if  conscious;  (the  venesection  is  done  only 
when  it  is  necessary  to  obtain  a blood  specimen 


for  research  work;)  (e)  to  be  placed  on  one  side, 
with  foot  of  bed  elevated  as  long  as  coma  per- 
sists, and  mucus  tot  be  swabbed  from  pharynx  as 
it  collects;  (f)  to  have  water  freely  when  con- 
scious; if  patient  cannot  drink  on  account  of 
coma  or  lack  of  desire  the  intravenous  injection 
of  500  c.c.  of  5 percent  glucose  solution  should 
be  considered;  (g)  not  to  be  delivered  until  after 
the  cervix  is  fully  dilated;  then  by  the  simplest 
operative  means,  unless  spontaneous  delivery 
seems  imminent;  (h)  no  chloroform  to  be  used; 
and  (i)  as  soon  as  patient  is  admitted,  have  the 
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necessary  observations  made.  2.  One  hour  after 
admission,  one  quarter  grain  morphia  hypoder- 
mically. 3.  Seven  hours  after  admission,  two 
grams  chloral  hydrate  as  above.  5.  Thirteen  hours 
after  admission,  one  and  a half  grams  chloral  hy- 
drate. 6.  Twenty-one  hours  after  admission,  one 
and  a half  grams  chloral  hydrate. 

General  Directions:  (a)  While  eclamptic  pa- 

tients are  under  treatment,  the  assistants  and 
nurses  must  insist  upon  the  greatest  possible 
quiet;  (b)  catharsis,  sweating,  or  venesection  in  ex- 
cess of  200  c.c.  must  not  be  employed. 

Treatment  of  Pregnancy  Toxemias  on  the  Ob- 
stretical  Service  of  Barnes  Hospital,  Washington 
University: 

No  Convulsions:  Absolute  bed  rest.  Fluids 

forced  to  400-500  c.c.,  daily.  Magnesium  sulphate, 
one  to  two  ounces  daily.  High  carbohydrate  diet 
with  low  protein  and  fat,  (e.g. — fruit  juices,  fruits, 
potatoes,  vegetables,  etc.)  Urinary  output  and 
blood  pressure  watched  carefully. 

Convulsions:  Patient  is  given  five  c.c.  of  ster- 
ile 25  per  cent  magnesium  sulphate  solution  intra- 
muscularly. This  is  reoeated  at  20  to  30  min- 
ute intervals;  ten  to  20  c.c.  have  always  been 
sufficient.  The  patient  is  given  a colonic  irriga- 
tion and  the  stomach  is  washed  out  by  means 
of  the  nasal  tube.  Two  to  three  ounces  magnesium 
sulphate  are  left  in  the  stomach.  If  the  stomach 
empties  itself  immediately,  or  as  soon  as  it  does, 
five  per  cent  karo  syrup  solution  in  three  to  six 
oz.  amounts  can  be  introduced  hourly.  These  pa- 
tients as  a rule  are  not  edematous  and  are  given 
5 per  cent  glucose  solution,  1000  to  2000  c.c.,  sub- 
cutaneously and  similar  amounts  intravenously. 
Normal  saline  can  also  be  used,  but  we  prefer  it 
after  urinary  secretion  has  begun. 

In  pregnancy  toxemias  one  is  less  likely  to  do 
harm  by  forcing  liquids  than  by  limiting  them, 
for  the  edema  is  protective.  If  the  patient  is 
near  term  some  easy  method  of  induction  of  la- 
bor is  used  (e.g.,  bougies,  bag,  etc.)  Venesection  is 
not  used  on  a patient  in  labor  unless  it  is  fol- 
lowed by  transfusion. 

DR.  DUDLEY  FOURNIER  discussed  placenta 
praevia  as  the  development  of  the  placenta  in  part 
or  wholly  within  the  zone  of  dilation  of  the  uterus 
which  means  that  the  placenta  may  cover  the  os 
completely  or  lie  along  its  margin.  The  causes 
are  many,  mostly  supposition:  Chronic  endome- 

tritis, multiparity,  previous  abortion  or  a previous 
manual  removal  of  the  placenta.  For  the  pla- 


centa to  be  inserted  over  the  internal  os  there 

must  be  a low  implantation  of  the  ovum. 

Hemorrhage  is  the  first  symptom;  it  occurs  in 
the  last  trimester.  A typical  history:  “Doctor,  I 
woke  up  this  morning  and  found  myself  lying  in  a 
clot  of  blood  and  a funny  thing  about  it.  I didn’t 
have  any  pain!”  Painless  uterine  hemorrhage  in 
the  last  three  months  of  pregnancy  is  almost 

pathognomonic  of  placenta  previa.  I have  such 
a patient  in  the  other  hospital  under  close  obser- 
vation. It  may  be  poor  obstetrics,  but  the  mother 
wants  a live  baby  if  possible,  and  I am  tem- 

porizing. Most  authorities  now  agree  that  as 
soon  as  the  diagnosis  is  made,  the  pregnancy 

should  be  terminated. 
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The  diagnosis  is  fairly  easily  made  with  the 
history  of  bleeding  but  it  must  be  verified  by  a 
vaginal  examination  under  strict  aseptic  con- 
ditions, perferably  under  anesthesia.  The  whole 
hand  should  be  introduced  into  the  vagina  and  a 
finger  inserted  into  the  cervix.  The  finger  is 
swept  around  the  whole  circumference  of  the  lower 
uterine  segment.  If  the  placenta  is  felt,  then  the 
diagnosis  is  evident. 

In  the  treatment  of  these  cases  the  primary  ob- 
ject is  the  immediate  onset  of  the  hemorrhage  and 
the  first  step  is  to  exert  pressure  against  the  pla- 
centa site.  This  can  be  done  by  means  of  a bag 
or  by  Braxton-Hicks  version.  Cases  in  good  con- 
dition with  a live  and  viable  fetus  are  probably 
better  treated  by  a Voorhies  bag,  as  the  infant 
stands  a better  chance  of  surviving  than  by 
Braxton-Hicks  version.  The  mortality  in  the  in- 
fant in  Braxton-Hicks  version  is  high,  probably 
80  per  cent. 

Now  a word  about  cesarean  section  in  the 
treatment  of  these  cases.  I believe  section  has  a 
decided  place  in  the  treatment  of  placenta  previa. 
If  the  patient  is  uninfected,  her  condition  good 
and  the  baby  alive,  cesarean  section  should  be 
done.  Such  a condition  presented  itself  to  me 
two  months  ago.  A woman  was  referred  from  Glen- 
dale with  the  diagnosis  of  placenta  previa.  She 
was  thirty-six  years  of  age,  was  bleeding  freely, 
but  in  good  condition  and  the  baby  was  alive.  I 
decided  that  section  offered  the  best  chance  of 


obtaining  a live  baby  with  not  much  risk  to  the 
mother.  While  the  patient  was  being  prepared 
for  operation,  I had  her  blood  typed  and  found 
a suitable  donor.  A classical  cesarean  was  done 
and  she  was  delivered  of  a live  seven  pound  baby 
girl.  After  the  operation  she  was  given  500  c.c. 
of  citrated  blood.  The  patient  made  an  uneventful 
recovery  and  left  the  hospital  in  twelve  days. 

No  one  measure,  cesarean  section,  Braxton-Hicks 
version  or  metreurysis  is  applicable  to  all  pa- 
tients and  in  no  other  situation  in  obstetrics  is  the 
demand  for  mature  judgment  more  pressing.  All 
factors  in  every  case  should  be  weighed  and  the 
patient  treated  accordingly.  In  the  light  of  our 
present  knowledge,  the  ideal  treatment  of  placenta 
previa  may  be  stated  as  follows:  If  the  patient  is 
uninfected  and  her  condition  good,  but  the  baby 
dead,  a Braxton-Hicks  version  should  be  per- 
formed. If  the  patient  is  uninfected,  her  condition 
good  and  the  baby  alive,  I believe  cesarean  sec- 
tion is  the  method  of  choice.  Any  excessive  blood 
loss  should  be  restored  by  transfusion. 

DR.  MEASON  reported  that  he  had  treated  one 
case  of  placenta  previa,  thirty  miles  from  town 
on  the  desert  with  no  knowledge  of  the  case 
until  he  arrived  at  the  bed  side.  There  was  no 
chance  to  get  a consultant;  the  woman  was  having 
hemorrhages  from  the  uterus  without  pain.  He 
attempted  delivery  by  version  but  found  oO 
many  feet  in  the  uterus  that  it  was  difficult  to 
know  when  he  had  two  feet  which  belonged  to- 
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gether.  Finally  however,  two  babies  w’ere  deliv- 
ered by  version.  The  placentae  were  delivered  by 
Crede’s  method;  both  babies  and  their  mother  were 
saved.  He  was  thankful  that  only  one  placenta 
was  low  in  the  uterus. 

DR.  F.  C.  JORDAN  discussed  Prematurity  as 
follows : 

It  is  impossible  to  tell  the  exact  time  than  any 
pregnancy  commences,  guesses  may  be  very  in- 
accurate. The  leading  authorities  have  adopted 
2500  grams,  or  5.5  lbs,  as  a standard  birth  weight. 
All  those  under  2500  grams  are  classed  as  prema- 
tures. Prematures  may  weigh  more  and  full  term 
babies  less  than  2500  grams. 

The  etiology  of  prematurity,  in  many  cases,  can- 
not be  determined.  Some  abservers  have  not  been 
able  to  determine  the  cause  in  from  60  to  70  per 
cent  of  their  cases.  Syphilis  has  been  considered  to 
be  an  important  cause.  Kapper  found  in  a series  of 
437  cases  that  only  three  per  cent  could  be  assumed 
to  be  caused  by  syphilis;  post  mortem  examination 
showed  3.3  per  cent  to  be  syphilitic.  Falls,  injuries, 
emotional  disturbances  and  premature  rupture  of 
the  membranes  are  not  infrequent  causes  of  pi’e- 
maturity.  Operative  procedures,  especially  those 
that  involve  the  appendix,  tubes,  ovaries  or  gall 
bladder  are  common  causes  of  prematurity.  Acute 
infections,  where  there  is  continued  high  tempera- 
tures, especially  pneumonia  and  influenza,  quite 
commonly  cause  premature  labor.  Multiple  preg- 
nancies play  an  important  role  in  prematurity.  Yllpo 
says  one-fifth  to  one-third  of  immature  infants  are 
twins.  The  first  pregnancy  also  is  an  important 
factor,  almost  one-half  of  the  prematures  are  child- 
ren of  the  first  pregnancy. 

How  shall  we  take  care  of  the  premature?  First, 
maintenance  of  body  heat  is  one,  if  not  the  most 
important  factor.  This  inability  to  regulate  and 
maintain  the  body  temperatures  may  be  due  to  an 
absence  of  subcutaneous  fat,  a relative  large  body 
surface  compared  with  body  weight  leading  to  ex- 
cessive loss  of  heat  through  skin,  or  an  incomplete 
development  of  the  heat  regulating  center.  This  is 
the  reason  a premature  may  have  pneumonia  with 
practically  no  fever;  on  the  other  hand  high  tem- 
perature results  without  demonstrative  cause. 

Hess  found  that  the  mortality  was  lower  when 
outside  prematures  were  brought  to  the  hospital  in 
especially  prepared  electrically  heated  bags,  than 
when  transported  to  the  hospital  otherwise. 

The  conservation  of  bodv  heat  should  be  practiced 
from  the  moment  the  child  is  born.  Warm  clothes 
are  important.  The  cord  should  not  be  cut  until  the 
child  has  received  the  maximum  amount  of  blood. 
If  the  child  is  born  in  the  home,  a basket  well  lined 
with  cotton  and  kept  warm  with  hot  water  bottles 
should  be  available.  The  best  place  for  prematures 
however  is  in  a hospital  where  there  is  a well 
equipped  nursery  and  a good  dependable  incubator. 
Rectal  temperatures  should  be  taken,  every  four 
hours  and  oftener  if  there  are  wide  variations  in 
the  baby’s  rectal  temperature. 

Nourishment:  Breast  milk  is  the  food  par  excel- 
lence. Unfortunately  the  mothers  often  do  not  have 
adequate  milk  supplies.  The  premature  should  be 
fed  early.  We  should  never  wait  longer  than  twenty- 
four  hours  before  commencing  regular  feedings. 
Breast  milk  from  healthy  mothers  whose  babies  are 
not  over  one  week  old  is  the  best  food,  and  it  should 
be  given  often,  from  two  to  three  hour  intervals — 
preferably  with  a medicine  dropper.  If  this  is  done 
many  prematures  will  not  lose  more  than  five  per 
cent  of  their  birth  weight;  otherwise,  they  will  lose 
about  10  per  cent  which  will  not  be  regained  until 
the  third  or  fourth  week.  A well  trained  nurse,  or 
one  who  has  had  previous  experience  in  the  care 


of  prematures,  is  the  most  important  factor  in  the 
successful  handling  of  these  cases.  These  prematures 
have  a small  stomach  capacity  and  are  very  loath 
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The  newly  recognized  importance 

of  Vitamin  B 

in  infant  diet 


That  a partial  deficiency  of  Vit- 
min  B in  infant  diet  produces 
symptoms  similar  to  those  pro- 
duced by  a total  deficiency,  is 
evident  from  recently  published 
clinical  observations. 

These  symptoms,  observed  by 
Hoobler  in  his  recent  studies  of 
Vitamin  B deficiency  in  infants', 
are 

1.  Anorexia 

2.  Loss  of  weight 

3.  Spasticity  of  arms  and  legs 

4.  Rigidity  of  neck 

5.  Restlessness  and  fretful- 
ness 

Hoobler  cites  that  the  usual 
dietary  of  an  infant  in  this 
country  up  to  its  third  month  is 
human  milk  or  cow’s  milk,  with 
the  addition  of  sugar,  possibly  a 
milled  cereal,  orange  juice  and 
cod-  liver  oil. 


On  analysis,  Vitamins  A,  C 
and  D are  found  to  be  present 
in  this  diet.  But  only  minimal 
and,  in  many  cases,  subminimal 
amounts'  of  Vitamin  B are  to  be 
found. 

With  the  addition  of  Vitamin 
B to  the  diet  Hoobler  noted 
that  after  two  weeks  the  infant 
had  changed  from  a thin  pale, 
spastic,  restless,  whining  child 
refusing  part  of  its  food, 
to  a happy,  rosy  cheeked,  smil- 
ing baby  whose  appetite  seem- 
ed never  to  be  completely  satis- 
fied and  whose  gain  in  weight 
was  remarkable. 

He  concludes,  therefore,  that 
“every  infant  should  have  an 
addition  of  Vitamin  B to  its 
diet  and  should  not  depend  on 
milk,  either  human  or  cow’s, 
as  its  only  source  of  this  vita- 


More  Vitamin  B with  Vitavose 
in  the  diet  of  children  and  adults 

Macy,  Hoobler,  Harris  and  others  have  published  data 
which  indicates  that  a very  considerable  number  of  peo- 
ple are  subsisting  on  diets  which  are  far  from  optimum 
with  respect  to  Vitamin  B. 

This  deficiency  of  Vitamin  B is  more  profound  during 
periods  of  marked  physiological  crisis  such  as  pregnancy 
lactation,  rapid  growth  and  convalescence. 

Vitavose  as  a diet  supplement  brings  the  supply  of 
Vitamin  B and  iron  up  to  optimum  requirements.  It  stim- 
ulates me  appetite  and  has  slightly  larative  qualities 
which  aid  in  elimination. 

Vitavose  has  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry,  American  Medical  Associaiton. 


The  question  naturally  arises 
then,  what  shall  be  the  source  of 
supply  of  Vitamin  B for  the 
infant? 

E.  R.  Squibb  & Sons  have  an- 
swered this  problem  in  the  de- 
velopment of  a new  milk  modi- 
fier which  is  exceedingly  rich, 
not  only  in  Vitamin  B,  but  also 
in  assimilable  ii’on  salts — Vita- 
vose. 

Squibb’s  Vitavose  is  a pala- 
table and  highly  nutritious  mal- 
tosedextrin  preparation,  made 
from  fat-free,  malted  wheat 
germs.  In  addition  to  maltose 
and  dextrins,  it  contains  the 
water-soluble  extractives  from 
the  wheat  embryo — -Vitamin  B, 
soluble  nitrogenous  compounds 
and  mineral  salts. 

Vitavose  resembles  a fine 
golden  yellow  sugar  in  appear- 
ance. It  has  an  agreeable  malty 
taste.  It  is  physiologicaly  as- 
sayed for  its  vitamin  content 
and  tests  show  that  it  convaii.s 
100  times  as  much  of  the  anti- 
neuritic  factors  as  does  fresh 
raw,  certified  cow’s  milk,  -and 
about  30  times  as  much  of  the 
pellagra-preventing  factor. 
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fections.  The  prevention  of  infections  will  save  many 
babies. 

Holt  says  about  one-half  the  institutional  deaths 
of  young  infants  is  due  to  prematurity.  Only  about 
50  percent  of  the  prematures  will  survive  the  first 
year.  Those  that  do  survive  the  first  year  will  not 
have  a much  greater  mortality  than  the  normal 
child.  Cerebral  hemorrhage  is  the  most  common  and 
most  serious  complication  in  the  premature.  Cyano- 
tic attacks  are  common.  They  may  be  frequent  and 
severe.  These  attacks  usually  occur  without  warn- 
ing and  without  apparent  cause — more  after  nurs- 
ing especially  if  the  infant  chokes  or  vomits.  The 
skin  is  cyanotic,  the  pulse  usually  rapid  and  faint. 
The  child  is  relaxed,  moves  little,  and  the  breathing 
shallow,  slow  and  irregular.  Oxygen  by  inhalation  is 
useful.  Cardiac  stimulants  probably  help.  The  child 
gradually  recovers  or  it  may  die  suddenly.  Necrop- 
sies will  reveal  cerebral  hemorrhages  in  nearly  all 
these  cases,  and  they  are  probably  caused  by  the 
action  of  the  hemoriTiage  on  the  respiratory  and 
cardiac  center.  Atelectasis  is  common  but  is  not 
usually  a factor  causing  death  unless  there  is 
to  nurse  or  even  swallow  and  it  takes  much  per- 
serverance  and  patience  to  get  them  to  take  suffi- 
cient food.  When  breast  milk  is  unobtainable  other 
milk  feedings  must  be  used.  Hess  uses  a chymogen 
milk,  and  reports  satisfactory  results.  It  is  made 
from  whole  cow’s  milk  to  which  is  added  chymogen 
powder;  the  curdled  milk  is  then  beaten  up  finely 
with  an  egg  beater  and  fed  in  a bottle  or  with  a 
medicine  dropper  as  the  case  requires.  We  use  a 
lactic  acid  milk  made  from  evaporated  milk.  This  is 
easily  prepared  and  makes  a satisfactory  food. 
Premature  infants  require  more  calories  per  pound 
weight  than  the  normal  child  and  as  their  capacity 
is  less,  the  caloric  value  of  the  food  must  be  as  high 
as  the  child  will  digest  with  safety.  Mother’s  milk 
has  20  calories  per  ounce.  We  have  gradually  in- 
creased our  lactic  acid  milk  with  the  addition  of 
Karo  until  the  food  value  is  30  calories  per  ounce. 
The  utmost  care  and  skill  is  necessary  in  feeding 
these  babies  so  they  will  receive  an  adequate  amount 
and  not  overtax  the  digestive  capacity. 

Prevention  of  infection:  The  premature  is  very 
susceptible  to  infections.  Otitis  media  is  the  most 
common;  pneumonia  also  is  not  infrequent.  All 
nurses  having  charge  of  prematures  should  wear 
mask  covering  both  the  mouth  and  nose;  also  they 
should  thoroughly  wash  their  hands  with  soap  and 
water  before  touching  the  infants.  These  factors 
are  often  neglected  and  responsible  for  many  in- 
enough lung  tissue  involved  to  cause  constant  cyano- 
sis. Congenital  heart  lesions  are  also  common  but 
most  of  them  do  not  give  rise  to  symptoms  and  are 
found  only  in  the  necropsies 

(Continued  in  next  issue) 


PERSONALS  AND  NEWS 

DR.  CHARLES  B.  PALMER,  of  Phoenix,  sailed 
about  the  first  of  July  for  Europe,  where  he  will 
engage  in  postgraduate  study  during  the  summer. 
We  are  informed  that  he  will  be  in  the  Vienna 
Clinics.  During  the  summer  his  work  will  be  taken 
care  of  by  DR.  L.  C.  BARLOW. 

DR.  NELSON  D.  BRAYTON,  and  family,  of 
Miami,  sailed  from  Galveston  on  July  6th,  for 
Europe.  They  are  taking  their  auto  and  wall  tour 
France,  Spain,  Italy,  Switzerland,  Belgium  and  the 
British  Isles,  returning  via  Montreal  about  October 
first. 

DR.  ORVILLE  H.  BROWN,  of  Phoenix,  and 
family,  are  spending  vacation  by  auto  in  the  north- 
west. Dr.  Brown  will  attend  the  American  Medical 
Association  in  Portland,  and  thereafter  will  visit 
interesting  scenic  routes  of  the  northwest. 


“STORM”  The  NEW 


“TYPE  “N” 


“Type  N” 
STORM  . 
Supporter 


With  long  laced  back 
and  low  extension 
upon  hips;  The  re- 
inforcing band  at- 
tached in  front  at 
median  line,  also 
fastened  in  back. 
Hose  supporters  in- 
stead of  thigh  straps. 


Takes  Place  of  Corsets 


Gives  perfect  uplift  and  is  worn  with  comfort 
and  satisfaction.  Many  variations  of  the  “Type 
N”  Belt  provide  support  in  Ptosis,  Hernia, 
Obesity,  Pregnancy,  Sacroiliac  Strain,  etc. 

Each  Belt  Made  to  Order  Ask  for  Literature 


Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St.,  Philadelphia,  Pa.,  U.  S.  A. 


From  Text  Books  of  Over  a Decade 

MEAD’S  DEXTRI  - MALTOSE 

T^OR  more  than  twenty  years  dextrin- 
J-  maltose  has  been  cited  in  text  books  of 
leading  authors  on  infant  feeding.  During 
this  period,  no  reversal  of  opinion  has  oc- 
cured,  and  the  opinions  set  out  by  the 
earlier  writers  are  shared  by  those  of  today. 

This  form  carbohydrate  in  the  combi- 
nation of  Mead's  Dextri-Maltose  is  usually 
the  sugar  of  first  con- 
sideration where  the 
infant’s  diet  is  one  of 
diluted  cow’s  milk 
with  carbohydrate  ad- 
ditions. 

For  years  it  has  been 
indicated  by  physi- 
cians both  for  the 
routine  feeding  of  well 
babies,  and  in  correc- 
tive diets  for  the  treat- 
ment of  nutritional 
disturbances. 
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MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana 
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DR.  AND  MRS.  HARLAN  P.  MILLS,  of  Phoenix 
left  July  5th  for  the  northwest.  After  attending  the 
American  Medical  Association  meeting  in  Portland, 
they  will  sail  from  Seattle  on  July  12th  for  a trip 
to  Alaska,  returning  about  August  20th. 

DR.  AND  MRS.  JOHN  WIX  THOMAS,  of  Phoe- 
nix, are  spending  some  weeks  in  Wisconsin  and 
vicinity,  visiting  relatives.  Dr.  Thomas  attended 
the  fiftieth  anniversary  of  his  graduation  from  the 
University  of  Wisconsin,  at  Madison,  the  latter 
part  of  July. 

DR.  L.  H.  THAYER,  of  Phoenix,  is  spending  the 
month  of  July  at  Mormon  Lake,  in  northern  Ari- 
zona, where  he  is  constructing  a summer  cottage. 

DR.  W.  WARNER  WATKINS  and  family,  of 
Phoenix,  returned  July  first  from  a three  weeks’ 
motor  tour  through  Colorado,  southern  Utah  and 
northern  Arizona. 

DR.  E.  PAYNE  PALMER,  and  family,  attended 
the  graduation  of  the  two  older  sons  (Payne  and 
Paul)  from  St.  Mary’s  Academy,  in  Kansas  City, 
the  latter  part  of  July,  and  then  motored  to  the 
coast.  Dr.  Palmer  is  on  the  program  of  the  Ameri- 
can Medical  Association  in  Portland  for  two  clinics 
on  fractures. 

DR.  C.  C.  HEDBERG,  of  Jerome,  returned  over- 
land with  a new  automobile,  from  Detroit,  about 
July  first,  after  a few  weeks  vacation  in  the  east. 

DR.  ROBERT  W.  CRAIG,  of  Phoenix,  announced 
July  first,  that  he  is  positively  retiring  from  active 
practice  on  that  date.  His  many  friends  who  have 
heard  similar  announcements  in  times  past  await 
with  interest,  to  see  whether  he  will  be  able  to 
resist  the  call  of  a practice  which  he  has  found 
difficulty  in  dropping. 

DR.  ORVILLE  EGBERT,  of  El  Paso,  appeared 
on  the  program  of  the  Tarrant  County  Semi-An- 
nual Clinic,  of  Fort  Worth,  in  June,  his  subject 


being  the  “Differential  Diagnosis  of  Pulmonary 
Diseases.” 

The  TEXAS  STATE  MEDICAL  ASSOCIATION 
met  at  Brownsville,  Texas,  on  May  22,  23  and  24, 
under  the  presidency  of  DR.  FELIX  P.  MILLER  of 
El  Paso.  DR.  GEORGE  TURNER  of  El  Paso  read 
a paper  on  “Cancer  of  the  Stomach,”  and  DR. 
ORVILLE  EGBERT  of  El  Paso  had  a paper  on 
“Differential  Diagnosis  of  Pulmonary  Diseases.” 
Several  other  El  Paso  physicians  attended  the 
meeting. 

Following  the  meeting,  Dr.  Miller  and  family, 
left  for  a visit  to  Mexico  City  and  other  points  of 
interest  in  that  republic. 

DR.  ROBERT  S.  FLINN,  of  Prescott,  after  spend- 
ing some  weeks  in  the  Trudeau  School  of  Tubercu- 
losis at  Saranac  Lake,  is  now  in  the  Diabetic  Clinic 
of  the  Ryoal  Victoria  Hospital  at  Montreal,  where 
he  will  be  for  several  weeks  longer,  before  returning 
to  his  practice  in  Prescott. 

DR.  AND  MRS.  FRANK  J.  MILLOY,  of  Phoenix, 
are  away  on  vacation.  After  attending  the  American 
Medical  Association  meeting  in  Portland,  they  sailed 
for  Alaska,  and  will  return  about  August  first. 

DR.  F.  L.  REESE,  of  Phoenix,  spent  two  weeks 
June  in  special  work  in  Denver  in  his  specialty  and 
then  attended  the  Pacific  Coast  Ophthalmological 
Society’s  meetings  in  Salt  Lake  City. 


SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
fcr  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Commerce. 
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PARKE,  DAVIS  & CO. 

announce  that  they  will  shortly  he  ready  to  supply 

VIOSTEROL,  P.D.&CO. 

(Irradiated  Ergosterol) 


(Licensed  under  the  Steenbock  patent  administered  by  the 
Alumni  Research  Foundation  of  the  University  of  Wisconsin) 

Viosterol,  P.  D.  & Co.,  will  be  released  for  sale  to 
the  drug  trade  on  July  25,  1929.  Your  druggist  may 
not  have  it  in  stock  on  that  date,  but  he  can  get  it  for 
you  on  short  notice. 

Viosterol,  P.  D.  & Co.,  will  be  supplied  in  the  form 
of  a vegetable  oil  solution  of  irradiated  ergosterol 
standardized  to  an  antirachitic  (vitamin  D)  potency 
of  one  hundred  times  that  of  high-grade  cod-liver  oil. 
It  will  be  furnished  in  5-cc.  and  50-cc.  packages. 

Viosterol  is  the  name  adopted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association  to  designate  preparations  of  irradiated 
ergosterol. 

Specify  “P.  D.  & Co.  ” 

PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 
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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
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attacks. 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeies 

An  institution  providing  adequate  facilities  for  the  scientific  study,  diag- 
nosis, and  treatment  of  cancer  and  other  neoplastic  diseases. 

Recognized  therapeutic  measures  for  the  treatment  of  cancer  are  radium, 
high  voltage  x-ray  and  surgery. 
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Specialists  in 

the  Southwest 

EL  PASO,  TEXAS 

LESLIE  M.  SMITH,  M.  D. 

J.  A.  RAWLINGS,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

and 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

HARRY  LEIGH,  M.  D. 

1029  First  National  Bank  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  Children  and 

Obstetrics 

iOi  Roberts-Banner  Eldg.  El  Paso 

W.  E.  VANDEVERE.  M.  D. 

W.  R.  JAMIESON.  M.  D. 

Genito  urinary.  Skin  and  Rectal 
Diseases 

Eye.  Ear.  Nose  and  Throat 

921  First  National  Bank  Bldg.  El  Paso 

Bronchoscopy  and  Esoph agoscopy 

218  Mills  Bldg.  El  Paso 

FRANKLIN  D.  GARRETT,  M.  D. 

W L BROWN.  M D C.  P.  BROWN.  M.  D 

BROWN  AND  BROWN 

Suite  1,01,  Roberts-Banner  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 

and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

DR.  L.  A.  NEIL 

G.  WERLEY,  M.  D. 

Practice  liw.ited  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

Diseases  of  the  Heart 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 

1,01-2  Roberts- Banner  B'dg.  El  Paso 

Your  Professional  Card  in  this  space  reaches 

F.  C.  GOODWIN,  M.  D. 

Practice  Limited  to 

Orthopaedic  Surgery 

every  member  of  the  profession  in  the  entire 

, 

southwest.  Write  for  rates. 

823-824  Mills  Bldg.  El  Paso,  Texas 

JOHN  W.  CATHCART,  M.  D. 

JAMES  VANCE,  M.  D. 

Practice  Limited  to 

'and 

Surgery 

C.  H.  MASON.  M.  D. 

313-1,  Mills  Bldg.  El  Paso 

Practice  Limited  to 

X-Ray  and  Radium 

HOUR9:  It  TO  12:30 

311  Roberts-Banner  Bldg.  El  Paso 

E.  A.  DUNCAN.  M.  D. 

K.  D.  LYNCH.  M.  D. 

Practice  Limited  to 

Genito  Urinary  Surgery 

Internal  Medicine 

4 11,  Mills  Bldg.  El  Paso 

610  Martin  Bldg.  El  Paso 
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PHOENIX,  ARIZONA 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

224-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 
Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON,  M.  D. 

Diseases  of  Children 
Heard  Building  Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 


H.  M.  PURCELL.  M.  D. 

U ROLOGY 

207  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

50S  Goodrich  Bldg.  Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


Waite’s  Laboratory 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
407  Goodrich  Bldg.  Phoenix 


H.  T.  BAILEY.  M.  D. 

MAYO  ROBB,  M.  D. 

Practice  Limited  to 
Eye  Ear.  Nose  and  Throat 
323  Fills  Bldg.  Phoenix 


MIHAJLO  MATANOVICH,  B.S..M  D. 


Genito-Urinary  Diseases 

402  Heard  Building 


Serology 

Pathology 

Bacteriology 

Blood  Chemistry 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 

Sulpharsphenamine 

Tryparasamide 

Bismosoll 

Informatioon 
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Mailing  Address,  Box  63 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-aci  s grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. ’hysicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D. ; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


Summer  Diarrhea 

The  following  formula  is  submitted  as  a means  of  preparing  suitable  nourish- 
ment in  intestinal  disturbances  of  infants  usually  referred  to  as  summer  diarrhea: 

Mellin’s  Food  4 level  tablespoonfuls 

Water  (boiled,  then  cooled)  16  fluidounces 

This  mixture  contains  proteins,  carbohydrates  and  mineral  salts  in  a form 
readily  digestible  and  available  for  immediate  assimilation. 

The  need  for  protein  is  well  understood  as  is  also  the  value  of  mineral  salts, 
which  play  such  an  important  part  in  all  metabolic  processes.  Carbohydrates  are 
a real  necessity,  for  life  cannot  be  long  sustained  on  a carbohydrate-free  diet.  It 
should  also  be  stated  that  the  predominating  carbohydrate  in  the  above  food  mixture 
is  maltose — which  is  particularly  suitable  in  conditions  where  rapid  assimilation 
is  an  outstanding  factor. 

Above  all  is  the  satisfactory  result  from  the  use  of  this  suggested 
nourishment,  which  is  well  supported  by  clinical  evidence. 

Mellin’s  Food  Company,  177  State  Street,  Boston,  Mass. 


in  amebic  dysentery 


REG.  IN  U.  S.  PATENT  OFFICE 

ACETYLAMINO-OXYPHENYLARSONIC  ACID 


Accepted  by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association 

Manufactured  by 

MERCK  & CO.  inc. 

SUCCESSORS  TO 

POWERS-WEIGHTMAN-ROSENGARTEN  CO. 

Literature  on  request  to  Philadelphia  Office  916  Parrish  St. 
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As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  'he  desired  field. 

it  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


Providence 

Hospital 

A General  Hospital 

□ □ □ 

Young-  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


Southwestern  Surgical  Supply  Company 


No.  121  North  First  St. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-rav  Apparatus  and  Supplies 
Physio-Therapv  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc. 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEV-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 


ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 
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PUTTING  HEALTHY 
WEIGHT  ON 
backward  BABIES 


You  find,  in  your 
practice,  that  the  pur- 
est of  milk  does  not  al- 
ways agree  with  all  babies. 
The  milk  is  frequently  cur- 
dled by  the  natural  acids  and 
enzyme  rennin  in  the  stomach 
resulting  in  colic,  regurgitation 
or  the  passing  of  undigestedcurds, 
preventing  the  body  from  receiv- 
ing the  full  nourishment  of  milk. 
» ,\ 

It  has  been  proved  by  research  (and 
the  fact  is  widely  recognized  by  the 
medical  profession)  that  tlie  addition  of 
1%  of  Knox  Sparkling  Gelatine  dissolved 
and  added  to  the  milk  will  largely  prevent 
curdling  in  the  stomach  and  thus  greatly  in- 
crease the  nourishment  derived  from  the  milk. 

There  is  nothing  in  pure  gelatine  that  will  in  any 
way  be  injurious  to  any  baby  either  sick  or  well. 
But  precaution  should  be  taken  to  use  only  the  pur- 
est of  gelatine.  Knox  Sparkling  Gelatine  has  been  the 
accepted  standard  for  nearly  forty  years.  It  has  the  same 
neutrality  as  milk — is  an  excellent  protein,  unfavored, 
unsweetened,  unbleached.  Specify  Knox*  t$g‘req£ ge  1 a t i ne, 
when  you  prescribe  gelatine. 

The  following  is  the  formula  prescribedby  authorities in  infant  feeding: 
Soak,  for  about  ten  minutes,  one  level  tablespoonful  of  Knox  Sparkling 
Gelatine  in  one-half  cup  of  milk  taken  from  the  baby’s  formula;  cover 
while  soaking ; then  place  the  cup  in  boiling  ivater,  stirring  until  gelatine 
is  fully  dissolved ; add  this  dissolved  gelatine  to  the  quart  of  cold  milk  or 
regular  formula. 

Tlie  booklets  listed  below  will  help  you  in  your  practice.  If  you  will  return  the 
coupon  we  will  gladly  send  you  complete  data. 


KNOX  GELATINE  LABORATORIES 
438  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me,  without  obligation  or  expense, 
the  booklets  which  I have  marked.  Also  regis- 
ter my  name  for  future  reports  on  clinical  gela- 
tine tests  as  they  are  issued. 

□ Diet  in  the  Treatment  of  Diabetes 

□ Reducing  Diet 

□ Varying  the  Monotony  of  Liquid  and  Soft  Diets 

□ Recipes  for  Anemia 

□ Value  of  Gelatine  in  Infant  and  Child  Feeding 

Name 

Address 

City , 

State 


KNOX  Is  the 

red  GELATINE 


.•HstsS-A 


J 
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The  House  of  a Thousand  Windows 

“For  the  Treatment  of  Tuberculosis” 

New,  fireproof  construction.  Electric  elevator  service.  Single  rooms  or 
en  suite.  Sleeping  porches.  Private  or  connecting  bath.  Showers.  Medi- 
cal Staff  in  constant  attendance.  All  approved,  modern  methods  used  in 
treatment.  Special  provisions  HELIOTHERAPY. 

Write  for  our  New  Booklet 
“ A STORY  OF  SUNSHINE  AN$  HEALTH ” 

THE  HOMAN  SANATORIUM 

EL  PASO,  TEXAS 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 

Write  us  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 
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Just  Issued ! 

Now  Ready 


ANOTHER  BULLETIN 


The  Arlington  Chemical  Company 

YONKERS,  N.Y. 


this  time  devoted  to 
August  to  Frost 


HAY  FEVER 


and  showing  in  natural 
colors  the  chief  causa- 
tive plants. 


Discusses,  in  addition 
to  pollens,  such  second- 
ary factors  as  food, 
epidermal,  dust  and  in- 
cidental proteins. 


Copy  sent  on  request. 

Previous  issues: 

1.  Early  Spring  or  Tree  Hay  Fever 

2.  May,  June,  July  Hay  Fever 


VITAMIN  D 

NOW  available  for  the  prevention  and 
treatment  of  Rickets 


MEAD’S  ACTEROL  is  a solution  of  activated  ergosterol  standardized 
to  a vitamin  D potency  100  times  the  vitamin  D value  of  good  cod  liver  oil. 

Two  drops  equal  the  rickets  healing  power  of  one  teaspoonful  of  cod 
liver  oil,  and  there  is  no  fishy  taste  or  odor.  Moreover,  infants  that  could 
not  take  enough  cod  liver  oil  to  induce  healing  may  now  obtain  the  neces- 
sary amount  of  vitamin  D by  adding  a few  drops  of  Acterol  to  their  diet, 
or  giving  it  by  mouth. 

The  older  children  that  failed  to  receive  vitamin  D in  their  food  may 
now  be  protected  against  vitamin  D deficiency  because  Acterol  can  be 
cooked  with  any  food  without  loss  of  potency. 

Mothers  who  formerly  objected  to  cod  liver  oil,  offer  no  resistance  to 
Acterol. 

Mead’s  Acterol  may  be  obtained  at  drugstores  on  prescription,  and 
is  sold  under  license  of  Wisconsin  Alumni  Research  Foundation. 

Suggested  Doses:  For  infants  growing  at  the  normal  rate,  8 to  10 
drops  a day. 


Please  apply  for  literature  and  samples 


Mead  Johnson  & Company 

EVANSVILLE,  INDIANA 

Mead  Johnson  & Company  of  Canada,  Limited 

BELLEVILLE,  ONTARIO 


Manufacturers,  Infant  Diet  Materials  Exclusively 
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Elimination 

and 

Alkalinization 

Two  important  factors  in 
the  treatment  of  gastro- 
intestinal disorders  of  the 
Summer  season , suggest 

Jlfagnesia-Mmeral  ©il  (25) 

HAIET 

Accepted  for  N.  N.  R.  of  the 
American  Medical  Association 
formerly  Haley’s  M-O  Magnesia  Oil 

A pleasant,  permanent,  uniform 
unflavored  emulsion  of  Liquid 
Petrolatum  and  Magma  Mag. 
which  is 

LUBRICANT  . ANTACID 
LAXATIVE 


FORMULA: 

Each  Tablespoonful  Contains 
Magma  Mag.  (U.  S.  P.)3  iii, 
Pctrolat.  Liq.  (U.  S.  P.)  3i. 


Hyperacid  condi- 
tions in  the  mouth 
or  gastro-intestinal 
tract,  Fermenta- 
tion, Diarrhoea,  In- 
testinal  Stasis, 
Autotoxemia,  Con- 
stipation, Colitis, 
Hemorrhoids.  Of 
value  before  and 
after  operation, 
during  pregnancy 
and  maternity,  in 
infancy,  childhood 
and  old  age. 


An  Effective  Antacid  Mouth  Wash 


Generous  sample  and  literature  on  request 


The 

HALEY  H-O  ( OllPWV,  Inc. 

Geneva,  N.  Y. 


"Particular 
Prescription^  ts ” 


Distributors  for 
Park,  Davis  & Co’s. 

BIOLOGICALS 
and  AMPOULES 

Sufficient  Stock  fer 
All  Emergencies 


Fresh  Stock  of 

Rabies  Treatment 

Gumming  Method 
Manufactured  by 

Parke,  Davis  & Co. 

On  Hand  at  All  Times 


Mail,  Telephone  and  Telegraph 
Orders  Given  Immediate  Attention 


Wayland’s  Central 


Goodrich  Block 

PHOENIX  ARIZONA 
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The  New  Menninger  Sanitarium 


qA  Complete  C^europsychiatric  Service 


Psychiatry 

at  the  Menninger  Sanitarium 


Neurology 

at  Christ’s  Hospital 


Modern  Psychiatric  Treatment  of 
Mental  Disease.  Psychotherapy 
Physiotherapy,  Hydrotherapy 


Diagnostic  and  Therapeutic 
Procedures  for  Strictly 
Neurological  Cases. 


Nervous  Children  Diagnosis 

at  the  Southard  School  at  the  Menninger  Clinic 


A Home  School  for  Feebleminded  and 
Nervous  Children,  including 
Endocrine  Cases. 


Complete  Study  of  Neurological, 
Endocrine,  and  Psychiatric  Cases, 
and  Behavior  Problems 


Karl  A.  Menninger,  M.  I).  C.  F.  Menninger,  M.  D.  William  C.  Menninger,  M.  D. 

3(j  17  West  Sixth  Avenue, 

Topeka,  Kansas 


Southwestern  Medicine 

OFFICIAL  ORGAN  OF 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 
THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
OF  THE  SOUTHWEST 


Volume  XIII  AUGUST,  1929  No.  8 


ANNUAL  SUBSCRIPTION  $2  SINGLE  COPIES  25  CENTS 

Entered  at  the  Postoffice  at  Phoenix,  Arizona,  as  second  class  matter. 

"Acceptance  for  mailing  at  special  rate  of  postage  provided  for  in  section  1103.  Act  of  October  3.  1917, 

authorized  March  1,  1921.” 


THE  MODERN  EXAMINATION  AND 
TREATMENT  OF  PATIENTS  WITH 
CHRONIC  BRIGHT’S  DISEASE 
S.  C.  DAVIS,  M.  D. 

Tucson,  Arizona 

(Read  before  the  Arizona  State  Medical  Associa- 
tion, at  the  thirty-eighth  annual  meeting,  held  at 
Prescott,  April  18-20,  1929). 

A vast  amount  of  indeterminate  research 
and  a tendency  both  to  hair-splitting  and 
complex  terminology  and  to  multiple  indi- 
vidual classifications,  make  it  necessary  to 
avoid,  in  an  article  of  this  kind,  any  extend- 
ed discussion  of  the  vast  literature  dealing 
with  this  subject. 

Nephritis  is  the  name  applied  to  an  in- 
flammatory condition  of  the  kidneys,  and 
the  kidney  is  different  from  all  other  secret- 
ing organs  in  the  body  both  in  development 
and  in  structure.  The  structural  unit,  the 
glomerulus,  of  which  there  are  about  two 


million,  is  beautifully  adapted  to  serve  as  a 
single  filter. 

Since  the  description  by  Bright  of  the 
disease  which  bears  his  name,  there  have 
been  numerous  classifications.  From  the 
clinician  and  pathologist  alike,  the  terminol- 
ogy has  been  confusing,  as  in  one  instance 
the  diseased  entity  may  be  named  from 
the  structure  involved,  and  in  another  from 
clinical  findings.  It  appears,  therefore  that 
the  old  terms,  parenchymatous  and  inter- 
stitial, with  which  there  has  been  painful 
disagreement  between  the  clinical  and  an- 
atomical diagnoses,  had  best  be  discarded, 
and  the  classification  of  these  nephrop- 
athies approached  from  the  anatomical 
standpoint,  which  offers  advantages  for 
diagnosis,  prognosis  and  treatment. 

The  following  chart  will  give  examples 
of  this  confusion,  and  under  No.  1 will 
show  how  it  may  be  clarified. 


CHART 


No.  1 

No.  2 

No.  3 

No.  4 

Essayist 

Addis 

Volhard  & Fahr 

Frothingham 

( Glomerular 

Acute 

( Glomerular 

(Hemorrhagic 

(Nephritis 

( 

( 

( 

( 

(Tubular  (including  nephroses) 

Nephritis 

(Tubular 

( Degenerative 

(Nephrosis 

( 

(Combination  of  G.  & T. 

(Final  results  of  acute 
(Progressive  vascular 

Chronic 

( 

( Arterio- 

(Nephro- 

( 

(Vascular 

( 

( 

(Vascular 

Nephritis 

( 

(Sclerotic 

(Sclerosis 

( 

(Vascular  superimposed  upon 
(healed  acute  nephritis 


If  we  keep  in  mind  classification  No.  1, 
we  will  be  able  to  talk  the  same  language 
in  consultation  and  it  will  not  only  guide 
in  diagnosis,  but  will  aid  materially  in  the 
management.  For  example,  if  we  find,  fol- 
lowing an  acute  illness,  a patient  edematous 
and  urine  loaded  with  casts,  we  will  know 
at  once  that  we  are  dealing  with  tubular 
nephritis  and  that  we  should  restrict  salt. 

Attention  is  called  to  the  rule  that  what- 


ever type  of  pathology  we  have  to  start 
with  usually  predominates  throughout  the 
disease.  Howrever,  due  to  close  proximity 
of  structure,  there  can  hardly  be  one  struc- 
ture involved  without  some  damage  to  the 
other. 

In  any  condition  wrhere  we  have  more 
than  the  norma  lamount  of  albumen  and 
casts,  and  if  we  have  proof  that  it  comes 
from  both  kidneys  and  is  constant  for  a 
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time,  to  exclude  transient  albuminurias  and 
cylindrurias  found  in  forms  of  toxemias  and 
bacterial  infections,  we  may  assume  that  we 
are  dealing  with  some  form  of  Bright’s  dis- 
ease. 

Dr.  Addis,  in  a recent  article,  gave  a re- 
sume of  the  findings  in  seventy-four  appar- 
ently healthy  medical  students  and  showed 
an  average  of  1040  casts  per  twelve  hours, 
and  an  average  of  65,750  red  blood  cells  per 
twelve  hour.  The  white  blood  cells  and 
epithelial  were  excreted  at  an  average  rate 
of  322,550  per  twelve  hours. 

Picture  in  the  mind’s  eye  an  uriniferous 
tubule  and  note  what  takes  place  in  the  dif- 
ferent conditions.  In  the  glomerular,  at  the 
site  of  lesion  there  is  proliferation  of  endo- 
thelial cells  lining  the  capillaries  in  the 
glomerular  tufts,  proliferation  of  the  cells 
lining  the  capsular  spaces,  exudation  of 
serum  into  the  capsular  spaces  with  blood 
cells  or  leucocytes,  and  thrombosis  of  some 
glomerular  vessels. 

In  the  tubular,  wre  find  swelling  of  the  epi- 
thelial cells  in  the  convoluted  tubules  and,  to 
a lesser  degree,  the  loops  of  Henle,  with  ab- 
normal amount  of  fat  and,  in  some  instanc- 
es, the  appearance  of  hyaline-like  material 
in  these  cells. 


Differential  Diagnosis 

Glomerular  Tubular 

1.  Color  of  urine Dark  Light 

2.  Red  blood  cells Large  amt.  Few 

3.  Retention  of  non  protein 

nitrogen  in  blood Marked  None 

4.  Blood  pressure Elevated  No  elevation 

5.  Casts  Few  Many 

6.  Edema Slight  Marked 

7.  Retention  of  chloride 

in  blood None  Marked 


In  chronic  nephritis,  one  or  another  of 
these  may  dominate  the  clinical  picture. 

Vascular  nephritis  is  a progressive  de- 
generative process  in  the  small  afferent 
arteries  and  the  vessels  of  the  glomerultfr 
tufts,  and  due  to  process  of  repair  there  is 
formation  of  scar  tissue,  and  the  end  re- 
sult is  a small  contracted  kidney. 

In  vascular  nephritis  the  symptoms  are 
usually  insidious  and  from  five  to  fifteen 
years  may  pass  before  symptoms  will  be 
such  as  to  call  the  attention  of  the  patient. 
As  a rule,  the  circulatory  system  will  be 
first  to  attract  attention,  hypertrophy  of 
the  heart,  elevation  of  blood  pressure,  the 
arteries  may  become  palpable  and  tortuous. 
Headache  is  a common  symptom,  shortness 
of  breath,  loss  of  weight,  digestive  disturb- 
ance and  impaired  vison. 

Nocturia,  with  increased  output  at  night 
over  day,  is  a later  symptom  At  first  the 
urine  may  be  normal,  then  small  amount  of 
albumen  appears,  and  then  casts  and  red 


blood  cells.  As  the  disease  progresses  the 
specific  gravity  becomes  stabilized  as  the 
kidney  lacks  the  power  to  vary  the  concen- 
tration. Edema  will  accompany  beginning 
myocardial  failure. 

In  determining  the  excretion  of  solids,  the 
specific  gravity  should  be  noted  over  a long 
period  of  time,  as  so  many  factors  go  to 
make  up  the  total. 

What  is  known  as  the  “water  test”  is  an 
excellent  wray  to  determine  the  functioning 
power  of  the  kidney.  Have  the  patient  drink 
1500  c.c.  at  8 a.  m.,  on  fasting  stomach,  and 
take  no  food  or  other  fluid  beftme  noon.  The 
specific  gravity  may  vary  from  1002  to  1025 
in  a normal  individual,  but  in  disease  it  de- 
pends on  the  degree  of  destruction  present, 
and  may  not  vary  more  than  tw7o  or  three 
points. 

EXAMPLE 
WATER  TEST 


Case  1,  Healthy 

Case  2, 

Sick 

gr. 

Quantity 

Sp.  gr. 

Time 

Quantity 

8:00 

a.  m.  180 

1010 

30 

1016 

8:30 

” 360 

1003 

— 

9:00 

” 390 

1002 

40 

1018 

9:30 

” 255 

1004 

— 

10:00 

” 160 

1010 

35 

1016 

11:00 

” 100 

1011 

— 

12:00 

” 80 

1011 

85 

1016 

1525 

1005 

190 

1016 

The  phenolsulphonephthalein  test  is  the 
most  reliable,  accurate  and  easy  to  carry  out. 
Fifty  per  cent  excreted  in  twro  hours  and 
ten  minutes  is  considered  normal.  As  disease 
progresses  to  terminal  stage,  none  will  be 
excreted  in  the  first  two  hours. 

Examination  for  nitrogen  and  chlorides 
should  be  made,  as  they  aid  in  outlining 
treatment  and,  as  disease  progresses,  chlo- 
rides and  urea  decrease  to  minimum.  One 
half  of  all  solids  are  urea  and  normally  there 
is  excreted  20  to  35  gm.  in  twenty-four 
hours.  The  amount  of  chlorides  is  10  to  15 
gm.  in  twenty-four  hours. 

The  degree  of  nitrogen  retention  in  the 
blood  has  come  to  be  relied  upon  as  an  index 
of  the  functional  efficiency  of  the  kidneys. 

It  is  customary  to  divide  the  nitrogen- 
containing  constituents  of  the  blood  into 
twro  groups,  one  the  proteins  (albumens  and 
globulins)  and  the  other  the  various  non- 
protein nirtogenous  substances  (utilized  food 
derivatives,  w?aste  matabolic  products,  etc.). 
Because  of  the  information  on  the  problems 
of  metabolism  and  excretion,  the  non-protein 
group,  and  particularly  urea,  uric  acid  and 
creatinin,  are  made. 

According  to  Myers  and  Fine,  there  is  a 
definite  order  in  wrhich  these  substances  are 
retained  and  uric  acid  shows  first.  As  the 
disease  progresses,  urea  also  begins  to  ac- 
cumulate; next  creatinin,  and  the  latter  is 
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the  surest  guide  to  a prognosis,  and  a rise 
to  5 mg.  warrants  a hopeless  prognosis. 

When  we  know  of  the  similarity  of  tie 
pathology  in  the  afferent  vessels  in  the 
kidney  in  vascular  nephritis  and  in  the  ves- 
sels in  generalized  arteriosclerosis,  and  know- 
ing that  many  cases  of  arteriosclerosis  have 
their  primary  lesion  in  the  kidneys,  may  we 
not  assume  that  the  cause  is  the  same  in 
vascular  nephritis,  and  arteriosclerosis? 

Because  there  is  no  specific  treatment 
for  chronic  nephritis,  we  should  not  sit  idly 
by,  but  should  be  on  our  guard  to  give  advice 
that  may  prevent  the  establishing  of  the 
malady,  or  at  least  to  modify  its  ravages. 

Doctor  Harriman  starts  his  discussion  of 
management  by  saying,  “If  possible,  remove 
the  cause.  Let  the  patient  be  moderate  in 
all  things.” 

Let  us  continuously  bear  in  mind  that  all 
cases  of  arteriosclerosis  and  hypertension 
are  potentially  cases  of  chronic  nephritis. 
Then  it  is  our  duty  to  warn  our  patients  to 
conserve  their  future  health  by  guarding 
against  alcoholics,  the  abuse  of  their  vital 
organs  by  the  over-use  of  tobacco,  all  foci 
of  infection  especially  teeth  and  tonsils, 
over-eating,  constipation,  overwork,  and 
(possibly  the  worst  offender  in  carcio-vas- 
cular-renal  disease)  worry. 

Allen  states  that  all  cases  of  hypertension 
can  be  cured  by  salt-free  diet.  This,  of 
course,  is  a broad  statement  but  undoubtedly 
has  at  least  some  merit  and,  realizing  the 
similarity  of  pathology  and  the  hand-in-hand 
method  of  vascular-renal  disease,  why  should 
we  not  at  least  advise  all  questionable  and 
suspected  beginning  cases  to  be  moderate  in 
the  use  of  salt? 

Doctor  Blumgarten  discusses  the  rational 
treatment  of  chronic  nephritis  from  the 
view-point  of  functional  pathology,  but,  at 
the  same  time,  calls  our  attention  to  the  fact 
that  function  depends  invariably  upon  struc- 
ture. While  we  cannot  determine  the  amount 
of  renal  functioning  tissue  in  any  given  case, 
we  CAN  determine  the  renal  functional  ca- 
pacity, the  kidney’s  ability  to  excrete  the 
different  constituents  of  the  urine  and 
whether  the  dominant  lesion  is  tubular  or 
glomerular. 

In  instances  in  which  the  water  output  is 
persistently  low,  in  which  the  main  lesion  is 
evidently  a glomerular  one.  treatment  holds 
out  but  little  hope. 

We  not  only  can  determine  the  chief  le- 
sion, but  also  can  determine  the  difference 
between  the  instances  with,  and  the  instan- 
ces without,  retention  of  waste  products. 

We  should  try  to  attack  the  lesion  itself 
more  actively  instead  of  adapting  the  treat- 
ment to  the  inevitable  outcome  of  the  af- 
fection. 


Blumgarten  advises  decapsulation  as  a 
rational  operation  and  one  that  should  be 
given  a trial  more  frequently  in  early  in- 
stances of  this  disease — particularly  in  those 
cases  showing  repeated  acute  exacerbations. 

In  instances  minus  retention  of  waste  pro- 
ducts, pay  greater  attention  to  regulating 
the  general  regimen  of  the  patient’s  life  than 
to  restricting  his  diet  or  treating  him  with 
medicines.  The  total  amount  of  food  ingested 
should  be  limited ; at  the  same  time,  the 
proteins  should  be  restricted  very  little,  if 
at  all.  It  is  more  important  that  the  patient’s 
nutrition  be  maintained  than  that  a scienti- 
fic balance  of  elimination  be  reached. 

In  instances  with  retention  of  protein 
waste  products,  eliminate  such  retention  as 
much  as  possible.  We  may  accomplish  this 
by  dietetic  means — by  decreasing  the  pro- 
tein intake  without  sacrificing  caloric  re- 
quirements. With  uremia  absent,  or  not  im- 
minent, the  protein  tolerance  may  be  marked 
without  producing  retention  of  waste  pro- 
ducts in  the  bloodstream.  To  secure  this 
tolerance,  we  commence  with  starvation, 
then  increase  the  proteins  (by  degrees)  until 
tolerance  is  established. 

We  ought  to  anticipate  acidosis  by  the 
employment  of  alkalies.  When  this  trouble 
does  arise,  intravenous  injection  of  alkalies 
will  be  found  the  most  effective  way  of 
treating  it. 

Venesection  should  be  done  where  we  sus- 
pect a beginning  uremic  condition. 

Edema  can  usually  be  kept  to  negligible 
amount  in  the  tubular  type  by  restriction  of 
salt,  but  when  it  reaches  proportions  where 
some  drastic  means  have  to  be  taken,  we 
have  found  ammonium  chloride  given  for 
twenty-four  hours  and  followed  by  novasurol 
has  netted,  in  a number  of  cases,  more  than 
one  gallon  of  urine  in  the  twenty-four  hours 
following. 

Such  results  are  very  flattering,  but  only 
prolong  the  agony  for  days  or  weeks,  where- 
as the  preventive  treatment  may  prolong 
life  for  years. 

SUMMARY 

Simplification  of  classification,  which  aids 
in  diagnosis  and  treatment. 

Normal  urine  may  contain  many  pus  cells, 
casts  and  blood. 

How  to  differentiate  between  glomerular 
and  tubular. 

Chemical  analysis  of  blood  is  guide  as  to 
progress  of  vascular  nephritis. 

Similarity  of  pathology  in  vascular  ne- 
phritis and  arterio-sclerosis. 

That  chronic  vascular  nephritis  may  be 
slow,  but  is  a progressive  disease  and  pre- 
ventive treatment  should  be  instituted  early 
as  in  advanced  cases  the  treatment  is  only 
symptomatic. 
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URINARY  FINDINGS  SIMULATING 
NEPHRITIS 

J.  B.  LITTLEFIELD,  M.  D. 

Tucson,  Arizona 

(Read  before  the  Arizona  State  Medical  Associa- 
tion, at  the  thirty-eighth  annual  meeting,  held  at 
Prescott,  April  18-20,  1929.) 

This  paper  is  intended  to  be  of  some  aid 
to  those  doctors  in  general  practice,  or  some 
other  special  line  of  endeavor,  where  a rou- 
tine urine  report  showing  the  presence  of  al- 
bumen frequently  causes  them  to  make  a 
diagnosis  of  Bright’s  disease  without  inquir- 
ing further  into  the  kidney  condition.  We 
must  bear  in  mind  that  inflammation  along 
the  urinary  tract  causes  the  kidney  and 
mucous  membranes  of  the  tract  to  pour  out 
mucous  or  serum  albumen  which  will  throw 
down  a cloud  when  the  ordinary  tests  for 
albumen  are  applied  to  the  urine. 

A urinalysis  is  not  complete  until  a mi- 
croscopic examination  has  been  performed. 

Kidney  inflammation  causes  a hyaline 
drop  formation  in  the  renal  epithelial  cells, 
with  extrusion  into  the  renal  tubules,  where 
casts  are  formed.  These  are  in  turn  forced 
out  in  the  urine1.  This  does  not  necessarily 
mean  Bright’s  disease.  Albumen  and  casts 
are  often  found  in  varying  amounts  in  bac- 
terial infections  along  the  urinary  tract 
and  are  associated  with  pus  and  blood.  In  . 
fact,  pus  or  blood  either,  will  show  a 
marked  presence  of  albumen  on  chemical 
analysis. 

This  paper  will  deal  with  the  presence  in 
the  urine  of  pus  and  blood  and  will  not 
mention  albumen  and  casts  from  now  on, 
hoping  that  we  can  clear  up  the  fallacy  in 
the  minds  of  many  concerning  the  value  of 
chemical  analyses  alone. 

In  obtaining  urine  from  a female,  the 
finding  of  pus  microscopically  in  a voided 
specimen  is  valueless.  The  vulva  should  be 
thoroughly  cleansed,  and  the  patient  cathe- 
terized.  The  constant  presence  on  the  vul- 
va of  a leucorrheal  discharge  always  con- 
taminates voided  urine.  When  obtained  in 
this  manner  we  ordinarily  disregard  the 
finding  of  an  occasional  red  blood  cell,  its 
presence  being  due  to  trauma. 

Repeated  studies  have  shown  that  one 
finds  five  to  seven  leucocytes  to  the  high 
power  field,  in  the  urine  of  normal  indi- 
viduals2. Unfortunately  the  presence  of 
blood  in  the  urine  is  more  apt  to  attract 
the  attention  of  both  the  patient  and  the 
physician  than  a turbidity,  unless  it  be 
very  marked. 

Whenever  one  finds  pus  in  the  urine,  a 
most  careful  history  must  be  taken,  with 
especial  reference  to  gonococcal  urethritis; 
repeated  chills  and  fever;  pain,  whether 


localized  or  radiating;  dysuria,  whether  in- 
itiative or  terminal ; frequency,  etc. 

In  the  female,  the  local  urethritis  of  gon- 
orrheal origin  is  usually  of  brief  duration 
and  of  moderate  severity,  the  infection 
preferring  to  involve  the  genital  tract.  The 
anatomy  of  the  female  urethra,  with  the 
relaxation  occurring  after  childbirth,  ren- 
ders this  tract  prone  to  subacute  and 
chronic  infections. 

In  the  male,  we  should  search  for  evi- 
dence of  persistence  of  infection,  originally 
gonococcus,  but  later  superseded  by  ordi- 
nary pus-forming  organisms,  or  a primary 
non-specific  urethritis ; the  prjeserice  of 
strictures,  in  either  the  anterior  or  pos- 
terior urethra,  cowperitis,  infections  of  the 
glands  of  Littre,  or  the  lacunae,  para-ure- 
thral  abscess,  etc.  The  most  common  and 
persistent  cause  is  chronic  prostatitis  and 
vesiculitis. 

The  acute  infections  are  frequently  ac- 
companied by  dysuria3,  very  often  without 
general  systemic  disturbance  as  long  as  the 
process  remains  localized  in  the  urethra  or 
bladder.  With  extension  to,  or  acute  in- 
volvement of,  prostate  or  epididymes  or 
kidney,  the  picture  becomes  dramatically  al- 
tered and  the  patient  manifests  systemic  re- 
action with  fever,  chills  and  general  malaise 
in  addition  to  localizing  features. 

In  considering  the  bladder  sources  of  pus 
one  must  bear  in  mind  that  this  organ  is 
practically  never  involved  primarily,  but  sec- 
ondarily, from  extension  from  above  or  be- 
low. However,  there  are  certain  intrinsic 
pathological  entities  encountered  here  that 
invite  and  aggravate  these  secondary  inva- 
sions. Bladder  neoplasms  or  tumors  are  not 
usually  painful  until  this  secondary  invasion 
takes  place. 

Chronic  urinary  obstruction  at  the  blad- 
der neck  from  prostatic  hypertrophy,  fibrous 
contraction,  median  bar  obstruction,  congen- 
ital valve  formation,  functional  sphincter  dis- 
turbances, certain  cord  lesions,  all  result  in 
urinary  stasis  and  secondary  infection  with 
pus  formation.  We  get  a loss  of  bladder  tone 
with  subsequent  dilatation,  infection,  saccule 
formation  from  protrusion  of  vesical  mu- 
cous membrane  through  overtaxed  muscle 
bundles  and  stagnant  infected  urine;  from 
which  sediment,  calculous  formation  occurs. 

False  diverticuli  are  formed  aS  the  re- 
sult of  obstruction  and  true  diverticuli  then 
make  their  appearance.  A true  diverticu- 
lum is  an  outpouching  of  the  bladder  wall, 
including  all  its  intrinsic  layers  and  con- 
nected with  it  by  a narrow  neck.  Its  capac- 
ity may  vary  from  half  an  ounce  to  that 
equal  to  the  bladder  itself.  A true  diver- 
ticulum is  probably  congenital  in  origin, 
but,  owing  to  its  anatomy,  it  is  very  prone 


AUGUST,  1929 


339 


to  infection,  especially  if  there  happens  to 
be  obstruction  of  the  bladder  neck,  when  it 
is  most  resistant  to  ordinary  methods  of 
treatment. 

In  prostatic  hypertrophy  the  systemic 
disturbance  depends  upon  urinary  obstruc- 
tion and  secondary  infection.  Residual 
urine  may  remain  clean  for  years,  but  such 
is  infrequently  the  case.  With  the  advent 
of  infection  involving  bladder,  ureter  and 
kidney,  the  march  is  quiet  and  insidious, 
accomplishing  a gradual  destruction  of  func- 
tional kidney  value  of  which  the  patient  re- 
mains relatively  unaware.  As  far  as  symp- 
tomatology is  concerned,  aside  from  peri- 
neal pain,  which  is  by  no  means  constant, 
there  is  nothing  to  suggest  malignancy. 
Certainly  no  evidence  is  afforded  from 
urine  analysis.  Palpation  of  the  gland  by 
rectum  may  reveal  important  evidence. 
Pathological  examination  finds  evidence  of 
malignancy  in  one  of  every  five  prostates 
removed  surgically. 

Other  common  sources  of  primary  vesical 
pyuria  are  granulomas,  granular  and  similar 
types  of  chronic  cystitis,  tuberculosis,  and 
communication  with  perivesical  foci  of  in- 
fection, such  as  rupture  of  appendiceal, 
tubo-ovarian  and  similar  abscesses  into  the 
bladder. 

Cystoscopy  alone,  or  urethro-cystoscopy, 
aided  by  plain  radiography  and  cystography, 
will  enable  one  to  localize  a pyuria  as  being 
of  vesical  origin,  far  more  rapidly  and  accu- 
rately than  any  other  method. 

Of  the  pathological  conditions  of  the  ure- 
ter responsible  for  pyuria,  we  wish  to  call 
attention  to  strictures  of  pre-  or  postnatal 
origin,  calculi  or  neoplasms,  non-tuberculous 
infections  and  tuberculosis— all  of  which 
come  strictly  in  the  field  of  the  urologist. 

At  the  kidney  level,  the  most  common  in- 
fection to  be  considered  is  the  non-tubercu- 
lous pyelonephritis.  In  etiology,  as  else- 
where in  the  urinary  tract,  obstruction  is 
the  important  provocative  feature.  All  forms 
of  mechanical  obstruction  below  the  renal 
pelvis  will  favor  the  incidence  of  infection. 
Such  obstruction  may  be  at  the  bladder 
neck  by  prostatic  hypertrophy  or  median 
bar  formation,  or  within  the  urethra  from 
stricture.  It  may  be  along  the  course  of 
the  ureter  from  internal  obstruction  or 
from  external  pressure  by  an  enlarged 
uterus,  or  from  another  pelvic  or  intra- 
abdominal tumor.  Or  it  may  be  a kink  or 
twist  in  the  course  of  the  ureter  due  to  an- 
omalous position  of  the  kidney,  or  from  an 
anomalous  blood  vessel  supplying  the  kid- 
ney itself.  Such  conditions  favor  urinary 
stasis  and,  indirectly,  infection.  With  the 
development  of  infection,  stone  formation 
is  next  in  order.  It  has  recently  been  shown 


that  infection  always  precedes  stone  forma- 
tion. 

The  development  of  secondary  pyelitis 
from  a remote  focus  of  infection  is  well 
recognized,  such  secondary  infection  occur- 
ring in  the  course  of  acute  infections,  like 
otitis  media,  pneumonia,  scarlet  fever,  ty- 
phoid fever,  and  in  more  prolonged  infec- 
tions, such  as  chronic  middle  ear  disease, 
chronic  osteomyelitis  or  chronic  empyema. 
We  must  not  overlook  the  possibility  of 
these  secondary  infections  becoming  per- 
manent. Frequent  cases  have  been  noted 
where  the  patient  recovers  from  the  origi- 
nal acute  infection  only  to  fall  a victim 
years  later  to  the  end  results  of  the  un- 
treated renal  infection  which  had  been  eith- 
er ignored  or  not  recognized. 

The  combined  presence  of  stone  in  the 
kidney  pelvis  with  attendant  infection,  ac- 
complishes a diminution  of  that  organ’s 
functional  value.  If  the  attendant  infection 
be  slight  and  drainage  free,  renal  degenera- 
tion may  be  very  slow.  If  there  be  recurrent 
attacks  of  pelvic  retention  with  attacks  of 
subacute  pyelonephritis,  the  damage  be- 
comes more  rapidly  accomplished.  Chronic 
renal  infection  and  stone  may  reduce  the 
kidney  to  a flimsy  pus  sac  possessing  no 
value  as  a functional  organ.  With  free 
drainage,  constitutional  symptoms  may  be 
lacking.  The  urine  may  be  constantly  cloud- 
ed with  pus  or  intermittently  so,  as  the  renal 
sac  empties  itself  from  time  to  time.  In 
such  cases  the  bladder  and  urethra  are  tol- 
erant and  the  only  local  subjective  symp- 
tom may  be  slightly  increased  frequency. 
The  urine  will  be  turbid  throughout,  even 
after  thorough  bladder  lavage. 

The  tuberculous  renal  infection  mani- 
fests itself  first  by  nothing  more  than  in- 
creased frequency,  the  urine,  thus  early 
showing  only  a slight  trace  of  albumen. 
The  tubercle  bacillus  may  be  demonstrated 
by  examination  of  urinary  sediment  or, 
more  likely,  after  guinea  pig  inoculation. 
The  pathology  at  such  early  stages  occurs 
in  the  cortical  portion  of  the  kidney  or  near 
the  tip  of  the  renal  pyramid.  As  soon  as 
a tubercle  ulcerates  through  to  the  pelvis 
the  amount  of  pus  and  blood  is  increased, 
though  such  may  occur  long  after  the  de- 
velopment of  annoying  urinary  symptoms. 
The  first  symptom  may  be  hematuria  oc- 
curring as  the  result  of  early  nephritis.  As 
soon  as  the  bladder  becomes  involved, 
dysuria  becomes  more  intense  and  urgency 
and  frequency  make  life  nearly  intolerable. 
The  acid  urine  does  not  cloud  on  standing 
and,  if  cultured,  usually  gives  no  growth. 
Secondary  infection  supervenes  late,  if  at 
all.  The  demonstration  of  the  tubercle  bacil- 
lus by  staining  methods,  or  the  recovery  of 
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that  organism  from  the  inoculated  guinea 
pig,  establishes  the  diagnosis. 

HEMATURIA 

Blood  originating  in  the  urethra  results 
ordinarily  from  abrasions  through  the  mu- 
cous lining  from  external  or  internal  trauma- 
tism. Acute  urethritis  and  urethral  caruncle 
may  cause  primary  bleeding. 

At  the  bladder  neck,  in  either  sex,  the 
multiple  benign  polypi  may  cause  bleeding. 

In  prostatism,  with  increasing  congestion, 
which  at  times  becomes  considerable  in  the 
median  lobe  of  the  gland,  a degree  of  hem- 
orrhage occurs  which  may  assume  serious 
proportions.  This  is  the  bleeding  often  giv- 
ing rise  to  an  ill-founded  fear  of  malignancy. 

Simple  acute  ulcer  of  the  bladder  causes 
bleeding,  frequently  attended  by  intense 
dysuria  and  vesical  tenesmus.  These  excori- 
ations are  usually  located  in  the  bladder 
wall.  One  particular  group,  situated  on  the 
anterior  wall  above  the  internal  meatus, 
comprise  the  so-called  elusive  ulcer  of  Hun- 
ner. 

Acute  cystitis  and  acute  exacerbation  of 
a chronic  cystitis  are  frequently  accompan- 
ied by  a terminal  bleeding  and  strangury. 
Tuberculous  involvement  of  bladder  and  ure- 
ter frequently  cause  bleeding. 

New  growths  originating  in  the  bladder 
seldom  give  warning  of  their  presence  prior 
to  the  tell-tale  painless  hematuria. 

Stone  in  the  bladder  may  announce  its 
presence  by  visible  bleeding.  It  is  the  at- 
tendant infection  or  underlying  cause,  how- 
ever, that  sends  the  patient  to  his  physician. 

Injuries  to  the  bladder  and  ureter  are 
mentioned  only  in  passing. 

Excoriations  from  the  passing  of  ure- 
teral calculi  cause  bleeding.  According  to 
Hunner,  ureteral  stricture  is  a very  impor- 
tant cause.  The  occurrence  of  hematuria 
in  association  with  appendicitis  has  been 
reported  on  several  occasions.  A confus- 
ing problem  for  diagnosis  thus  presents  it- 
self and  every  resource  of  diagnostic  pro- 
cedure and  surgical  judgment  must  be  en- 
listed. 

At  the  level  of  the  kidney,  stone  is  the 
most  common  factor;  however,  the  larger 
calculi  are  usually  silent.  Acute  pyelitis  and 
pyelonephritis,  as  a rule,  produce  a urine  in 
which  red  cells  occur  as  commonly  as  does 
pus.  Tuberculous  pyelitis  frequently  an- 
nounces itself  at  an  early  stage  by  hema- 
turia, commonly  painless.  Like  most  bleed- 
ing of  renal  origin,  the  urine  as  voided  is 
smoothly  admixed  with  blood  and  appears 
as  a homogeneous  wine  colored  solution. 

Neoplasms  of  the  kidney  usually  remain 
unsuspected  prior  to  bleeding,  which  is  char- 
acteristically painless. 


Idiopathic  bleeding  from  the  kidney  or  es- 
sential hematuria,  in  our  opinion,  is  a mis- 
nomer and  never  occurs,  for  there  is  always 
a cause.  It  may  be  impossible  to  find  it, 
however. 

All  cases  showing  pus  and  blood  in  the 
urine  should  have  a culture  made  on  an 
aseptically  collected  specimen,  where  the 
presence  of  a growth  will  indicate  that  the 
condition  is  not  a Bright’s. 

Albumen,  pus  and  blood,  without  the  oth- 
er classical  signs  of  Bright’s  disease,  such  as 
an  increase  in  blood  pressure,  in  blood  nitro- 
gen and  blood  chloride,  edema,  and  general 
toxic  symptoms,  should  be  subjected  to  a 
routine  urological  study  by  a comeptent 
urologist. 

REFERENCES 

1.  Dr.  Henry  Hartman,  Professor  of  Pathology, 

University  of  Texas,  January,  1929. 

2.  Eisendrath  & Rclnick,  Urology. 

3.  Jamieson,  Harold  H.  J.,  Maine  Medical  Associa- 

tion, July,  1925. 

DISCUSSION 

DR.  FRANK  J.  MILLOY  (Phoenix)  : I have  lis- 
tened to  the  papers  of  Doctors  Davis  and  Littlefield 
with  much  interest.  They  have  said  a great  deal 
in  the  time  allotted.  There  is  little  controversy  in 
the  things  they  have  said,  so  all  that  remains  is'  to 
emphasize  some  of  their  statements  and  possibly  add 
a word  or  two.  As  Dr.  Davis  has  said,  there  is  no 
classification  which  covers  chronic  nephritis,  be- 
cause one  type  always  overlaps  another.  However, 
from  a purely  c-inical  standpoint,  we  might  make 
two  divisions;  namely,  nephrosis  and  nephritis.  Ne- 
phrosis may  include  the  tubular  form.  The  path- 
ology of  nephrosis  is  a hyalin  degeneration  of  the 
uria  and  cholesterinemia.  There  is  no  cnange  in 
nria  and  cholesterinemia.  There  is  no  change  in 
blood  chemistry  nor  in  blood  pressure.  This  prob- 
ably represents  by  far  the  minority  of  cases. 

But  the  clinical  picture  we  have  of  members  of 
that  great  multitude  who  are  affiicted  with  Bright’s 
disease,  includes  the  condition  of  the  kidneys,  the 
heart  and  the  arteries.  These  organs  are  insepar- 
able and  the  diagnosis  requires  a thorough  investiga- 
tion of  all  three.  The  most  valuable  information 
about  the  urine  is  obtained  from  the  Mosenthal.  It 
will  show  a fixation  of  specific  gravity,  the  inability 
of  the  kidney  to  concentrate,  and  the  night  output 
equal  to  or  exceeding  the  day  output  in  quantity  of 
fluid,  chlorides  and  nitrogen.  This  is  chronic  ne- 
phritis. The  prognosis  from  this  point  depends  up- 
on the  rate  at  which  damage  develops  in  the  arter- 
ies and  the  myocardium.  As  Dr.  Davis  has  said, 
chronic  nephritis  is  vascular  degeneration  or  change 
ir.  the  glomerular  system.  This  vascular  change  ex- 
tends to  involve  the  whole  arterial  system.  The 
blood  pressure  rises.  The  ophthalmologist  can  often 
give  us  the  best  clue  as  to  prognosis.  Eye-grounds 
wi  h tortuous,  edematous  arteries  and  retinal  hem- 
errhange  spell  disaster. 

If  we  are  not  dealing  with  the  advanced  malig- 
nant type  of  hypertension,  the  salt-free  diet,  as  ad- 
vocated by  Allen,  very  often  produces  wonderful  re- 
sults. The  salt  free  diet  means  more  than  instruct- 
ing patients  to  eliminate  salt  from  their  food.  It 
means  the  reduction  of  the  chlorides  in  the  unrine 
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to  IV2  grams  daily.  This  is  extremely  difficult.  I 
have  found  it  almost  impossible  to  get  it  below  3 
grams  in  24  hours.  The  fluid  intake  must  be  reduced 
also  to  one  liter  daily.  This  procedure  is  of  wonder- 
ful value  in  reducing  excessive  weight  also,  which  is 
most  essential.  Evidence  of  failing  myocardium  is 
a sign  of  danger.  Edema  is  often  present.  Here, 
again,  limit  salt  and  water  intake  and  use  digitalis. 
This  does  not  mean  15  drops  of  digitalis  three  times 
a day.  There  are  a number  of  formulae,  but,  rough- 
ly speaking,  one  ounce  of  the  Parke-Davis  tincture 
will  digitalize  a patient.  This  should  be  given  in 
three  to  five  days,  depending  on  the  severity  of  the 
decompensation.  The  electrocardiograph  is  of  ex- 
treme importance  in  watching  the  exact  conditions 
of  the  heart.  It  will  indicate  the  point  of  digitaliza- 
tion and  then  a maintenance  dosage  should  be  given. 
If  edema  is  present,  diuretics  should  be  given::  am- 
monium chlorid,  novasural,  theocin,  etc.  If  these  fail 
at  first,  it  is  marvelous  how  they  will  woi'k  some- 
times after  the  heart  is  digitalized. 

Another  way  of  viewing  the  prognosis  of  chronic 
nephritis  is  to  consider  the  usual  termination.  Mark- 
ed increase  in  blood  chemistry  means  the  advent  of 
impending  coma,  unless,  of  course,  we  are  dealing 
with  an  hypertrophied  prostate.  In  addition  to  the 
above  procedure,  glucose  intravenously  is  of  extreme 
benefit.  But  few  patients  reach  this  stage.  The 
commonest  terminations  are  pulmonary  complica- 
tions and  vascular  accidents.  The  chronic  nephritic 
has  little  chance  with  pneumonia.  The  vascular  ac- 
cidents inc'ude  cerebral  hemorrhage,  coronary 
thrombosis,  and  the  various  forms  of  emboli.  It  is 
not  an  uncommon  thing  for  a desperately  sick  pa- 
tient, who  had  a marked  edema  and  advanced  de- 
compensation, to  be  brought  back  to  the  point  where 
he  is  compensated  and  free  from  edema  and  appar- 
ently well,  and  then  suddenly  to  drop  dead.  This 
means  a vascular  accident,  generally  a coronary 
thrombosis  or  cardiac  infarct. 

One  more  point  in  prognosis.  Chronic  nephritis 
occurs  in  families  and  it  is  a common  occurrence 
for  whole  families  to  die  at  about  the  same  age,  usu- 
ally the  early  sixties.  As  Barker  says,  “If  you  would 
avoid  high  blood  pressure,  select  your  ancestors.” 

DR.  R.  J.  STROUD  (Tempe):  Dr.  Rountree  first 
expounded  the  use  of  ammonium  chlorid  in  failing 
compensation  of  the  heart  and  had  good  results. 
Dr.  Allen,  while  enthusiastic  about  salt-free  diet, 
pointed  out  that  he  never  used  ammonium  chlorid 
in  cases  because  that  must  first  make  an  acidosis. 
He  has  made  that  very  distinct  statement  twdee. 

DR.  ROBERT  FERGUSON  (Bisbee):  I should 
like  to  report  one  case,  a man  of  fifty,  apparently 
well  with  no  previous  history;  wTent  to  bed  at  night 
and  was  found  in  the  morning  with  convusions  and 
paralysis,  pupils  dilated  during  convulsions,  pres- 
sure 120/80,  no  edema  in  the  lungs  or  anywhere. 
He  was  unconscious  and  therefore  I did  not  get 
a history.  The  urine  had  a large  amount  of  albumin 
casts.  The  patient  died  within  twenty-four  hours.  I 
made  a diagnosis  ofuremia. 

DR.  W.  W.  WILKINSON  (Phoenix):  A little  per- 
sonal experience  during  the  last  year  in  the  direc- 
tion of  the  amount  of  water  used  individually.  For 
several  years  I noticed  cold  showers  every  morning 
gave  me  a little  rheumatism,  and  I could  not  eat 
citrus  fruit.  Dr.  Percy,  of  Los  Angeles,  last  year 
spoke  of  the  amount  of  water  which  should  be  used. 
He  stated  that  sixteen  glasses  should  be  taken 
every  morning,  that  is  about  four  quarts,  which 
seems  rather  excessive,  but  for  the  past  few  years 
I have  used  two  quarts  a day  and  that  seems  not 
excessive  for  a man  of  two  hundred  pounds.  I 


should  like  the  Doctor  to  tell  me  if  one  can  drink 
too  much  water? 

DR.  D.  F.  HARBRIDGE  (Phoenix):  I w7as  rather 
pleased  to  hear,  in  Dr.  Milloy’s  discussion,  the  use 
of  the  opthamologist  in  this  sort  of  lesion.  The 
purely  clinical  investigations  and  diagnoses  based 
on  results  of  personal  experience,  knowdedge  and 
sometimes  intution,  have  in  recent  times  been  over- 
shadowed by  laboratory  methods.  Medicine  is  still 
an  art  and  not  a science.  The  body  of  your  patient 
is  unquestionably  the  best  laboratory  in  the  world. 
Dr.  Milloy  referred  to  certain  lesions  which  are 
found  in  the  eye-ground  in  well-advanced,  frank 
cases,  but  it  takes  a big  intuition,  a big  experience, 
to  be  able  to  examine  the  fundi  of  patients  and  de- 
termine the  possibility  of  a future  development  of 
some  kidney  lesion.  It  is  usually  enough  to  say 
that  the  vessels  show  arteriosclerosis  and  that  there 
are  patches  of  exudate  and  hemorrhage.  These  are 
the  frank  end  results,  but  if  you  wish  to  protect 
your  patient  properly,  when  you  suspect  any  pos- 
sibility of  a vascular  kidney  lesion,  the  wisest  thing 
is  to  have  the  eye-ground  examined  and  examined 
carefully.  This  is  not  a perfunctory  thing  but  it 
takes  time  and  repeated  visits  to  fully  interpret 
the  findings.  In  many  of  these  lesions,  some  of 
the  very  earliest  findings  involve  the  fine  blood- 
vessel twigs,  and  I know  of  no  other  place  in  the 
human  body  where  the  blood-vessel  can  be  studied 
so  clearly  and  accurately  as  in  the  fundus  of  the 
eye  (by  the  eye  man).  There  are  certain  definite 
changes  which  occur  some  time  before  more  frank 
lesions  are  found.  To  illustrate:  An  official  of  one 
of  the  mining  camps  came  to  me.  I examined  the 
eye-grounds  and  found  these  certain  little  changes 
which  indicated,  to  my  mind,  that  the  man  was  on 
the  danger  line.  I inquired  into  his  history  and 
found  that,  while  he  used  alcohol  to  a certain  ex- 
tent, not  excessive,  he  was  a large,  irregular  eater. 

I cautioned  him  in  this  regard  and  he  readjusted 
his  life.  For  three  years  he  went  along  and  urine 
examinations  showed  no  albumin.  He  broke  loose 
again,  and  came  back  to  me.  Further  examination 
of  the  eye-ground  showed  more  progessive  difficulty 
and  still  the  urine  showed  no  findings  of  value.  He 
was  cautioned  again  and  lived  for  two  years  in  a 
restricted  way.  He  broke  loose  again  and  went 
along  for  a year  or  two,  and  then  suddenly  develop- 
ed a severe  acute  nephritis  and  died.  This  is  simply 
one  experience  of  a good  many.  Had  he  accepted 
the  original  advice  and  lived  accordingly,  I think 
he  would  have  been  alive  today.  All  these  changes 
precede  those  found  by  laboratory  methods  and  it 
is  exceedingly  important  to  recognize  them. 

DR.  DAVIS  (closing):  I have  been  trying  to  clear 
up  for  myself  that  word  “nephrosis”,  a word  coined 
in  1925.  It  is  a confusing  term.  Just  what  does 
nephrosis  mean  and  what  does  it  include  ? I think 
if  wewould  stay  with  the  pathological  classifcation 
we  would  be  better  off. 

Ammonium  chlorid,  in  my  practice,  is  not  given 
other  than  as  a diuretic  for  twenty-four  hours  pro- 
ceeding novarsol. 

As  far  as  water  is  concerned,  I do  not  think  any- 
body ever  drinks  too  much  water  unless  suffering 
from  some  form  of  Bright’s  disease. 

In  my  paper  I mentioned  the  eye,  difficulty  of 
vision,  palpable  edema  and  retinal  hemorrhages. 

One  point  I laid  stress  on  was  worry.  To  show 
that  that  holds  true:  After  I finished  writing  this 
paper  I took  my  blood  pressure,  which  has  never 
been  above  130,  and  found  it  to  be  160. 

DR.  LITTLEFIELD  (closing):  The  principal  thing 
I tried  to  do  was  to  get  the  general  practitioner 
away  from  the  idea  of  a urinalysis  for  albumin  and 
sugar  as  a complete  examination. 
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THE  SURGICAL  KNEE 
JOSEPH  MADISON  GREER,  M.  D. 

Phoenix,  Arizona 

(Read  before  the  annual  meeting  of  the  Arizona 
State  Medical  Association,  held  in  Prescott,  Ariz., 
April,  1929.) 

From  time  to  time  there  has  been  con- 
siderable written  and  much  discussion  rela- 
tive to  the  “Surgical  Abdomen”,  in  which 
various  conditions  of  the  abdomen  that  are 
properly  diagnosed  or  treated  by  surgical 
means  are  considered.  Therefore,  it  occurred 
to  me  that  it  might  not  be  totally  uninter- 
esting to  consider  for  a few  moments  some 
of  the  conditions  of  the  Knee-Joint  that 
probably  should  be  diagnosed  or  treated  by 
surgical  means. 

In  making  comparison  betwen  the  condi- 
tions of  the  abdomen  and  conditions  of  the 
knee-joint,  that  require  surgery,  you  may 
advance  the  criticism  that  this  is  quite  far- 
fetched, and  that  we  have  nothing  in  the 
knee  that  corresponds  to  the  acute  surgical 
abdomen,  in  which  immediate  surgical  in- 
tervention is  demanded.  I am  not  so  sure 
that  this  would  be  true  and  cite,  for  example, 
the  acute  injuries  of  the  knee  in  which  there 
is  hemorrhage  into  the  joint.  This,  to  the 
minds  of  some  of  us,  demands  early  surgical 
treatment  to  remove  the  extravasated  blood. 
It  is  true  that  delay  here  may  not  endanger 
the  life  of  the  individual,  as  it  would  with  a 
surgical  abdomen,  but  it  may  endanger  the 
integrity  of  the  knee-joint  and  prolong  its 
disability.  In  further  support  of  the  analogy 
between  the  knee  and  the  abdomen,  may  I 
say  that  Dr.  John  Moorhead,  of  New  York, 
one  of  our  foremost  traumatic  surgeons, 
frequently  speaks  of  “The  Laparotomy  of 
the  Knee  Joint”. 

In  this  short  paper  I shall  not  present  any- 
thing original,  nor  shall  I cite  any  large 
series  of  cases.  However,  I do  feel  that,  by 
calling  attention  to  some  of  the  more  com- 
mon injuries  and  conditions  of  the  knee- 
joint  that  seem  at  this  time  to  be  properly 
treated  by  surgery,  and  by  encouraging  our- 
selves to  a more  careful  consideration  of 
surgical  treatment,  after  thorough  examina- 
tion and  effort  at  diagnosis,  many  of  our 
present  knee-joint  disabilities  may  be  eli- 
minated and  many  others  shortened.  We 
have  ever  attacked  the  knee-joint  by  surgi- 
cal means  with  fear  and  trembling;  and 
rightly  so,  for  an  accident  in  the  way  of 
infection  of  the  knee-joint  following  surgi- 
cal intervention  is  a serious  thing  and  tends 
to  promote  modesty  and  humbleness  in  the 
person  of  the  surgeon.  It  has  almost  the 
same  effect  upon  the  feelings  of  the  surgeon 
that  the  plucking  of  the  tail  feathers  of  a 
strutting  peacock  does  upon  the  fowl.  He 
would  just  a little  rather  not  be  seen  for 


awhile.  However,  of  late  years,  with  our 
modern  methods  of  surgery,  we  do  not  fear 
this  so  much  and  we  do  not  hesitate  to  open 
wide  the  cavity  of  the  knee-joint  and  make 
a thorough  inspection  and  exploration. 

Now,  let  us  say  a few  words  about  the 
structure  of  the  Knee-Joint.  As  you  know, 
the  knee-joint  is  not  a simple  hinge  joint. 
It  has  three  articulations:  The  condyles  of 
the  femur  with  the  tuberosities  of  the  tibia, 
and  the  femur  with  the  patella.  Gray  states 
that,  in  certain  animals,  there  are  three 
synovial  sacs,  and  developmental^  this  is 
true  in  the  human  and  these  three  sacs  fuse, 
forming  one  large  one,  the  largest  in  the 
body.  This  large  sac  is  lined  with  synovial 
membrane  and  has  a row  of  villous-like  pro- 
cesses extending  into  it. 

The  semilunar  cartilages  are  rather  sickle- 
shaped with  broad  convex  margin  attached 
to  the  joint  capsule  and  a narrow  concave 
margin  extending  free  into  the  joint  cavity. 
These  cartilages  lie  between  the  bones, 
though  actually  outside  the  synovial  sac. 
They  are  quite  loosely  attached  to  the  toe 
of  the  tibia  and,  when  the  joint  is  moved, 
there  is  a slight  movement  of  the  cartilages 
on  the  head  of  the  tibia.  So  you  see  that 
this  mechanical  arrangement  and  relatively 
insecure  attachment  has  something  to  do 
with  the  conditions  we  find  following  injury 
of  the  knee-joint. 

Another  thing  which  we  should  keep  in 
mind  relative  to  the  structure  of  the  knee- 
joint  is  the  rich  blood  supply  of  the  synovial 
membrane  and  the  fact  that  this  blood  sup- 
ply gets  its  origin  from  branches  which 
penetrate  the  joint  at  the  attachment  of  the 
lateral  ligaments.  The  articular  cartilage 
normally  derives  most  of  its  blood  supply 
from  osseous  branches  which  penetrate  the 
head  of  the  bone  and  supply  the  deeper 
growing  layer  of  cartilage.  The  surface 
layer  of  the  articular  cartilage  is  avascular. 
The  wall  of  the  joint  consists  of  the  fibrous 
capsule  and  the  synovial  membrane.  The 
synovial  membrane  lines  the  entire  cavity, 
including  the  margins  of  the  articular  carti- 
lages, where  it  acts  as  a perichondrium.  It 
is  lacking  over  the  weight  bearing  areas, 
which  are  simple  avascula'.  cartilages.  Re- 
member that  this  is  the  largest  synovial  sac 
in  the  body  and  may  contain  thirty-five  to 
fifty  cubic  centimeter?  of  fluid  without  de- 
tection and  may  hold  several  times  this 
amount. 

One  of  the  striking  features  of  the  con- 
nective tissue  which  forms  the  important 
supporting  substance,  is  the  presence  of 
mucin-producing  cells  which  are  present  in 
considerable  numbers  and  produce  the  vis- 
cous element  of  the  synovial  fluid,  this  se- 
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cretion  being  expressed  by  the  normal  pres- 
sure during  normal  movement  of  the  joint. 

Another  somewhat  interesting  thing  about 
th°  structure  of  the  joint  from  the  stand- 
point of  injury  and  internal  derangements, 
,s  that  this  connective  tissue  supporting  the 
secreting  layer  is  supplied,  at  all  points 
where  packing  is  required,  by  masses  of  adi- 
pose tissue.  The  infrapatellar  fat  pad  is  an 
example.  Some  most  interesting  and  im- 
portant things  relative  to  the  physiology  of 
these  structures  are  pointed  out  by  Fisher, 
in  his  most  excellent  monograph,  “Internal 
Derangements  of  the  Knee  Joint”:  First, 
that  the  synovial  membrane  is  capable  of 
absorbing  fluids  of  various  types,  whether 
true  solutions,  colloids  or  suspenoids,  BUT 
with  VARYING  facility  in  the  different 
types ; second,  that  the  presence  of  a foreign 
body  in  a joint  causes  a synoeial  reaction, 
resulting  eventually  in  its  attachment  to  the 
villi,  after  which  it  is  enveloped  by  newly 
formed  connective  tissue ; this  explains  one 
type  of  foreign  body,  or  joint  mice. 

After  this  very  brief  and  incomplete  dis- 
cussion of  the  structure  and  function  of  the 
joint,  let  us  consider  some  of  the  surgical 
conditions  that  we  see  most  frequently. 

First,  let  us  discuss  the  acute  injuries 
with  fluid  in  the  synovial  sac.  It  is  impor- 
tant for  us  to  realize  that,  in  an  acute  knee 
injury  which  presents  pain,  tenderness  and 
marked  swelling  within  a few  hours  after 
the  injury,  whether  we  can  get  an  accurate 
sense  of  fluctuation  or  not,  although  we 
usually  can,  there  is  hemorrhage  into  the 
synovial  sac.  We  all  know  that  a fairly  con- 
stant finding  when  we  open  up  a chronic 
knee-joint,  with  a history  of  injury,  is  the 
presence  of  much  old  blood  pigment  in 
granular  form  throughout  the  interstitial 
tissues  of  the  hypertrophied  synovial  mem- 
brane. This  is  evidence  of  an  attempt,  and 
many  times  an  unsuccessful  attempt,  at 
absorption  of  hemorrhage  that  occurred  at 
the  time  of  the  original  injury.  We  also  find 
other  chronic  inflammatory  changes  with 
hypertrophy  and  hyperplasia,  which  are 
brought  about,  no  doubt,  by  the  presence  of 
this  blood  tissue  in  the  joint,  which,  even 
though  it  is  a fluid  tissue,  acts  as  a foreign 
body  and  tends  to  produce  adhesions  and 
other  troubles.  Therefore,  given  an  acute 
injury  of  the  knee  with  pain,  swelling  and 
evidence  of  fluid  in  the  joint,  without  trying 
to  make  an  accurate  diagnosis  as  to  whether 
it  is  an  injured  semilunar,  a lateral  ligament 
or  what  not,  let  us  call  it  an  “Acute  Surgi- 
cal Knee”  and  immediately  apply  surgical 
treatment  as  follows : 

Have  the  patient  lie  on  a table  with  the 
leg  and  thigh  extended  over  the  edge  to  a 
point  above  the  mid  thigh  and  the  heel  rest- 


ing upon  a support,  this  so  that  the  surgeon 
may  have  easy  access  to  the  leg,  knee  and 
thigh.  Then  carefully,  under  aseptic  precau- 
tions (and  these  can  be  carried  out  adequate- 
ly in  the  surgeon’s  office),  aspirate  the  blood 
from  the  joint  with  a large  caliber  needle, 
going  upward  and  inward  from  a point  cor- 
responding to  about  nine  o’clock  for  the  right 
knee  and  three  o’clock  for  the  left  knee,  in 
relation  to  the  patella.  One  will  frequently  be 
surprised  at  the  amount  of  blood  that  can 
be  aspirated.  This  procedure  may  be  facili- 
tated and  made  more  complete  by  the  appli- 
cation of  an  elastic  bandage  and  also  by  the 
injection  of  ether,  although  the  latter  is 
somewhat  painful  for  a few  minutes.  When 
all  the  fluid  possible  is  removed,  a closely- 
fitting,  well-padded  plaster  cast  is  applied 
from  the  junction  of  the  lower  and  middle 
third  of  the  leg  to  the  middle  of  the  thigh 
and  the  leg  is  kept  elevated  at  an  angle  of 
about  forty-five  degrees.  This  degree  of 
elevation  is  maintained  constantly  for  from 
forty-eight  to  seventy-two  hours.  Then  the 
leg  may  be  brought  dowrn  gradually  but 
elevated  again  promptly  at  the  slightest 
suggestion  of  swelling.  This  cast  is  kept  on, 
without  being  disturbed,  for  a period  of  at 
least  two  weeks.  Then  mild  active  motion 
without  weight-bearing  is  commenced.  This 
is  continued,  with  weight-bearing,  and  so 
on  to  recovery.  Physiotherapy  may  be  used 
if  indicated. 

The  things  accomplished  in  this  treatment 
are  the  following:  By  removing  the  extra- 
vasated  blood,  which  is  a tissue  and  acts  as 
a foreign  body,  we  take  the  burden  of  ab- 
sorption from  the  tissues  and  leave  them 
more  free  to  aid  in  repair.  We  remove  the 
pressure  of  the  extravasated  fluid  and  allow 
a better  circulation.  By  complete  and  tho- 
rough immobilization  and  elevation,  we 
prevent  further  injury  and  further  extra- 
vasation of  blood  and  also  further  pressure, 
which  interfers  with  the  active  blood  sup- 
ply. By  maintaining  this  for  a period  of 
about  two  weeks,  if  there  is  injury  to  the 
cartilage,  the  physiology  of  repair  will  com- 
mence about  this  time  (according  to  Sir 
Robert  Jones)  and  will  be  continued  under 
the  stimulus  of  moderate  active  movement 
from  then  on.  May  I just  mention,  in  pass- 
ing, that  three  cases  have  been  treated  with 
this  method  during  the  last  three  months 
and  all  have  been  normal  within  five  or  six 
weeks’  time.  By  this  I mean  entirely  normal, 
with  no  pain,  swelling  or  stiffness. 

A few  of  the  chronic  knee-joint  troubles 
should  be  mentioned,  as  they  are  surgical 
problems.  I shall  not  dwell  upon  these  at 
any  great  length  as  our  instructions  were  to 
write  our  papers  in  such  a way  that  they 
might  be  of  value  to  the  men  in  general 
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work  and  it  is  not  expected  that  men  doing 
general  -work  would  care  to  take  the  time 
and  trouble  to  attack  surgically  chronic 
knee-joint  troubles. 

Among  the  more  common  chronic  affec- 
tions of  the  knee-joint  that  are  surgical  and 
that  we  should  be  familiar  with  are  chronic 
or  recurrent  dislocations  of  the  semilunar 
cartilages,  usually  the  internal,  and  simula- 
ting lesions.  I put  it  this  way  because  there 
arq  other  lesions  of  the  internal  derange- 
ments of  the  knee-joint  that  cannot  be  dis- 
tinguished from  dislocated  cartilages  and 
that  is  the  reason  we  advocate  wide  incision 
and  thorough  exploration  in  such  conditions, 
as  I shall  mention  later.  In  an  analysis  of 
symptoms  of  these  chronic  dislocated  carti- 
lages,  as  outlined  in  a report  by  Dr.  J.  0. 
Wallace,  of  Pittsburg,  in  his  excellent  article 
published  in  the  “Journal  of  Bone  and  Joint 
Surgery”,  on  “Internal  Derangements  of  the 
Knee-Joint”,  he  gives  the  following  in  a 
series  of  seventy-one  coses: 

I.  History  of  injury:  eigthy-nine  per 
cent. 

II.  Pain  and  tenderness:  almost  one  hun- 
dred per  cent  and  the  sites  of  pain  and  ten- 
derness vary  considerably. 

III.  Swelling:  ninety-three  per  cent. 

IV.  Weakness:  ninety  per  cent. 

V.  Locking:  seventy-five  per  cent  (you 
see  they  do  not  all  have  a history  of  lock- 
ing). 

VI.  Lack  of  complete  extension : about 
one  hundred  per  cent. 

X-ray  findings:  usually  negative.  This  is 
a very  important  thing  for  it  seems  to  me 
that  at  times  we  are  misled  when  we  get  a 
report  of  negative  x-ray  findings. 

Other  affections  are:  joint  mice,  villous 
synovitis,  etc.,  which  I shall  not  dwell  upon 
here.  The  treatment  which  is  recommended 
in  these  cases  is,  briefly,  as  follows:  Wide 
incision  and  thorough  exploration  with  ade- 
quate surgical  procedure  depending  upon  the 
condition  found.  This  should,  preferably,  be 
a long  mesial  patellar  incision  with  a rotat- 
ing of  the  patella  outward,  done  under  the 
Lane,  or  non-touch,  technic.  Some  men  use 
the  split  patella  incision  and  are  not  so 
particular  about  non-touch  technic.  For  after 
treatment,  a moderate  period  of  immobiliza- 
tion to  allow  adequate  repair  seems  reason- 
able. However,  I am  aware  of  the  fact  that 
some  surgeons  start  movement  almost  im- 
mediately, with  seeming  good  results. 

CONCLUSIONS 

1.  There  is  such  a thing  as  an  “Acute 
Surgical  Knee”,  demanding  early  and  prompt 
surgical  treatment  to  prevent  damage  and 
alteration  of  the  knee-joint  structures,  which, 
when  once  established,  require  a long  time 
to  correct. 


2.  This  prompt  surgical  treatment  may 
be  carried  out  in  the  hospital,  by  the  general 
practitioner,  or  even  in  his  office. 

3.  If  this  treatment  is  carried  out 
promptly,  many  of  the  chronic  knee-joint 
troubles  will  be  eliminated. 

4.  Many  of  the  chronic  knee-joint  af- 
fections are  surgical  problems  and  can  be 
corrected  by  wide  incision  and  thorough  ex- 
ploration and,  may  I again  say,  in  the  words 
of  Dr.  John  Moorhead,  by  “Laparotomy  of 
the  Knee-Joint”. 
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DISCUSSION 

DR.  A.  C.  CARLSON,  (Jerome):  I first  wish  to 
compliment  the  doctor  on  a very  good  paper  on  an 
interesting  subject,  especially  of  interest  to  the  men 
in  the  state  who  are  doing  industrial  surgery. 

A few  points  of  interest  I agree  with  and  some  I 
disagree  with.  Early  aspiration  should  be  empha- 
sized very  strongly,  especially  in  cases  where  the 
blood  soon  thickens  and  it  becomes  very  difficult 
to  aspirate  the  coagulum  through  a moderate  sized 
needle.  Another  point  of  interest  is  the  point  of  en- 
trance of  the  needle.  The  doctor  says  he  enters  from 
the  outside;  you  can  enter  an  inch  from  inside  and 
get  the  same  results  with  no  danger.  A point  the 
doctor  brought  out,  that  I do  not  agree  with,  is  im- 
mobilization after  aspiration.  There  is  very  apt  to 
be  recurrence  of  effusion,  necessitating  repeated 
aspirations',  and  if  the  knee  is  confined  to  a oast,  the 
occurence  of  an  ounce  to  an  ounce  and  a half 
of  fluid  may  not  be  detected.  Many  authorities 
advise  us  to  put  on  no  splinting,  to  use  active  mo- 
tion but  not  passive  motion  and  no  physiotherapy. 
The  knee  can  be  supported  by  strapping  or  a lateral 
hinge  support  and  still  permit  action  of -the  knee. 
No  patient  will  traumatize  further  because  he  is 
not  going  to  move  this  knee  to  the  point  of  pain. 

DR.  R.  D.  KENNEDY,  (Globe) : We  men  in  general 
practice  should  be  conservative  in  our  treatment  of 
injuries  to  the  knee  joint.  There  is  one  injury  the 
doctor  did  not  lay  much  stress  on, — rupture  of  the 
internal  lateral  ligament.  We  are  going  to  see  more 
of  this  as  time  goes  on  and  the  number  of  auto- 
mobiles multiplies.  In  the  large  cities  they  are 
seeing  quite  a few  of  these  cases  in  which  the  pa- 
tient is  struck  on  the  outer  side  of  the  knee  and  the 
internal  lateral  ligament  is  torn.  There  is  enormous 
swelling  and  you  might  have  difficulty  in  diagnos- 
ing rupture  of  this  ligament,  but  if  you  will  just 
repeat  the  process  of  the  injury  you  will  find  you 
are  able  to  put  your  finger  right  down  into  the 
joint  where  torn.  If  this  condition  exists  it  is  best 
to  go  into  it  right  away, — the  internal  semilunar 
ligament  should  be  repaired;  if  not,  scar  tissue  is 
weak  and  will  leave  a weak  joint. 

Another  common  cause  of  swelling  in  the  joint  is 
pinching  of  the  post  patellar  fat  pad.  If  suspicious 
of  that,  a high  heeled  shoe  should  be  worn  so  that 
the  knee  is  bent  and  does'  not  bring  full  extension. 
We  seldom  see  this  condition  in  women  because  they 
seldom  straighten  the  knee. 

In  regard  to  dislocation  of  the  semilunar  cartil- 
age: if  once  you  get  the  knee  straight  it  is  reduced, 
and  if  immobilized  for  two  weeks,  the  chances  are 
it  will  stay  in  place.  If  there  is  a history  of  two  or 
more  dislocations  of  that  semilunar  cartilage,  perm- 
anent reduction  can  never  be  obtained;  scar  tissue 
is  too  dense. 
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In  these  cases  of  effusion  into  the  joint  it  is  my 
practice  to  use  a long  posterior  splint  and  bandage 
with  semi-elastic  bandages,  immobilizing  for  various 
periods.  Some  of  them  will  take  as  long  as  two 
months  before  the  joint  can  be  actively  used  with- 
out recurrence  of  fluid,  and  some  require  only  two 
weeks. 

DR.  GREER  (Closing)  : As  far  as  the  technic  of 
the  knee  joint  is  concerned,  it  does  not  matter  at 
what  point  the  needle  is  inserted.  As  far  as  splint- 
ing, aspirating  and  immobilization  is  concerned,  in 
my  experience  better  results  are  obtained  if  the 
joint  is  immobilized  for  two  weeks.  From  a compari- 
son of  the  two  methods  during  the  past  year  I will 
cite  two  cases:  one  was  placed  on  a posterior  splint 
with  a large  padding  of  cotton  for  twenty-four 
hours,  and  then  active  motion  used;  the  other  was 
in  a cast  for  two  weeks.  The  former  required  aspir- 
ation two  or  three  times  more  than  the  latter. 

Dr.  Kennedy’s  question  about  rupture  of  the  in- 
ternal ligament;  I think  it  would  be  a good  thing 
if  every  doctor  would  realize  the  necessity  of  going 
in  there  immediately,  and  would  do  it. 


THE  TREATMENT  OF  PNEUMONIA 

JAMES  H.  ALLEN,  M.  D. 

Prescott,  Arizona 

(Read  before  the  thirty-eighth  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  at  Pres- 
cott, April  18  to  20,  1929,) 

While,  from  the  pathological  standpoint, 
we  recognized  different  forms  of  pneumonia, 
such  as  lobar-pneumonia  and  broncho-pneu- 
monia, and,  from  the  etiological  standpoint 
appreciate  the  varieties  of  the  invading  or- 
ganism, no  attempt  will  be  made  to  observe 
these  types  in  discussing  the  treatment  of 
the  disease,  except  as  it  concerns  the  treat- 
ment of  the  disease  caused  by  Type  I pneu- 
mococcus. 

Absolute  rest  is  the  paramount  considera- 
tion in  the  treatment  of  every  case  of  pneu- 
monia, regardless  of  its  exciting  cause.  From 
the  very  moment  the  physician  enters  the 
sickroom  of  a suspected  case  of  pneumonia, 
the  thought  which  should  be  continuously 
uppermost  in  his  mind  is,  “How  can  I give 
this  patient  the  greatest  amount  of  rest?” 

When  one  considers  the  nature  of  this  dis- 
ease, it  is  quite  clear  why  rest  is  the  keynote 
of  treatment.  In  pneumonia,  as  in  every 
other  bacterial  disease,  the  final  outcome  de- 
pends on  the  relationship  between  the  viru- 
lence of  the  infecting  organism  and  the  re- 
sistance of  the  tissues  of  the  host.  With  a 
single  exception,  to  be  noted  later,  there  is 
no  specific  treatment  of  pneumonia.  In  other 
words,  no  substance  has  yet  been  discovered 
which  directly  affects  the  organism.  Conse- 
quently, all  our  efforts  must  be  directed  to- 
ward conserving  and  building  up  the  resist- 
ing powers  of  the  host.  Many  years’  experi- 
ence has  proved  that  rest  conserves  and 
builds  up  the  resistance  as  no  other  mode  of 
therapy  does. 

Rest  is  too  often  a vague  term  in  the  mind 


of  the  physician,  connoting,  in  a case  of 
pneumonia,  simply  “going  to  bed.” 

Rest  means  a comfortable  bed,  well  made 
and  well  cared  for.  It  means  competent 
nursing.  It  means  mental  quiet:  the  exclu- 
sion from  the  sickroom  of  unnecessary  vis- 
itors, exeept  for  such  brief  moments  as  will 
afford  comfort  to  the  patient. 

Rest  means  placing  the  patient  in  such  a 
position  as  to  give  every  advantage  to  effi- 
cient respiratory  function.  This  has  been 
found  to  be  the  semi-recumbent,  or  so-called 
orthcpneic,  position.  For  the  same  reason, 
it  is  imperative  to  remove  conditions  which 
interfere  with  the  diaphragmatic  and  the 
costal  movements,  such  as  abdominal  disten- 
sion, gross  pleural  effusions  and  pleural 
pain.  In  examining  the  chest,  never  allow 
the  patient  to  sit  up;  never  permit  him  to 
turn  himself  from  side  to  side;  always  in- 
sist that  he  be  turned  by  the  attendant. 
Frequent  examinations  are  exhausting  to 
the  patient  and  should  be  avoided. 

FRESH  AIR 

The  ideal  place  for  the  care  of  a patient 
with  pneumonia  is  a large,  well  ventilated 
room  with  an  adjoining  porch  to  which  the 
bed  can  easily  be  moved  without  any  effort 
on  the  part  of  the  patient.  He  should  be 
kept  on  the  open  porch  practically  all  the 
time,  being  moved  in  at  frequent  intervals 
for  baths,  etc.  The  stimulating  effect  of  cold 
air  on  the  face  obviously  increases  the  depth 
of  the  respirations  and  it  has  also  been  found 
that  the  B.  P.  is  from  10  to  20  mm.  higher 
in  the  open  air  than  in  a room,  even  though 
the  room  is  well  ventilated. 

If  the  patient  is  in  the  open  air,  it  is  espe- 
cially important  that  the  bed  be  so  prepared 
that,  no  matter  how  cold  the  day  or  bluster- 
ing the  wind,  the  body  will  not  be  chilled  or 
inadvertently  exposed.  An  excellent  way  to 
accomplish  this  is  to  spread  over  the  springs 
a blanket  large  enough  to  extend  well  be- 
yond the  sides  and  foot  of  the  bed.  Over  the 
blanket  is  spread  a rubber  sheet  or  paper. 
Upon  these  two  materials  is  placed  the  mat- 
tress, upon  which  the  bed  is  made  in  the 
usual  manner,  with  the  quantity  of  cover- 
ings adapted  to  the  weather.  Now,  over  this 
bed  the  rubber  sheet  is  drawn  up  and  fold- 
ed, as  one  would  make  an  envelope,  and  se- 
cured with  pins,  thus  enclosing  the  whole 
bed.  If  these  ideal  conditions  are  impossible, 
the  patient  should  be  in  a large,  well  venti- 
lated room  and  the  air  kept  actively  circu- 
lating, if  necessary,  by  means  of  fans. 

CARE  OF  THE  BODY 

This  important  detail  is  too  frequently  ne- 
glected, especially  when  a trained  nurse  is 
not  available.  The  physician  should,  person- 
ally, instruct  the  attendant  exactly  how  the 
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patient’s  comforts  should  be  cared  for.  A 
padded  cotton  jacket  should  be  worn,  closed 
by  tapes  tied  over  the  shoulder  and  under 
axillae.  This  keeps  the  chest  warm  and  can 
be  easily  removed  for  examination  of  the 
chest,  without  disturbing  the  patient. 

A tepid  sponge  bath,  using  a mild  soap, 
should  be  given  daily.  This  may  be  done  be- 
tween the  blankets,  exposing  one  part  at  a 
time.  The  care  of  the  mouth,  coated  tongue, 
sordes  upon  teeth  and  lips,  is  of  importance. 
Cotton  swabs  on  applicators,  wet  with  a so- 
lution of  boric  acid  (two  per  cent)  should 
be  used  on  the  tongue,  cheeks,  lips  and  teeth. 
Half-strength  peroxide  of  hydrogen  is  very 
useful.  When  the  mouth  is  very  dry,  equal 
parts  of  albolene  and  a two  per  cent  solution 
of  boric  acid  with  lemon  juice  added,  is  ef- 
fectual. The  nose  should  be  kept  free  of  ob- 
structions. Dried  secretions  may  be  soft- 
ened by  sweet  oil  or  vaseline. 

DIET 

During  the  acute  stage,  the  actual  amount 
of  nourishment  is  of  comparatively  little  im- 
poi’tance.  The  patient  needs  liquids  and,  for 
this  reason,  an  effort  should  be  made  to  see 
that  he  receives  at  least  three  quarts  in  the 
twenty-four  hours.  Fruit  juices  are  refresh- 
ing and  aid  the  patient  in  taking  the  re- 
quired amount  of  liquids.  Solid  food  is  un- 
necessary. Soups  and  gruels,  milk,  either 
straight,  peptonized,  or  diluted  with  lime 
water,  eggs,  either  soft-boiled  or  the  whites 
shaken  with  ice,  ice  cream,  malted  milk  and 
custards  are  suitable.  The  food  should  be 
given  at  regular  intervals,  every  two  or 
three  hours  during  the  day.  He  should  not 
be  disturbed  at  night  to  take  nourishment. 
If  food  is  distasteful  to  a patient,  discretion 
must  be  used  in  forcing  it.  During  conval- 
esence,  semi-solid  and  solid  food  may  be  per- 
mitted very  gradually.  Food  does  not  cause 
the  distressing  abdominal  distension  which 
is  frequently  present.  This  is  probably  due 
to  a toxic  paralysis  of  the  bowel  and  cannot 
be  combatted  by  mere  dietary  regulation. 

BOWELS 

The  patient  should  be  given  a cathartic 
at  the  beginning  of  the  treatment.  Calomel 
may  be  given  in  *4  gr.  doses  every  fifteen 
minutes,  for  six  doses,  followed,  two  hours 
after  last  dose,  by  a saline.  The  bowel  should 
be  emptied  every  other  day  by  enemata  or 
salines  but  no  drastic  purging  should  be  per- 
mitted, as  it  may  induce  exhaustion. 

Meteorism  occurs  in  over  half  of  the  cases 
and  often  very  early  in  the  attack.  This  not 
only  encourages  fermentative  and  putrefac- 
tive changes  but  also,  by  pushing  up  the 
diaphragm,  encroaches  upon  the  respiratory 
space ; encourages  atelectasis  and  embarrass- 
es the  heart  action.  Relief  may  be  afforded 
by  catharsis,  by  enemata,  by  turpentine 


stoupes  (1  oz.  to  1 qt.  of  hot  water)  or  by 
inserting  a rectal  tube. 

FEVER 

It  is  generally  accepted  that  fever  is  a 
protective  reaction  and,  unless  hyperpyrexia 
is  present,  no  measures  should  be  taken  to 
control  it.  For  the  control  of  high  tempera- 
ture, hydro-therapeutic  agents  should  be 
used.  Cold  sponging  every  three  hours,  fol- 
lowed by  an  alcohol  rub,  is  probably  one  of 
the  best  measures.  Antipyretics  have  a de- 
pressant effect  on  the  vital  centers  and,  ex- 
cept in  extreme  cases,  should  not  be  used. 

DRUGS  AND  OTHER  MEASURES 

The  all-important  indication  is  to  support 
the  circulation.  However,  as  a result  of  this 
conception,  pneumonia  patients  have  had 
poured  into  them  all  the  drugs  which  have 
been  thought  to  have  any  action  on  the  heart 
or  vessels  and,  too  frequently,  they  have 
been  administered  in  a routine  manner  with- 
out any  regard  to  indications. 

Digitalis:  Digitalis  is  unquestionably  the 
most  dependable  drug  to  support  the  heart 
action.  It  is  probable  that  circulatory  fail- 
ure is  due  to  a direct  toxic  effect  upon  the 
myocardium  and  damage  to  the  muscle  aris- 
ing from  oxygen  want.  This  leads  to  a de- 
creased cardiac  systole,  a deficient  circula- 
tion of  blood  and  vasomotor  paralysis.  The 
influence  of  digitalis  under  these  conditions 
is  probably  more  prophylactic  than  curative. 
It  should,  therefore,  be  given  early  during 
the  course  of  the  disease,  before  circulatory 
failure  has  developed  rather  than  after.  Mod- 
erate doses  throughout  the  disease  are  indi- 
cated, rather  than  massive  amounts  when 
the  circulation  is  already  showing  signs  of 
failure.  When  given  in  moderate  doses,  rapid 
digitalization  can  more  easily  be  effected 
should  need  arise. 

Caffeine  Sodium  Benzoate:  For  acute  cir- 
culatory failure,  caffein  sodium  benzoate, 
gr.  5 hypodermatically,  is  especially  valu- 
able, as  it  stimulates  the  vasomotor  center, 
the  point  apparently  most  weakened. 

Adrenalin:  Adrenalin,  10  minims  of  1 to 

1,000,  is  often  useful  in  promoting  better 
tone,  raising  the  blood  pressure  and  tiding 
the  patient  over  an  acute  failure.  However, 
its  action  is  very  transitory. 

Strychnine:  Strychnine  is  a drug  having 
little  or  no  value  in  the  treatment  of  pneu- 
monia and,  on  account  of  the  increased 
nervous  irritability  and  excitement  which  it 
induces,  it  is  likely  to  be  absolutely  harmful. 

Morphine:  Morphine  is,  on  the  other  hand, 
one  of  the  most  useful  drugs  we  possess  in 
the  treatment  of  this  disease.  The  import- 
ance of  rest  and  quiet  has  already  been  em- 
phasized and,  in  patients  who  are  restless, 
using  their  strength  up  in  tossing  about  and 
coughing,  there  is  no  other  drug  which  will 
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bring  about  such  repose  and  conservation  of 
strength  and  energy.  It  relieves  pain  and, 
in  many  cases  with  delirium,  produces  rest 
and  quiet.  It  is  best  given  hypodermatically 
in  small  doses,  gr.  1/8,  1/6,  with  atropine 
gr.  1/150,  as  often  as  required  to  meet  the 
conditions  present.  Codeine  may  be  substi- 
tuted for  morphine  in  the  milder  cases. 

When  sleeplessness  alone  is  present,  with- 
out nervous  excitability,  veronal,  suphonal, 
or  trional  may  be  used.  However,  during  the 
acute  stages  of  the  disease,  if  any  sedative 
is  required,  morphine  or  codeine  will  usually 
be  found  to  be  the  most  efficient. 

Glucose:  Glucose,  it  is  believed,  has  a dis- 
tinctly favorable  action  on  a toxic  heart  mus- 
cle and,  in  addition,  helps  to  maintain  the 
carbohydrate  and  glycogen  reserves;  250  c.c. 
may  be  given  intravenously,  as  twenty  per 
cent  glucose  solution  in  normal  saline,  once 
or  twice  daily,  very  slowly. 

Oxygen:  The  presence  of  cyanosis  calls 
for  prompt  treatment.  It  can  be  made  to 
disappear  cr  become  much  less  pronounced 
by  the  early  and  proper  administration  of 
oxygen.  This  aids  in  prolonging  life  until 
the  immunity  mechanism  is  able  to  accom- 
plish recovery.  The  ideal  method  of  employ- 
ing oxygen  is  in  a specifically  constructed 
oxygen  chamber,  but  this  is,  of  course,  re- 
stricted to  hospitals.  Several  forms  of  port- 
able tents  have  been  devised.  They  consist 
of  a tent  made  of  gas-proof  material,  with 
windows  in  it,  which  may  be  attached  to  the 
patient’s  bed.  The  ventilation  of  the  tent  is 
accomplished  by  an  external,  closed  circuit 
which  provides  an  oxygen-rich  atmosphere 
freed  from  carbon  dioxide,  heat  and  excess 
moisture.  The  circulation  of  the  air  is  car- 
ried on  by  a fan  driven  by  a small  motor. 
At  the  present  time,  there  is  no  ideal  meth- 
od for  the  administration  of  oxygen,  by  the 
general  practitioner,  in  the  patient’s  home. 
The  best  of  the  methods  ordinarily  available 
to  the  physician  is  by  the  use  of  a nasal 
catheter.  A long  rubber  tube  leads  from  the 
oxygen  tank.  The  catheter  is  lubricated 
with  cocaine  ointment  and  pushed  back 
through  the  nostril  within  half  an  inch  of 
the  posterior  wall  of  the  nasopharynx,  three 
inches  from  the  tip  of  nose  is  the  usual 
length.  Five  to  ten  bubbles  per  second  from 
four  liters  per  minute,  can  be  easily  tolerat- 
ed. Lacking  a meter,  give  as  much  as  pa- 
tient can  bear. 

Much  experimentation  has  been  done  in 
an  attempt  to  find  some  agent  that  would 
have  the  specific  property  of  preventing  the 
growth  of  pneumococci  in  the  body.  Quinine 
and  its  derivatives  have  received  consider- 
able attention.  The  latest  is  optochin,  which 
has  a specific  bactericidal  action  on  the 
pneumococci  in  the  test  tube  and  which, 


when  administered  to  animals,  has  caused 
the  disappearance  of  pneumococci  from  the 
blood.  However,  a careful  clinical  study 
carried  out  by  the  Rockefeller  Institute  has 
been  disappointing. 

The  greatest  advance  in  the  treatment  of 
pneumonia  has  been  the  development  of  a 
specific  anti-serum  for  Type  I pneumococcus 
infection.  In  cases  treated  with  this  serum, 
the  mortality  has  been  lowered  from  twenty- 
five  to  ten  per  cent.  The  results  obtained 
are  in  direct  proportion  to  the  speed  with 
which  the  specific  organism  has  been  identi- 
fied and  the  specific  serum  administered. 
It  is  best  given  very  slowly  into  the  vein, 
using  75  to  100  c.c.  for  the  initial  dose.  The 
size  and  interval  of  the  subsequent  doses  is 
determined  by  the  condition  of  the  patient. 
As  this  procedure  requires  highly  tech- 
nical laboratory  facilities,  which  are  often 
not  immediately  available  to  the  general 
practitioner,  the  use  of  serum  is  not  practi- 
cal at  the  present  time. 

CONCLUSIONS 

It  is  desired  to  stress  the  following  points 
in  the  treatment  of  pneumonia: 

1.  Absolute  rest; 

2.  Treatment  on  an  open  porch ; 

3.  Sufficient  fluid  intake; 

4.  Support  of  the  circulation; 

5.  Early  administration  of  oxygen  for 
cyanosis. 

DISCUSSION 

DR.  S.  C.  DAVIS,  (Tucson):  I wish  to  compli- 
ment the  doctor  on  his  excellent  paper.  After  such 
a thorough  review  of  the  subject,  there  is  not 
very  much  now  to  mention.  One  point  he  stressed 
was  rest.  The  care  that  he  takes  in  looking  after 
the  little  things  for  the  comfort  of  his  patient, 
makes  it  very  plain  that  the  doctor  sees  that  his 
patient  does  have  rest.  For  a number  of  years, 
pneumonia  carried  with  it  a horror,  we  realized 
that  we  were  dealing  with  a disease  that  carried 
a large  mortality.  In  the  last  two  years,  and  es- 
pecially during  the  last  year,  we  have  not  had  the 
same  fear  of  the  disease,  whether  or  not  because 
our  cases  were  more  favorable  for  treatment  or 
we  were  dealing  with  a milder  type  of  pneumonia, 
or  whether  it  was  the  management  of  these  cases. 

The  old  routine  of  giving  digitalis  from  the  time 
the  diagnosis  of  pneumonia  was  made,  I believe, 
is  falling  a little  bit  out  of  use.  During  the  last 
two  years  we  have  not  followed  that  routine.  Re- 
cently there  was  an  article  published  which  stated 
that  the  use  of  glucose  given  at  the  proper  time, 
as  mentioned  by  the  doctor  in  his  paper,  was  much 
better  than  the  use  of  digitalis.  Since  we  have 
discontinued  the  use  of  digitalis  routinely,  we  feel 
sure  that  our  results  have  been  better.  One  drug 
that  we  have  now  to  rely  upon  for  the  heart,  is 
adrenalin.  Some  years  ago  we  began  to  give 
adrenalin  in  drachm  doses  by  mouth.  Some  will  say, 
at  once,  that  no  results  could  be  obtained  by  mouth. 
Possibly  that  is  true  up  to  a certain  point.  We 
have  recently  given  adrenalin  at  the  proper  time; 
we  consider  that  time  is  when  there  is  beginning 
heart,  failure,  signs  of  cyanosis,  or  as  early  before 
that  as  we  can  realize  the  heart  needs  help.  We 
feel  that  the  thing  that  kills  in  pneumonia  is,  pos- 
sibly, toxic  heart,  caused  from  the  anoxemia  that 
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accompanies  pneumonia.  Just  what  adrenalin  does 
besides  support  the  heart,  I am  unable  to  explain, 
but  we  feel  that  we  have  saved  a number  of  lives 
by  the  use  of  adrenalin,  given  in  doses  of  from 
ten  to  fifteen  minims,  hypodermically,  every  two 
or  three  hours,  as  needed. 

One  other  remedy  was  called  to  my  attention 
during  consultation,  a few  years  ago,  by  Dr.  Wat- 
son, our  president.  This  is  the  use  of  chlorides.  He 
said  a doctor  in  Kansas  used  chlorides,  that  is,  in 
all  cases  of  pneumonia,  with  very  good  results. 
Since  that  time  I have  given  chlorides  in  all  cases 
and  the  only  thing  I use  besides  salt  is  the  man- 
agement for  rest.  We  feel  salt  has  served  us  well. 
When  the  peripheral  circulation  becomes  engorged 
and  we  have  evidence  of  failing  heart,  often  the 
withdrawal  of  500  c.c.  of  blood  will  give  a great 
deal  of  rest  and  comfort. 

DR.  H.  K.  WILSON,  (Holbrook):  The  doctor  just 
mentioned  one  thing  that  interests  me  because  I 
have  followed  adrenalin  from  the  time  the  old  ex- 
tract was  used.  There  is  a lot  of  discussion  as  to 
whether  it  is  any  use  at  all  given  internally.  I had 
hay-fever  in  Chicago  for  some  time,  which  was 
greatly  relieved  by  the  use  of  the  extract.  I oc- 
casionally have  a little  hay-fever  in  Arizona  and 
take  two  doses  of  adrenalin,  with  much  relief.  To 
prolong  the  action  of  adrenalin,  if  you  will  add  5 
to  7%  minims  of  pituitrin,  you  will  get  better  re- 
sults. You  certainly  can  get  results  by  mouth,  but 
the  dose  has  to  be  increased  two  or  three  times. 

With  regards  to  chlorides:  ammonium  chloride 
appeals  to  me  as  being  better  than  sodium  chloride. 
It  is  more  stimulating  and  I have  used  it  very 
largely  in  cases  of  pneumonia  with  fairly  good 
results. 

DR.  H.  D.  KETCHERSIDE,  (Yuma):  l snould 
like  to  ask  a question  or  two.  The  doctor  spoke  of 
death  being  due  to  heart  failure,  but  in  a great 

many  cases  we  have  seen  it  due  more  to  respira- 

tory failure,  in  that  pulmonary  edema  prevents 
oxidation,  and  the  problem  is  how  to  get  the 
oxygen  directly  into  the  blood.  Some  have  given 

oxygen  directly  into  the  veins.  I should  like  to 

know  if  the  doctor  has  had  any  experience  in  that 
line,  and  what  he  thinks  of  it. 

Another  thing  I should  like  to  ask  about  is  dis- 
tention, whether  it  is  justifiable  to  give  hyper- 
tonic saline  to  relieve  the  distention.  It  apparently 
relieves  a good  deal  of  toxemia. 

DR.  ROBERT  FRANKLIN,  (Glendale):  I am 
particularly  interested  in  digitalis.  In  an  influenza 
epidemic,  I was  privileged  to  observe  two  wards 
under  two  commands.  In  one,  early  digitalization  in 
pneumonia  was  used,  and  not  in  the  other.  I was 
convinced  that  early  digitalization  was  not  as  suc- 
cessful as  formerly  had  been  thought.  This,  I 
believe,  was  due  to  overstimulation  of  a right 
ventricle  against  a consolidated  lung.  You  are  whip- 
ping a horse  before  he  gets  to  the  hill;  you  are 
tiring  a right  ventricle  before  it  gets  to  the  point 
of  cardiac  failure,  and  at  the  time  you  need  this 
stimulation  you  have  a tired  heart. 

DR.  W.  C.  TODT,  (Kingman):  Nine  out  of  ten 
get  well,  and  the  tenth  one  the  devil  himself  can’t 
save.  Thirty  years  ago  I used  carbonated  water  and 
I still  use  it.  I get  better  results  from  it  than  any- 
thing else.  The  death  rate  seems  to  be  as  great 
now  as  fifty  years  ago. 

DR.  W.  W.  WILKINSON,  (Phoenix):  Any  man 

who  has  practised  medicine  has  had  plenty  of  ex- 
perience in  lobar  pneumonia.  I want  to  compliment 
Dr.  Allen  on  his  paper,  and  to  speak  a word  as  to 
preventive  medicine.  We  don’t  have  much  pneu- 
monia, ‘flu’,  pleurisy,  colds  and  rheumatism  during 
the  summer.  We  are  tremendously  busy  with  this 
during  the  winter.  We  drink  quantities  of  water 
during  the  summer  and  perspire  freely  (especially 


in  the  south),  have  a comparatively  light  diet., 
plenty  of  sunshine  and  air.  I think  the  use  in  win- 
ter of  the  artificial  sun  bath  with  liberal  use  of 
water— three  to  four  quarts  daily  for  the  average 
individual — would  maintain  the  resistance  establish- 
ed during  the  summer.  Personally  I use  the  mer- 
cury vapor  lamp. 

DR.  JOHN  W.  FLINN,  (Prescott):  Speaking  for 
the  program  committee,  we  quite  agree  with  Dr. 
Todt  that  statistics  show  the  death  rate  now  is  as 
great  as  fifty  or  sixty  years  ago.  That  is  the  rea- 
son we  asked  for  this  paper.  We  feel  that  there  is 
something  radically  wrong  when  no  better  results 
are  now  obtained  from  the  treatment  of  pneu- 
monia. It  seems  to  me  the  strong  part  of  the  paper 
is  that  it  sets  forth  a definite  technic  for  the  treat- 
ment. I take  it  that  when  the  surgeon  gets  poor 
results  he  says  there  is  something  wrong  with  his 
technic  and  immediately  sets  about  to  remedy  it. 
That  is  what  Dr.  Allen  has  done  in  this  paper. 

With  regard  to  digitalis,  I think  Dr.  Franklin 
got  the  wrong  idea  of  Dr.  Allen’s  treatment.  I be- 
lieve he  suggested  that  digitalis  be  given  early  in 
small  doses,  with  the  idea  that  when  the  crisis 
approaches  it  is  easier  to  deal  with. 

DR.  FRANK  J.  MILLOY,  (Phoenix):  Two  things 
in  pneumonia  are  the  failing  heart  and  increasing 
pulmonary  congestion.  Dr.  Allen  has  said  that  the 
usual  position  is  the  recumbent.  When  you  stop  to 
consider,  the  recumbent  position  is  most  likely  to 
develop  increased  hypostatic  congestion  and  is  also 
the  most  embarrassing  position  for  the  heart.  Some 
patients,  not  all,  may  be  turned  face  down.  It  is 
surprising  how  many  can  be  turned  into  this  posi- 
tion. If  this  is  done,  hypostatic  congestion  seldom 
develops  and  the  heart  works  more  easily.  It  also 
relieves  gastro-intestinal  symptoms. 

DR.  JOHN  ALEXANDER,  (Ann  Arbor):  May  I 
suggest  the  use  of  ephedrin  sulphate  instead  of 
adrenalin,  in  impending  circulatory  failure,  in  that 
the  action  seems  to  be  prolonged.  In  postoperative 
pneumonia,  there  has  been  definite  advance  in  the 
last  year.  So  many  patients  die,  although  many 
get  well.  It  has  been  found  in  Cornell  Medical 
School  that  the  true  postoperative  pneumonia  is 
due  to  obstruction  of  large  or  small  bronchi,  or 
both,  by  tenacious  mucus  plugs.  If  these  are  caughed 
up  or  aspirated,  the  patients  get  well.  There  is, 
constantly,  postoperative  pneumonia,  which  occurs 
in  a few  hours  after  operation  or  in  a day  or  two. 
Sometimes  the  patient  will  come  back  from  opera- 
tion that  has  been  a simple  one,  will  apparently  be 
doing  well,  and  suddenly  develop  a high  fever  and 
cyanosis.  If  given  inhalations  of  oxygen  or  steam 
inhalations  and  urged  to  take  deep  breaths,  the 
patient  will  cough  up  from  one  to  three  ounces  of 
mucus  in  a few  minutes  and  breath  sounds,  which 
will  have  been  absent,  will  return.  Repeatedly  in 
the  past  year  I have  seen  patients  to  whom  this  has 
been  done  and  the  crisis  appears  in  twelve  hours 
from  the  time  this  treatment  is  instituted.  The 
cure  will  be  almost  constant. 

DR.  DONALD  JACKSON  FRICK,  (Los  Angeles) 
The  question  of  digitalis  in  pneumonia  has  interest- 
ed me  a great  deal.  During  the  war,  we  had  a big 
service  in  Louisiana.  Before  I took  charge  of  the 
medical  service,  the  chief  of  the  service  was  very 
keen  about  digitalis  and  did  not  give  it  in  any 
small  doses  in  the  beginning.  He  gave  as  much  as 
5 or  6 c.c.  intravenously,  and  kept  it  up  for  the 
first  twenty-four  to  thirty-six  hours.  When  I went 
down  there,  we  discussed  this  question  and  I said 
I thought  they  were  fairly  large  doses.  He  stated 
that  was  perhaps  true,  but  he  did  not  believe  that 
digitalis  was  very  good  digitalis  and  he  wanted 
something  to  take  effect. 

You  can  poison  people  with  digitalis  but  I do  not 
believe  it  has  much  effect  otherwise,  unless  in 
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tremendous  doses.  1 think  the  value  of  digitalis  in 
pneumonia  is  entirely  in  older  people  who  have 
some  degree  of  damage  to  the  heart  muscle,  in 
which  we  wish  to  slow  the  heart  to  increase  the 
blood  supply  through  the  coronary  arteries,  thus 
making  more  efficient  hearts.  I think,  in  young 
healthy  people,  digitalis  has  not  much  effect  unless 
they  are  poisoned  by  it.  In  older'  people,  as  the 
disease  progresses,  they  may  fibrillate  or  get  de- 
finite changes  of  that  kind,  and  you  should  be  in 
a position  to  have  enough  digitalis  in  their  systems 
so  that  a little  more  can  fully  digitalize  them. 

Unfortunately,  our  mortality  has  not  fallen  much 
in  the  last  years,  with  all  our  experience.  In  Type 
I pneumonia,  we  have  made  an  advance  and  are 
hoping  for  a serum  for  Type  II  and  Type  III  which 
may  be  definitely  effective.  The  percentage  of  mor- 
tality has  been  around  30  per  cent  in  virulent 
epidemics  and  15  to  18  per  cent  in  the  mild  type 
of  epidemic. 

DR.  JAMES  H.  ALLEN,  (closing):  I wish  to 
thank  the  doctors  who  discussed  this  paper.  It  has 
been  very  instructive  to  me.  I was  particularly  in- 
terested in  the  discussion  of  the  value  of  digitalis. 
I use  small  doses  during  the  course  of  the  disease 
from  the  beginning,  and  then,  if  the  need  arises, 
it  is  easier  to  get  rapid  digitalization. 

Regarding  pulmonary  edema,  I believe,  in  a 
number  of  cases,  it  is  due  to  acute  circulatory  fail- 
ure. The  administration  of  oxygen  will  frequently 
tide  them  over  before  the  edema  becomes  well  de- 
veloped. After  it  has  become  well  developed,  it  is 
rather  hopeless  to  do  anything. 

About  the  recumbent  position.  What  I said  was 
“semi-recumbent  position”,  and  I believe,  if  you  go 
through  a hospital  where  there  are  a number  of 
heart  cases,  you  will  find  practically  all  cases  with 
any  dyspnea  in  the  so-called  “semi-recumbent”,  or 
othopneic,  position.  That  is  the  position  they  natur- 
ally take. 


THE  EYE  IN  SYSTEMIC  CONDITIONS 
H.  T.  BAILEY,  M.  D. 

Phoenix,  Ariz. 

(Read  before  the  thirty-eighth  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  at  Pres- 
cott, April  18  to  20,  1929.) 

The  eye  is  not  an  organ  to  be  set  out  in 
the  garden  of  Science  alone,  to  be  cultivated 
and  treated  as  a separate,  distinct  entity.  It 
is  not  only  the  index  of  the  soul  but  it  is  the 
index  to  the  entire  body.  If  the  index  is  in 
a language  unknown  to  us,  we  cannot  read 
it,  but  if  we  can  read  it  easily,  we  can  soon 
turn  to  the  pages  that  give  us  the  full  text 
of  the  subject  under  consideration. 

Go  with  me  to  watch  the  ophthalmologist 
examine  your  patient.  Let  us  say  the  first 
patient  has  a very  red,  inflamed  eye.  If  this 
is  conjunctivitis,  move  the  conjunctiva  and 
the  blood-vessels  will  move  with  it;  if  it  is 
glaucoma  the  tension  will  be  high,  that  is, 
the  globe  will  be  harder  than  normal,  and 
the  pupil  will  be  dilated;  if  it  is  scleritis  or 
iritis,  the  blood-vessels  will  not  move  with 
the  conjunctiva  when  it  is  moved.  They  will 
be  deeper  in  the  tissue  and  will  “dip”  into 
the  sclera  four  or  five  millimeters  from  the 
cornea.  In  scleritis  the  color  is  a bluish  red. 
Scleritis  is  a symptom  of,  or  is  caused  by, 
rheumatism,  gout,  syphilis  or  tuberculosis. 


In  iritis,  the  cornea  is  hazy,  the  pupil  con- 
tracted and  will  not  react  to  light  or  accom- 
modation; in  glaucoma  the  pupil  is  dilated 
and  does  not  react  readily  to  light  or  accom- 
modation. Let  me  digress  here  to  say  that 
the  treatment  for  glaucoma  will  do  much 
harm  to  an  iritis  and  the  treatment  for 
iritis  will  do  much  harm  to  glaucoma,  thus 
the  price  of  making  a mistake.  In  iritis  one 
can  often  see  blood-vessels,  and  sometimes 
blood,  in  the  iris.  In  glaucoma,  the  anterior 
chamber  is  very  shallow  and  the  patient 
has  halos  or  rainbow  colors  around  lights. 
With  both  diseases  the  patient  suffers  in- 
tense pain. 

IRITIS 

Iritis  is  always  a symptom  of  some  grave 
constitutional  disease. 

Your  opthalmologist  will  tell  you  that  if 
you  have  an  iritis  with  overfilled  vessel 
loops,  which  are  bright  red  and  located  at 
the  margin  of  the  iris,  it  is  probably  caused 
by  acquired  syphilis.  If  there  is  one,  or 
more,  yellowish,  reddish-yellow  or  reddish- 
brown  nodules  the  size  of  a hemp  seed  to  a 
small  pea,  it  is  almost  pathognomonic  of  ac- 
quired syphilis.  It  usually  appears  from  the 
second  to  the  seventh  month  of  the  disease. 
My  associate,  Dr.  Robb,  has  a patient  sent  to 
him  a few  months  ago  with  this  condition. 
He  promptly  sent  him  back  to  his  physician 
with  a diagnosis  of  syphilis.  His  physician 
later  found  a four  plus  Wassermann.  We 
occasionally  see  a gumma  in  the  iris  which 
comes  on  in  the  tertiary  stage  of  syphilis. 
Iritis  in  children  from  the  first  to  fifteenth 
month,  is  usually  caused  by  hereditary  syph- 
ilis. The  cause  of  more  than  forty  per  cent 
of  all  cases  of  iritis,  is  syphilis. 

In  iritis  in  children  and  young  adults,  ages 
five  to  twenty-five,  there  may  appear  a 
grayish-red  or  a yellowish  nodule  with  many 
very  small  nodules  around  it  or,  in  some  cas- 
es, a single  granuloma.  This  might  be  mis- 
taken for  syphilis,  but  the  nodules  do  not 
appear  or  disappear  so  quickly  as  in  syphilis, 
that  is,  it  is  more  chronic.  Here  the  tuber- 
culin or  von  Pirquet  test  will  help  to  solve 
the  problem.  DeSchweinitz  believes  we  have 
primary  tuberculosis  of  the  eye,  but  Kuck- 
man,  of  Berlin,  has  shown  that  tuberculosis 
of  thexeye,  whether  iritis  or  keratitis,  comes 
mostly  from  tuberculosis  of  the  glands  and 
especially  from  tuberculosis  of  pretrachial 
glands.  Franceschelti,  of  Basel,  has  found 
that  it  also  comes  from  tuberculosis  of 
bones. 

We  have  iritis  from  gonorrhea,  either 
from  gonorrheal  conjunctivitis  or  by  metas- 
tasis from  the  urethra.  The  latter  may 
come  on  after  the  urethra  has  been  cured. 

Iritis  following  a corneal  ulcer,  as  in  small- 
pox or  diphtheria,  is  apparent. 
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We  may  have  iritis  in  gout,  and  acute 
rheumatism,  but  not  in  muscular  rheuma- 
tism. 

PUPIL 

Anisoceria,  that  is,  one  pupil  large  or  the 
other  very  small,  is  seen  in  progressive  par- 
alysis. If  very  small  and  not  round  look  for 
tuberculosis  or  general  paresis.  This  uneven 
pupil  may  be  taken  for  an  eye  after  iritis 
with  posterior  synechia.  In  general,  the  pu- 
pil contracts  in  a bright  light,  when  looking 
at  near  objects  and  in  old  age.  Immobility 
of  the  pupil  is  of  most  importance  in  tuber- 
culosis, cerebral  syphilis  and  in  general  par- 
esis. 

Blue  sclera  tells  us  that  the  patient  has 
brittle  bones.  This  was  ably  discussed  in  a 
paper  by  Dr.  George  Shields,  at  a meeting 
of  this  society,  in  1927. 

CORNEAL  DISEASES 

Phlyctenular  conjunctivitis  is  character- 
ized by  one  or  more  grayish  or  white  eleva- 
tions on  the  cornea,  on  or  near  the  limbus. 
A fan-shaped  leash  of  blood-vessels  extends 
from  it  onto  the  conjunctiva.  The  white 
spot  often  breaks  down  to  form  an  ulcer. 
These  occur  in  children  of  low  vitality,  eith- 
er under-nourished,  scrofulous,  or  with  tu- 
berculous tendencies.  Only  a few  weeks  ago, 
a woman  brought  in  a beautiful  well-nour- 
ished girl,  five  years  old,  with  one  of  these 
phlyctenules.  As  usual,  the  mother  asked, 
“what  is  the  cause  of  this  condition?”  I an- 
swered her  by  asking  if  she  and  her  hus- 
band were  both  well,  or  if  any  tuberculosis 
or  constitutional  disease  existed  in  uncles  or 
aunts  or  other  members  of  the  family.  Then 
she  told  me  that  her  husband  was  in  bed 
with  tuberculosis. 

When  trauma  and  ulcers  can  be  eliminat- 
ed, about  eighty  per  cent  of  phlyctenular 
keratitis  is  caused  by  inherited  syphilis. 
About  ten  per  cent  is  caused  by  tuberculosis. 
In  these  keratitis  cases  deafness  is  often 
found.  In  taking  the  histories,  it  has  been 
found  that  about  fifty  per  cent  of  syphilitic 
children  die.  Keratitis  comes  on  in  children 
of  ages  from  five  to  fifteen. 

DIABETES 

Look  for  diabetes  when  your  patient 
comes  in  with  a sudden  change  of  refrac- 
tion, as  a marked  myopia  when  the  same 
patient  had  normal  vision  or  hyperopia  be- 
fore. If  there  is  a rapid  decrease  in  blood 
sugar,  as  after  energetic  treatment,  the  re- 
fraction changes  to  hyperopia.  These  chang- 
es may  be  as  much  as  seven  or  eight  diop- 
ters and  are  probably  due  to  osmotic  pres- 
sure involving  the  lens  caused  by  concentra- 
tion of  the  blood  and  tissue  fluids  with  su- 
gar content.  These  refractive  errors  return 
to  normal,  or  near  normal,  when  the  carbo- 
hydrate metabolism  has  been  re-established. 


Ambliopia  is  another  symptom  or  compli- 
cation of  diabetes.  This  ambliopia  is  clini- 
cally identical  with  nicotine  or  alcohol  am- 
bliopia. Here  let  me  say  that  diabetics  can- 
not tolerate  tobacco  as  well  as  non-diabetics, 
therefore,  a diabetic  may  develop  a nico- 
tine ambliopia  when  the  same  amount  of 
nicotine  would  not  affect  a non-diabetic. 
Failure  in  vision  is  accompanied  with  cen- 
tral scotoma  for  red  and  green.  There  is  a 
rapid  improvement  on  the  disappearance  of 
acetone  and  oxybuturic  acid  from  the  urine. 

If  an  iritis  comes  on  in  a diabetic  it  is 
usually  bilateral  and  is  characterized  by 
great  swelling  of  the  iris  with  gelatenous 
exudate  and  is  amenable  to  carbohydrate- 
free  diet.  ~ i i 

Ocular  palsies  are  fairly  common  in  dia- 
betics. Diplopia  is  caused  mostly  by  involve- 
ment of  the  sixth  and  third  nerves.  These 
may  occur  as  a peripheral  neuritis  or  from 
a hemorrhage,  either  centrally  or  any  place 
along  the  course  of  the  nerve. 

The  opthalmologist  now  makes  a fundus 
examination  and  he  will  find  the  following: 

(1)  Rhetinitis  in  ten  per  cent  of  the  hos- 
pital cases  of  diabetics,  and  it  is  believed 
that  the  percentage  is  higher  in  those  not 
in  the  hospital.  Here  he  finds  white  spots, 
hemorrhages,  papillitis  and  other  signs  of 
inflammation.  The  white  spots  are  not  ar- 
ranged in  stellate  form  around  the  macula, 
but  are  arranged  mostly  on  the  central  re- 
gion of  the  retina  and  farther  away  from 
the  macula  than  in  Bright’s  disease.  Some- 
times they  are  on  the  other  side  of  the  disc 
from  the  macula.  The  patches  have  a rath- 
er sharp  edge  and  a soapy  or  waxy  appear- 
ance. The  hemorrhages  are  rather  petechial 
in  character.  Abundant  hemorrhage  is  com- 
paratively rare.  The  prognosis  is  better  in 
diabetic  retinitis  than  in  albuminuric  or  ar- 
teriosclerotic retinitis. 

(2)  He  sometimes  finds  lipemia  retinalis. 
This  is  a condition  in  which  the  fat  content 
of  the  blood  is  at  least  four  per  cent  and  the 
retinal  vessels  have  characteristic  salmon  or 
milky  appearance.  The  arteries  are  hardly 
distinguishable  from  the  veins.  They  lose 
their  cylindrical  contour  and  have  the  ap- 
pearance of  being  overfilled  and  become 
white  near  their  periphera.  When  this  con- 
dition occurs,  the  prognosis  is  very  grave. 

The  best  understood  of  the  ocular  compli- 
cations in  diabetes  is  cataract.  It  is  found  in 
four  per  cent  of  all  cases  coming  to  opera- 
tion. These  statistics  were  gathered  before 
blood-sugar  tests  were  routinely  made,  so 
the  true  percentage  is  much  higher  than 
this.  True  diabetic  cataract  is  seen  ni  young 
subjects  and  is  bilateral,  beginning  in  the 
posterior  layers  of  the  lens.  The  juvenile 
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type  is  characterized  by  great  rapidity  of 
development,  often  a few  weeks.  The  cat- 
aract appears  blue-white,  milky  and  homo- 
geneous. The  characteristic  appearance  of 
the  adult  type  during  the  early  stage  is  the 
diffusion  of  the  opacities  between  posterior 
primary  embryonic  neuclear  and  the  cortical 
demarcation,  instead  of  the  usual  senile 
spike-like  and  cleavage  lines.  Before  operat- 
ing on  a diabetic  patient,  it  is  better  to  have 
him  rest,  and  on  a diabetic  diet,  with  an  ef- 
fort made  to  eliminate  at  least  a part  of  the 
hyperglycemia  and  antonemia.  Benedict 
says  not  to  give  Insulin  after  a cataract  op- 
eration for  at  least  four  weeks,  because  it 
produces  hemorrhage  in  many  cases  and 
thereby  causes  the  loss  of  an  eye  and  spoils 
the  effect  of  an  otherwise  skilful  operation. 

Albuminuric  retinitis  is  more  character- 
istic. If  we  find  the  white  patches  arranged 
in  the  form  of  a star  around  the  macula  it 
is  almost  a pathognomonic  sign  of  albumin- 
uric retinitis.  In  this  same  eye  you  will  have 
other  white  patches,  quite  small  in  some 
eyes  and  quite  large  in  others,  even  to  “snow 
bank”  in  appearance.  These  white  patches 
may  be  distributed  over  the  retina  generally, 
but  are  usually  found  between  and  above  or 
below  the  macula  and  the  papilla.  Along 
with  the  white  patches  may  be  seen  hemor- 
rhages which  usually  occupy  larger  areas 
than  in  diabetes.  It  is  true  that  we  cannot 
always  tell  whether  a white  spot  is  an  al- 
buminuric or  a diabetic  retinitis,  but  this 
we  do  know,  that  they  are  warnings  to  show 
us  that  danger  threatens.  Our  duty,  there- 
fore, is  imperative,  just  as  it  is  in  a hemor- 
rhage in  the  retina.  Make  a thorough  exam- 
ination of  the  body  and  especially  of  the 
blood  and  urine.  Here,  too,  neuroretinitis 
may  be  observed.  The  nerve  head  is  swol- 
len, very  red,  covered  with  fine  blood  vessels 
and  has  a halo  around  it.  The  arteries  are 
smaller  than  normal,  sometimes  almost  ob- 
literated. The  veins  are  very  broad  and  tor- 
tuous. This  may  be  taken  for  a chocked  disc. 
The  diabetic  neuroretinitis  is  different  from 
the  albuminuric  retinitis  in  that  it  does  not 
have  the  stellate  white  spots,  and,  as  men- 
tioned above,  the  spots  are  more  diffused 
over  the  retina. 

How  does  all  this  help?  It  help  in  prog- 
nosis. In  albuminuric  retinitis  and  neuro- 
retinitis, except  in  albuminuria  of  pregnancy 
and  scarlet  fever,  make  your  prognosis 
grave.  The  life  of  such  patient  is  usually 
eighteen  months,  or  less,  rarely  more  than 
two  or  three  years.  The  prognosis  of  dia- 
betes is  better  now  since  Banning’s  discov- 
ery. 

HEMORRHAGE 

When  injury,  high  myopia  and  glaucoma 
can  be  eliminated,  hemorrhage  into  the  eye 


is  always  a sign  of  a general  disease.  It  is 
a warning  that  something  is  out  of  order  in 
the  general  organism.  Fine  striate  hemor- 
rhages which  radiate  from  the  papilla  are 
superficial,  while  round  or  lumpy  ones  are 
in  the  deeper  layers  of  the  retina.  Little 
shuttle-like  hemorrhages  with  a white  spot 
in  the  center  are  usually  caused  by  diseases 
of  the  blood  such  as  anemia  or  leukocythe- 
mia. 

Hemorrhages  in  nephritis  are  found  most- 
ly in  granular  atrophy  of  the  kidney.  Hem- 
orrhages are  found  in  infectious  diseases, 
such  as  influenza,  typhoid,  malaria,  miliary 
tuberculosis  and  in  syphilis.  The  most  im- 
portant is  hemorrhage  in  arteriosclerosis, 
because  of  its  prognostic  value.  You  will 
recognize  arteriosclerosis  in  the  eye  by  fine 
corkscrew  arteries,  a compressed  vein  where 
an  artery  crosses  it  and  a dilatation  of  the 
vein  on  the  distal  side  of  the  artery.  Arteri- 
osclerosis here  is  an  early  sign  of  the  same 
condition  now  existing  or  soon  to  come  on  in 
the  kidney  and  brain.  A hemorrhage  into 
the  eye  in  this  disease,  in  fifty  per  cent  of 
cases,  is  a forerunner  of  a hemorrhage  into 
the  brain. 

I will  not  discuss,  further,  hemorrhages 
into  the  eye,  because  this  subject  was  so 
ably  discussed  before  this  Association  in 
1925  by  Dr.  D.  F.  Harbridge. 

In  optic  atrophy  look  for  syphilis,  tuber- 
culosis or  paresis. 

The  last,  but  not  the  least,  to  be  dis- 
cussed, is  syphilis.  Really,  I will  not  discuss 
this  subject  but  only  mention  a few  of  the 
most  important  things  seen  in  the  eye  in 
this  disease.  One  could  write  a whole  paper 
on  this  subject  and  then  not  exhaust  it.  So 
I will  say,  if  we  have  an  iritis  with  very  red 
granules  at  the  margin  of  the  pupil,  look  for 
acquired  syphilis  in  the  early  months,  usual- 
ly about  the  second  to  the  fifth  months.  If 
we  find  phlyctenular  kerititis,  look  for  in- 
herited syphilis.  This  usually  comes  on  in 
children.  In  some  cases  of  papillitis  and 
retinitis  look  for  syphilis.  Sometimes  hemor- 
rhage into  the  eye  is  caused  by  syphilis ; so 
is  optic  atrophy,  retinitis  pigmentosa.  The 
salt-and-pepper  fundus  is  almost  pathogno- 
moinic  of  inherited  syphilis.  Many  other  dis- 
eases in  the  eye  are  caused  by  syphilis.  So, 
when  in  doubt,  look  for  syphilis. 

There  are  many  other  conditions  that 
could  be  discussed  in  this  paper  but  time  and 
space  forbid.  Let  us  hope  that  others  may 
“carry  on.” 
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DISCUSSION 

DR.  F.  C.  JORDAN  (Phoenix):  What  is  the  prog- 
nosis in  hereditary  syphilitic  keratitis  in  children  ? 

DR.  C.  R.  K.  SWETNAM  (Prescott):  1 don’t 
know  anything  about  the  eye.  Dr.  Bailey  has  giv- 
en us  something  that  we  can  not  get  from  ordinary 
textbooks,  the  tabulation  of  some  of  the  conditions 
that  we  find,  especially  those  of  us  who  are  not  do- 
ing eye  work.  I think,  from  the  standpoint  of  the 
general  practitioner,  it  is  a case  of  knowing  just 
enough  about  it  to  know  when  to  send  the  patient 
to  a specialist.  I should  like  to  hear  the  men  who 
are  doing  work  in  diabetes  and  nephritis  give  the 
relationship  between  their  work  and  Dr.  Bailey’s. 

DR.  C.  N.  PLOUSSARD  (Phoenix):  I should 
like  to  ask  Dr.  Bailey  to  mention  again  the  causes 
of  unequal  pupils  in  children. 

DR.  BAILEY  (closing):  Answering  Dr.  Pious- 
sard’s  question,  the  immobility  of  the  pupil  is  most 
imnortant  in  tuberculosis,  general  syphilis  and  pare- 
sis. 

The  prognosis  in  keratitis,  syphilitic  keratitis,  is, 
generally  speaking,  very  good.  In  children,  this 
usually  clears  up  under  some  form  of  iodine,  espe- 
cially hydriodic  acid. 

Dr.  Sharp  whispered  to  me  about  nephritis  in  ob- 
stetrics. For  a long  time  I have  thought  that  every 
pregnant  woman  should  have  a fundus  examination. 
Sometimes  you  can  look  into  the  eye  and  see  ne- 
phritis coming  before  it  shows  up  very  much  in 
the  urine.  Any  man  is  supposed  to  be  able  to  look 
into  the  retina  and  see  white  spots.  After  a long 
time  these  turn  dark  and  are  covered  with  a more 
or  less  pinkish  color.  In  the  nephritis  of  preg- 
nancy, after  the  baby  is  bom  and  the  woman  re- 
ceives nroner  treatment,  the  nephritis  usually  clears 
up.  This  is  true  a ereat  many  times  in  scarlet  fe- 
ver. Exclusive  of  these,  they  usually  do  badly. 

On^  of  a number  of  cases  sent  me  by  general 
practitioners,  had  stellate  degenerative  processes 
in  the  eve.  I told  her  doctor  that  this  woman  would 
probably  not  live  verv  long,  and  it  is  true  that  she 
did  live  less  than  eighteen  months.  It  has  been 
my  experience  that  they  do  not  live  much  over 
eighteen  months  after  these  white  spots  develop  in 
the  retina. 

Pregnant  women  do  not  have  such  large  white 
spots  and  thev  usually  clear  up  with  proper  treat- 
ment after  the  baby  is  born.  I do  think  every 
pregnant  woman  should  have  a fundus  examina- 
tion. 


THE  COST  OF  FREE  ADVICE.  TUBER- 
CULOSIS IN  AN  INDUSTRIAL  GROUP 
E.  W.  PHILLIPS,  M.  D. 

Phoenix,  Ariz. 

(Editorial  note: — The  following  article  appeared 
in  the  April,  1929,  issue  of  the  Journal  of  Indus- 
trial Hygiene,  page  107.  It  is  of  such  pertinent 
value  to  industrial  organizations  and  medical  men 
working  for  such  orernnizations  in  the  southwest, 
that  the  entire  article  is  reprinted  herewith.) 

One  of  the  greatest  obstacles  to  the  effec- 
tive control  of  tuberculosis  is  found  in  the 


late  diagnosis  of  the  disease.  The  reason 
for  delay  in  diagnosis  may  be  the  ignorance 
or  the  indifference  of  the  patient,  the  cost 
of  medical  service,  or  the  diagnostic  failure 
of  the  physician.  This  paper  presents  brief- 
ly the  results  of  the  study  of  a small  group 
of  tuberculous  patients  whose  cases,  in  spite 
of  conditions  which  would  appear  to  favor 
prompt  diagnosis  and  favorable  outcome, 
nevertheless  were  diagnoses  late. 

The  group  was  selected  for  study  from  a 
much  larger  number  of  sanatorium  patients 
because  our  information  concerning  their 
mode  of  life,  the  medical  facilities  available 
to  them,  the  cost  of  their  treatment,  and 
their  condition  after  discharge  is  unusually 
complete.  These  patients  were  the  tubercu- 
lous employees  of  one  division  of  a railroad 
and  were  treated  during  the  past  four  years. 
We  received  them  without  selection  shortly 
after  their  tuberculosis  was  diagnosed.  They 
constituted  for  the  period  of  time  under  con- 
sideration the  tuberculosis  problem  of  a 
rather  stable  industrial  community  of  some 
15,000  workers — a community  none  the  less 
though  it  happens  to  be  stretched  along 
some  hundreds  of  miles  of  right  of  way. 
They  were  all  white,  and  either  skilled  work- 
men or  office  workers.  The  company  em- 
ploys for  common  labor  mostly  Mexicans, 
with  some  negroes  and  Japanese,  and  the 
twenty-eight  of  these  who  fell  ill  of  tubercu- 
losis during  the  four-year  period  under  con- 
sideration are  not  included  in  this  analysis. 
They  are,  however,  included  in  estimating 
the  annual  tuberculosis  admission  rate, 
which  is  approximately  one  case  to  every 
800  persons  employed. 

These  patients  lived  and  worked  in  a good 
climate.  Being  railroad  men,  they  earned  an 
adequate  living  wage,  and  could  afford  de- 
cent quarters  and  ample  food.  They  were  all 
members  of  a hospital  association,  to  which 
they  contributed  a small  sum  from  their 
monthly  pay;  they  were  entitled  to  consult 
the  company  doctors  without  charge,  they 
received  certain  medicines  free,  and,  if  tu- 
berculous, their  sanatorium  bills  wei*e  paid 
for  a period  varying  with  the  length  of  their 
employment.  The  railroad  company  takes  an 
active  interest  in  this  hospital  association 
and  helps  its  operation  in  many  ways.  Sick 
men  get  free  transportation,  their  jobs  are 
held  open  for  a reasonable  time  or  easy 
work  is  found  for  them,  if  necessary,  when 
they  recover.  There  is  a well-equipped  cen- 
tral hospital  where  diagnostic  laboratory 
work  is  done,  also  without  charge.  If  the 
patient  is  willing  to  accept  institutional 
treatment,  his  diagnosis  is  followed  by 
transfer  to  the  sanatorium  within  a short 
time  unless  his  condition  forbids  the  jour- 


AUGUST,  1929 


353 


ney.  The  expense  of  medical  service,  there- 
fore, did  not  delay  diagnosis  and  treatment 
in  any  case  of  this  series. 

This  corporation  has  a good  medical  staff. 
Its  local  surgeons,  selected  of  course  for 

their  surgical  ability,  are  among  the  best  in 
their  respective  communities.  It  carries  on 
a safety  first  campaign  for  the  prevention 
of  accidents,  and  is  considered  to  be,  in  gen- 
eral, efficient. 

During  the  four  years  covered  by  this  an- 
alysis, thirty-eight  tuberculous  employees 

were  discharged  from  treatment.  Their  clas- 
sification when  received  at  the  sanatorium, 
according  to  the  National  Tuberculosis  As- 
sociation standards,  was: 

Num-  Per 

ber  Cent. 


Far  advanced  33  87 

Moderately  advanced  3 8 

Minimal  2 5 


There  are  now  in  the  sanatorium  under 
treatment  six  patients,  and  five  of  these  are 
far  advanced — practically  the  same  propor- 
tion. Of  this  whole  group  of  forty-four  pa- 
tients, then,  thirty-eight,  or  more  than  86 
per  cent,  were  far  advanced  in  their  disease 
when  admitted;  fifteen  were  classed  as  far- 
advanced  “C,”  with  “sevfere  symptoms: 
marked  impairment  of  function,  local  or 
constitutional which  implies  an  unfavor- 
able prognosis. 

The  duration  of  treatment  of  these  far- 
advanced  patients  varied  from  less  than  1 
month  (when  death  occurred)  to  27  months, 
and  it  averaged  10.3  months.  Of  the  thirty- 
three  far-advanced  patients,  three,  or  9 per 
cent.,  died  in  the  sanatorium ; ten  or  30  per 
cent.,  were  discharged  unimproved;  twelve, 
or  36  per  cent.,  were  improved,  and  the  re- 
maining eight,  or  about  24  per  cent.,  were 
quiescent,  apparently  arrested  or  arrested. 

The  follow-up  of  these  thirty  surviving 
far-advanced  patients,  from  one  to  three 
years  after  their  discharge,  is  interesting. 
Two  (one  was  unimproved  when  discharg- 
ed) have  not  been  traced.  Eleven,  or  about 
37  per  cent,  of  the  number,  have  died,  eight 
of  these  were  unimproved  when  they  left  the 
sanatorium.  Six  are  living  but  are  still  un- 
der treatment.  The  remaining  eleven  report 
themselves  able  to  work,  but  only  seven  of 
these  are  working  for  the  company  that  for- 
merly employed  them.  Excluding  one  sui- 
cide, we  know  that  thirteen  out  of  thirty- 
three  far-advanced  patients  have  died  of  tu- 
berculosis within  four  years  after  their  ad- 
mission— a mortality  of  nearly  40  per  cent., 
as  compared  to  eleven,  or  33  per  cent.,  who 
are  able  to  work,  and  but  seven  of  these  are 
back  at  their  former  jobs.  It  cost  the  hos- 
pital association  about  $32,300  to  treat  the 


far-advanced  cases ; or  $4,600  for  each  train- 
ed employee  returned  to  his  work. 

In  striking  contrast  are  the  results  ob- 
tained in  the  treatment  of  the  three  moder- 
ately advanced  patients  in  this  series.  After 
a period  of  hospitalization  averaging  11.3 
months  they  were  discharged  as  arrestetd  or 
apparently  arrested;  two  are  now  working 
for  the  company,  the  third  is  about  to  re- 
sume work.  It  cost  about  $1,050  each  to  re- 
pair these  men.  Similarly,  excellent  results 
were  obtained  with  the  two  early  cases. 
They  were  returned  to  work  after  a few 
months  of  treatment,  apparently  arrested, 
at  an  average  cost  of  $450  each. 

Clearly,  an  early  diagnosis  was  of  great 
advantage  to  employer  and  employees  alike. 
These  people  were  of  good  average  intelli- 
gence, they  had  an  organization  designed  to 
protect  their  health,  and  its  services  were 
to  be  had  for  the  asking.  Why  then  was 
the  recognition  of  pulmonary  tuberculosis  so 
long  delayed?  A study  of  the  histories  of 
the  far-advanced  cases  returns  at  least  a 
partial  answer.  One  necessarily  makes  al- 
'owance  for  some  inaccuracy  on  the  part  of 
the  patient  in  relating  the  onset  of  his 
illness ; nevertheless,  the  information  in  the 
mass  is  probably  as  accurate  as  any  other 
testimony.  In  obtaining  these  histories  care 
was  taken  to  avoid  leading  questons.  When 
possible,  the  narrative  has  been  checked  up 
from  sources  other  than  the  patient,  and 
as  a rule  it  has  been  found  to  be  substantial- 
ly correct. 

Three  patients  admitted  that  they  came 
to  the  Southwest  to  obtain  the  benefit  of 
the  climate,  and  entered  the  company’s  em- 
ploy knowing  that  they  had  tuberculosis. 
They  continued  to  conceal  their  disease  as 
long  as  they  could.  Two  of  these  three  are 
dead;  one  is  working. 

Ten  patients  with  chronic  tuberculosis 
of  the  fibrocavernous  type  appear  to  have 
paid  little  attention  to  their  symptoms,  which 
were  annoying  but  not  disabling.  They 
neglected  to  place  themselves  under  con- 
tinued medical  observation,  though  most  of 
them  had  gone  to  the  doctor  from  time  to 
time  and  asked  for  some  medicine  for  a 
“bad  cold,”  or  for  “stomach  trouble,”  these 
being  their  words  for  what  ailed  them. 

Four  patients  had  an  abrupt  and  stormy 
onset,  preceded  by  few  symptoms,  or  none 
that  they  noticed.  In  these  cases  the  dis- 
ease must  have  progressed  almost  silently 
to  the  far-advanced  stage,  when  it  suddenly 
produced  disability.  Hemorrhage  was  the 
first  frank  manifestation  in  three  of  the 
four.  They  were,  of  course,  diagnosed  at 
once. 

So  far  as  these  seventeen  patients  are 
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concerned,  there  was  no  diagnostic  failure. 
It  would  have  been  better  for  them  if  they 
had  been  required  to  pass  a physical  ex- 
amination before  employment;  a periodic 
health  examination  would  have  been  even 
more  useful.  A warning  against  tuberculo- 
sis, with  some  mention  of  the  early  symp- 
toms, might  well  have  been  included  in  the 
safety  first  articles  which  were  brought  to 
their  attention.  In  nearly  half  the  cases, 
therefore,  the  immediate  responsibility  for 
delayed  diagnosis  rests  on  the  patients  them- 
selves and  the  best  preventive  measure 
would  have  been  elementary  education  in 
the  care  of  their  health. 

Seven  patients,  who  had  previously  been 
treated  for  tuberculosis  by  physicians  in 
the  company’s  employ,  relapsed  after  work- 
ing for  a period  of  time  which  varied  from 
six  months  to  as  many  years,  and  they  were 
far  advanced  at  the  time  of  their  relapse. 
It  does  not  appear  that  these  workers  took 
the  trouble  to  report  regularly  for  chest 
examination,  nor  was  any  systematic  effort 
made  to  keep  them,  under  observation.  It 
would  have  been  profitable  to  all  concerned 
if  they  had  been  called  in  for  an  overhaul- 
ing, say  every  three  months  for  the  first 
year  and  yearly  thereafter. 

Three  men,  under  treatment  for  unrelated 
surgical  conditions,  developed  tuberculosis 
of  the  lungs  while  under  medical  observation 
and  it  was  not  detected  early. 

Eleven  men  had  been  ailing,  off  and  on, 
for  months  or  years.  If  their  statements 
are  true,  they  had  repeatedly  gone  to  their 
local  surgeons  complaining  of  frequent  colds, 
chronic  coughs,  persistent  indigestion,  loss 
of  weight,  lack  of  endurance — symptoms 
which  should  cause  a medical  man  to  re- 
member the  existence  in  the  world  of  a 
disease  called  tuberculosis.  But  their  spu- 
tum was  not  examined,  their  chests  were  not 
x-rayed ; they  were  given  medicine  to  take ; 
and  they  were  far  advanced  when  the  diag- 
nosis was  finally  made.  It  may  be  merely 
a coincidence  that  several  of  this  group  had 
been  under  the  care  of  one  surgeon. 

In  fairness,  it  should  be  said  that  many 
railroad  men,  if  not  completely  disabled,  will 
not  take  time  off  to  consult  their  doctor 
at  regular  hours ; they  hurry  in  at  the  end 
of  the  day,  or  the  end  of  the  run,  asking 
for  medicine  for  this  or  that  symptom,  take 
the  prescription,  and  disappear.  And  it 
is  pertinent  to  remark  that,  while  a few  of 
the  company  surgeons  are  on  a salary,  most 
of  them  receive  for  their  work  no  tangible 
compensation  other  than  an  annual  pass. 

It  is  apparent  that  free  medical  service, 
without  special  attention  to  the  prevention 
and  detection  of  tuberculosis,  has  not  availed 
to  control  the  menace  of  tuberculosis  to  this 


particular  industrial  group.  The  purpose  of 
this  study  is  not  to  fix  the  blame  for  this 
failure,  but  to  find  the  reasons  for  it,  and, 
if  possible,  the  remedy.  It  is  hoped  that  the 
work,  though  limited  in  its  scope,  will  be 
of  some  use  to  others  interested  in  industrial 
medicine. 

The  underlying  cause  of  the  delay  in  diag- 
nosing tuberculosis  seems  to  have  been 
the  human  tendency  to  overlook  the  obvious, 
to  ignore  commonplace  knowledge,  and  to 
look  for  the  new.  The  employees  must  have 
encountered  consumptives  frequently;  the 
train  crews  of  necessity  saw  them,  both 
alive  and  dead.  The  company  doctors  knew 
that  tuberculosis  is  still  a prevalent  disease, 
fifth  among  the  causes  of  death  and  ranking 
higher  than  that  as  a cause  of  disability  and 
poverty.  That  they  were  not  shirking  work 
is  shown  by  the  operations  they  did  for  the 
elimination  of  foci  of  infection,  to  which 
they  not  infrequently  attributed  the  symp- 
toms caused  by  early  tuberculosis.  While 
the  total  damage  from  tuberculosis  was  con- 
siderable, the  incidence  of  the  disease  in 
the  separate  groups  was  not  heavy  enough 
to  hold  the  attention  of  either  physicians 
or  laymen. 

Admittedly,  not  all  cases  of  tuberculosis 
can  be  detected  early,  unless  recourse  is  had 
to  entrance  examinations  and  periodic  health 
examinations  conducted  by  experts.  But  it 
should  be  possible  to  bring  about  a much 
earlier  diagnosis  of  most  cases,  without 
changing  or  overtaxing  the  existing  organi- 
zation. People  nowadays  are  accustomed  to 
have  their  thinking  done  for  them;  they 
are  ruled  by  advertising.  The  thing  to  do 
in  this  instance  is  to  advertise  tuberculosis. 
It  might  be  difficult  to  educate  the  rank 
and  file  of  the  employees  to  be  alert  for  the 
well-known  onset  symptoms  of  tuberculosis, 
but  it  would  be  easy  to  instruct  their  lead- 
ers, the  bosses  and  foremen  and  superin- 
tendents, as  one  of  the  ordinary  safety  first 
procedues,  to  send  in  for  examination  all 
workers,  whether  in  field  or  office,  who  suf- 
fer from  persistent  cough,  failure  of  effi- 
ciency, or  obvious  loss  of  weight.  The  situa- 
tion should  be  brought  frankly  to  the  atten- 
tion of  the  company  doctors.  While  it  is 
not  to  be  expected  that  a busy  surgeon 
should  infallibly  search  for  and  detect  the 
physical  signs  of  early  tuberculosis,  he  may 
reasonably  be  required  to  have  the  sputum 
of  every  suspected  employee  examined,  not 
once  but  repeatedly  if  cough  persists.  Roent- 
genograms of  the  chest,  made  and  interpret- 
ed by  x-rav  workers  experienced  in  chest 
work,  should  be  used  as  a matter  of  routine. 
The  cost  of  the  treatment  of  one  hopeless 
case  would  pay  for  many  such  films.  And, 
in  order  to  insure  the  co-operation  of  the 
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patients,  the  trip  to  the  hospital  for  dia- 
gnostic work  had  better  be  made  on  the 
company’s  time.  Finally,  the  recovered  pati- 
ent when  returned  to  work  should  be 
brought  in  for  periodic  examinations  until 
the  danger  of  relapse,  greatest  in  the  first 
year  and  decreasing  thereafter,  becomes  re- 
mote. A man  worth  repairing  is  certainly 
worth  keeping  in  repair. 

So  much  for  the  white  employees.  The 
situation  in  respect  of  the  laborers,  partic- 
ularly the  Mexicans,  is  less  hopeful.  Our 
histories  of  these  are  as  rule  not  satis- 
factory ; many  are  illiterate,  and  we  cannot 
trace  them  after  discharge.  Often  they  do 
not  cooperate  well  in  their  treatment;  they 
have  a racial  lack  of  immunity  to  tuberculo- 
sis ; they  insist  on  living  as  they  did  in  their 
own  country.  Nearly  all  are  far  advanced 
when  diagnosed,  and  recovery  is  the  excep- 
tion. Eleven  of  the  twenty-eight  died  in 
the  institution  where  they  were  treated. 
There  appears  to  be  nothing  to  do  with 
them  under  the  present  system  except  to 
give  humanitarian  care  to  the  ones  that 
fall  sick,  and  to  trust  to  their  enlightenment 
through  the  education  of  their  children.  If 
more  is  to  be  accomplished,  routine  physical 
examination  will  have  to  be  made  a condi- 
tion of  their  employment. 

But  the  whites,  who  outnumber  the  for- 
eigners, are  educable;  and  the  simple  meas- 
ures outlined  above,  if  put  into  effect  among 
them  or  in  any  other  industrial  group,  should 
be  well  worth  while.  For  tuberculosis  is.  not 
prone  to  attack  the  sluggard  and  the  shirk; 
it  selects  its  victims  from  the  energetic 
workers,  those  who  keep  going  to  the  limit 
of  their  strength.  And  such  persons,  if 
put  under  treatment  early,  are  likely  to  be 
returned  without  serious  damage. 

SUMMARY 

This  article  is  a review  of  the  cases  of 
tuberculosis  occuring  in  a group  of  railroad 
employees  during  four  years.  The  annual 
tuberculosis  admission  rate  in  this  group 
was  about  one  case  to  every  800  employees. 

These  employees  lived  in  a good  climate; 
they  earned  adequate  wages ; they  were 
members  of  a hospital  association  and  as 
such  were  entitled  to  free  medical  service, 
and  to  free  sanatorium  treatment. 

The  detailed  study  is  limited  to  the  white 
employees,  mostly  skilled  workmen  or  office 
workers  of  whom  full  histories  and  nearly 
complete  followup  records  are  available: 
There  were  forty-four  such  patients,  of 
whom  thirty-eight  were  classified  as  far 
advanced  when  admitted  to  the  sanatorium, 
fifteen  of  these  being  rated  as  far-advanced 
“C.” 


The  mortality  from  tuberculosis  among 
the  far  advanced,  within  four  years  of  their 
admission,  was  nearly  40  per  cent.  Only 
seven  of  the  far  advanced  have  gone  back 
to  their  former  jobs. 

All  the  moderately  advanced  and  minimal 
patients  recovered,  and  are  able  to  work. 

It  cost  the  hospital  association  on  the 
average  $4,600  to  put  a far-advanced  patient 
in  condition  to  resume  his  former  job;  the 
cost  for  the  moderately  advanced  was  about 
$1,050;  and  for  the  minimal,  about  $450. 

Inquiry  concerning  the  reason  for  delay 
in  diagnosis  shows  that  three  patients  de- 
liberately concealed  their  symptoms ; ten 
neglected  to  consult  the  company  doctor  un- 
til late  in  their  disease;  and  four,  whose  dis- 
ease had  progressed  silently,  were  far  ad- 
vanced at  the  time  of  the  abrupt  onset  of 
symptoms. 

Seven  were  old  cases,  formerly  treated. 
They  had  not  been  under  regular  observa- 
tion since  their  return  to  work. 

Eleven,  who  had  been  more  or  less  under 
medical  observation  for  symptoms  suggest- 
ing the  existence  of  tuberculosis,  were  not 
diagnosed  until  late.  Tuberculosis  appeared 
as  a complication  in  three  surgical  cases, 
and  gained  considerable  headway  before  it 
was  detected. 

Free  medical  service,  without  special  at- 
tention to  the  prevention  and  detection  of 
tuberculosis,  did  not  control  consumption  in 
this  industrial  group. 

The  underlying  cause  of  the  delay  in 
diagnosis  appears  to  have  been  the  tendency, 
on  the  part  of  laymen  and  doctors  alike,  to 
ignore  the  commonplace  knowledge  of  the 
prevalence  of  tuberculosis,  and  of  its  earlier 
symptoms.  They  were  not  “tuberculosis- 
minded.” 

It  is  desirable  to  bring  to  the  attention  of 
both  laymen  and  doctors,  with  sufficient 
frequency  and  emphasis  to  make  the  im- 
pression persist,  the  prevalence  of  tuberculo- 
sis among  industrial  workers,  and  the  early 
symptoms  of  that  disease.  In  a world  full 
of  advertising  it  is  necessary  to  advertise 
tuberculosis  also. 

Repeated  examinations  of  the  sputum,  and 
roentgenograms  of  the  chest  made  by  x-ray 
workers  skilled  in  chest  work,  should  become 
the  routine  and  not  the  exceptional  method 
in  dealing  with  suspects.  Reliance  should 
not  be  placed  on  a casual  physical  exami- 
nation. Tuberculous  patients  returned  to 
work  should  be  kept  under  observation  until 
the  danger  of  relapse  becomes  remote. 

In  groups-  covered  by  any  sort  of  health 
insurance,  and  under  even  limited  control, 
these  measures  are  practicable  and  they  will 
more  than  repay  their  cost. 
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DESIRE  OR  COVETOUS  NEUROSIS 

PHILIP  KING  BROWN,  M.  D. 

Medical  Director,  Southern  Pacific  Hospital, 

San  Francisco,  California. 

(Presented  at  the  Pacific  Association  of  Railroad 
Surgeons,  San  Francisco,  Aug.  24,  1928.) 

“Thou  shalt  not  covet  thy  neighbor’s  house.  Thou 
shalt  not  covet  thy  neighbor’s  wife  nor  his  man- 
servant nor  his  maid-servant  nor  his  ox  nor  his 
ass  nor  anything  that  is  thy  neighbor’s.” 

A child  of  four,  in  a preventorium,  made 
so  great  a disturbance  over  being  examined 
that  the  ordeal  was  postponed  and  a study 
made  of  her  reactions  to  her  surroundings, 
without  centering  any  apparent  attention 
upon  her.  She  promptly  felt  the  neglect  and, 
within  a few  days,  she  began  a series  of 
complaints  of  pain  here  and  there,  so  as  to 
have  the  fullest  attention  of  the  doctor,  who 
made  of  his  visit  to  the  other  children  a 
game  in  which  the  spoiled  one  had  no  part. 
It  was  interesting  to  see  how  she  acted  each 
new  role  of  headache,  pleurisy,  stomachache 
and  bad  cold,  but,  when  the  doctor’s  visit 
was  over,  so  also  was  the  pain. 

A daughter  of  ten  became  the  sister  of  a 
child  who  turned  out  to  be  feeble-minded. 
As  the  older  child  passed  through  adoles- 
cence and  approached  the  time  when  her 
parents  should  both  have  been  thinking 
and  planning  for  her  future,  her  final  steps 
in  education  and  her  social  life,  they  were 
so  wrapped  up  in  the  handicapped  child  that 
they  gave  these  things  no  attention.  The 
girl  grew  introspective,  sensitive,  lazy,  con- 
stipated, nervous,  developed  severe  abdom- 
inal attacks  which  made  her  an  invalid.  She 
finally  grew  so  ill  that  she  got  her  share  of 
family  attention.  Her  father  was  a surgeon 
and  for  years  his  one  idea  was  that  surgery 
might  help  the  girl  some  way. 

A young  man  has  pain  two  hours  after 
eating  and  a diagnosis  of  duodenal  ulcer  is 
made.  Under  adequate  treatment  he  recovers. 
Later,  he  writes  to  the  hospital  for  data  in 
an  attempt  to  connect  this  disability  of  1927 
with  his  service  record  in  France  in  1918. 
He  had  food  poisoning  there,  and  a weak 
digestion,  with  constipation,  ever  since.  From 
three  or  four  sources,  through  the  Red 
Cross,  Veterans’  Bureau  and  various  benefit 
societies,  we  are  approached  to  assist  the 
case  by  stretching  our  evidence  to  help  this 
man  secure  a permanent  disability  rating. 

A locomotive  engineer  of  56  is  found  to 
have  moderate  myxedema  and  not  nephritis, 
which  had  been  diagnosed  elsewhere,  caus- 
ing him  great  alarm.  In  a few  weeks  this 
dull  monstrosity,  with  his  thick  lips,  coarse, 
yellow,  dry  skin,  stupid  look,  almost  hairless 
scalp,  suffering  with  cold,  unable  to  work 
for  months,  was  converted  into  a fine-look- 
ing, red-cheeked,  active  man.  He  was  granted 
a pension  for  long  and  active  service,  but 


for  a year  he  has  hounded  the  hospital 
authorities  to  grant  him  a permanent*  dis- 
ability rating,  which  is  given  only  when  in- 
firmity prevents  the  man  from  doing  any 
form  of  work  whatever,  and  carries  with  it 
futher  substantial  monthly  payments.  He 
bases  his  claim  on  symptoms  associated 
with  nervous  instability. 

A thousand  accident  cases  come  and  go  in 
a great  hospital  like  the  Southern  Pacific’s. 
They  vary  in  seriousness  from  those  which 
cause  death  from  shock,  down  the  line  of 
fractures  of  the  skull,  sometimes  depressed, 
fractures  of  all  parts  of  the  spine,  crushed 
wounds,  burns,  bruises,  sprains,  to  some  that 
are  so  trivial  that  many  people  with  them 
would  give  them  no  consideration.  We  never 
take  any  injury  other  than  seriously.  One 
man  may  make  light  of  a very  grave  mat- 
ter and  another  make  a huge  fuss  over  lit- 
tle or  nothing.  It  is  the  former  case  that 
sets  the  standard  of  investigation  and  care, 
for  he  is  more  apt,  in  the  long  run,  to  be 
overlooked.  One  is  quite  sure  that  the  ex- 
aggerated reactor  will  get  all  the  attention 
he  needs,  for  we  know,  often  long  before 
the  patient  does  himself,  that  he  is  poten- 
tially a trouble  maker  and  a damage  claim 
is  in  the  offing,  and  we  must  thoroughly 
study  the  case  to  protect  ourselves  from 
any  form  of  claim  that  may  arise  later.  It 
is  not  very  different  from  the  case  of  an 
accident  to  an  automobile  and  many  a cam- 
ouflaged Ford  has  been  pictured  a glorified 
Rolls  Royce  when  it  has  been  damaged. 

It  is  more  or  less  human  to  want  some- 
thing for  nothing  and  to  covet  some  extra 
possession  from  the  source  of  plenty.  Peo- 
ple react  very  differently  to  the  temptation 
to  lean  on  strong  support.  The  emotional- 
ly unstable,  the  world  over,  are  the  makers 
of  difficulty  and  their  inability  to  fit  into 
human  society  normally  or  to  adjust  them- 
selves to  sudden  new  conditions,  even  fa- 
vorable and  easier  ones,  makes  them  the 
hard  problem  in  our  medical  work.  They 
want  what  they  have  not,  and  they  never 
want  work.  In  the  case  of  an  automobile 
accident  if  an  expensive  limousine  is  re- 
sponsible, or  can  be  made  to  seem  so,  for 
an  injury  to  an  old  rattle  box  of  a Ford 
truck  on  its  last  legs,  it  is  always  a mar- 
velously well  preserved  and  efficient  Ford, 
doing  uninterrupted  service  and  only  a new 
truck  will  be  adequate  compensation  and 
cure  the  covetous  desire.  Should  such  an 
antiquated  Ford,  however,  be  responsible 
for  an  injury  to  an  expensive  limousine,  the 
desire  never  arises  in  the  mind  of  the 
limousine  owner.  He  knows  the  utter  im- 
possibility of  collecting  ten  cents  damages, 
so  he  suppresses  his  wrath  and  wastes  no 
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time  coveting  what  he  knows  he  cannot 
get — even  just  damages.  Our  medical  prob- 
lem in  all  these  cases  is  to  prevent  the  on- 
set of  the  covetous  desire,  or  to  deal  with 
it,  if  it  has  already  arisen,  as  promptly  and 
finally  as  possible.  Once  it  is  well  estab- 
lished, there  is  no  cure  but  the  final  deci- 
sion of  the  court,  or  a settlement  which 
compensates  the  individual  to  his  satisfac- 
tion. If  wTe  now  go  back  and  recall  the  sit- 
uation in  the  cases  used  as  illustrations,  we 
can  see  the  instinctive  and  instructive  be- 
ginning of  this  sort  of  neurosis,  and  how 
easily  it  may  be  prevented  or  cured. 

The  child  who  makes  an  undue  fuss  is 
completely  ignored,  but  learns  how  others 
get  attention  and  simulates  these  condi- 
tions. Of  course  it  is  play,  but  it  is  the 
mechanism  by  which  thousands  of  cases  go 
on  to  serious  conditions.  The  child  may 
make  a fuss  to  get  what  it  wants,  the  wo- 
man may  have  a brain-storm  for  the  same 
reason. 

The  young  woman  with  the  strong  de- 
sire for  parental  attention  developed,  quite 
unconsciously,  a mechanism  for  obtaining 
it.  The  cost  was  great,  but  it  worked. 

The  war  left  us  thousands  upon  thou- 
sands of  grafters  on  public  bounty,  draw- 
ing compensation  for  conditions  on  claims 
absolutely  unwarranted.  While  we  cannot 
do  enough  for  the  youth  of  the  land  who 
really  were  handicapped  by  service  illness 
(or  injury,  the  shameless  imposition  of 
many  on  the  generous  government  is  one 
of  the  blots  of  the  war. 

Finally,  our  engineer,  rescued  from  a life 
of  stupor  and  discomfort,  adequately  pen- 
sioned, able  to  earn  his  living  at  a less  de- 
manding occupation  than  an  engineer’s  life, 
instead  of  being  grateful,  is  disgruntled  and 
unhappy  and  has  spent  energy  enough,  try- 
ing to  get  a few  dollars  more,  to  have  run 
a small  business. 

It  has  been  the  experience  of  the  Medi- 
cal Department  of  the  Southern  Pacific 
Hospital  that,  the  sooner  an  injured  man 
is  settled  with  and  put  back  to  work,  the 
simpler  the  situation.  In  an  experience 
covering  twenty-four  years,  during  which 
I have  examined  and  reported  on  a good 
many  cases  of  traumatic  neurosis,  I have 
been  called  upon  to  testify  in  court  in  only 
three  or  four  cases,  because  of  this  policy 
of  the  Company  in  dealing  with  these  cases 
if  there  is  any  just  ground  on  which  the 
injured  man  presents  his  claim.  Of  the 
surgical  injuries,  I cannot  speak,  but  the 
annual  reports  of  the  legal  department  on 
injury  cases  show  the  following  remark- 
able facts,  in  addition  to  a far  greater  num- 
ber of  cases  adjusted  to  conditions  with 
handicaps  less  easily  classified  and  enumer- 


ated than  these  graphic  surgical  disabili- 
ties. 

No.  employees  on  S.  P.  lines  permanently  in- 
jured, settled  with  and  retained  in  service  Oct. 
1,  1926. 

No.  permanently  injured  employes 407 

Position  since  injury better  107 

same  or  similar  175 
less  important  125 


407 

Salaries  since  injury larger  233 

same  99 
less  75 


407 

Average  No.  years  employed  since  injury  11 

Age  at  time  of  injury — 


Under  30 118  at  present—  30 

30  - 40 149  at  present.  ..  76 

40  - 50 101  at  present. ...145 

50  - 60 34  at  present.. ..Ill 

60  - 70 5 at  present....  45 


407 


407 


Injuries — 

Amputations — arms  33 

hands  U 

fingers  75 

legs  84 

feet  14 

toes  17 

Fractures  — skull  4 

back  7 

hips  7 

arms  10 

fingers  2 

legs  24 

ankles  4 

feet  11 

Sight  lost  — one  eye 40 

impaired  — one  eye 13 

impaired  — both  eyes 3 

Paralysis  1 

Other  Injuries  44 


Were  it  not  for  the  attitude  of  the  Labor  Unions, 
which  prevent  a member  of  one  being  transferred 
to  any  other  service  without  entering  a new  union 
and  sacrificing  all  of  his  seniority  rights,  the  deal- 
ing with  handicapped  men  in  industry,  whether  the 
handicap  be  from  accident  or  illness,  would  be  sim- 
ple. The  Unions  are  his  worst  enemies  and  not  his 
protection,  when  once  it  is  desirable  for  him  to 
cease  the  kind  of  work  for  which  he  is  trained  and 
enter  some  other  field.  One  of  the  greatest  needs 
in  industry  is  for  some  reciprocity  agreement 
among  tbe  Unions  themselves  in  these  cases. 

It  is  evident  that  everything  has  been 
done  by  the  Company  through  its  supervis- 
ors, foremen,  and  hospital  department,  to 
convince  the  employees  that,  in  sickness  or 
injury,  the  interests  of  the  Company,  the 
doctor  and  the  patient  are  precisely  the  same 
— that  the  man  should  be  restored  to  full 
working  capacity  on  his  job,  at  the  earliest 
possible  moment.  If  the  compensation  laws 
could  be  framed  so  as  to  assist  this  situa- 
tion, a good  deal  that  is  both  difficult  and 
disagreeable  would  be  eliminated.  For  thir- 
ty years,  the  studies  in  Germany,  Italy,  Aus- 
tria, Switzerland,  France  and  England,  par- 
ticularly, have  shown  that,  where  the  courts 
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recognize  a covetous  insurance  or  compensa- 
tion neurosis  and  the  unstable  basis  of  the 
nervous  systems  of  such  cases,  compensa- 
tion, if  awarded,  is  for  the  injury  but  not 
for  purely  neurotic  symptoms.  In  other 
words,  the  law  and  the  courts  have  the  pow- 
er of  preventing  this  disorder,  just  as  they 
alone  can  cure  it  by  finally  awarding  com- 
pensation or  throwing  the  cases  out.  A far 
better  understanding  of  the  conditions  at- 
tending accident,  shock,  concussion,  must  be 
disseminated  generally  before  we  can  hope 
for  improvement  in  preventing  and  handling 
these  cases.  The  problem  is  difficult  be- 
cause, frequently,  absolute  diagnosis  is  im- 
possible. The  true  malingerer  can  sometimes 
present  his  subjective  symptoms  very  con- 
vincingly. Hysteria  provoked  by  injury  and 
bad  handling  can  simulate  organic  disease, 
but  careful  and  thorough  study  of  the  pa- 
tient— his  medical  history,  his  personality, 
reactions  to  varying  problems,  his  present 
fundamental  viewpoint  and  effort  expendi- 
ture, as  compared  to1  what  can  be  learned 
of  him  before  the  accident, — and  finally, 
such  a study  and  interpretation  of  symp- 
toms, subjective  and  objective,  as  he  pre- 
sents, with  all  the  available  laboratory 
data,  will  give  a pretty  fair  and  depend- 
able picture  of  the  man  and  what  his  in- 
jury did  to  him.  Of  course,  there  will  al- 
ways be  the  human  equation  that  presents 
itself  as  in  the  horse  trade.  The  buyer 
points  out  and  dwells  on  the  shortcomings 
or  defects  and  the  seller  confines  himself 
to  the  good  points. 

It  is  evident  that  the  covetous  neurosis 
did  not  develop  in  these  injury  cases  shown 
on  the  chart  or,  having  developed,  it  was 
cured  by  compensation  adequate  to  sup- 
press it  to  within  normal  range. 

Dr.  Thomas  Salmon,  head  of  the  psycho- 
pathic department  of  the  A.  E.  F.,  covers 
the  traumatic  and  covetous  neurosis — the 
so-called  shell-shocked  cases — with  these 
words:  “The  further  back  from  the  front 
line  trenches  such  a case  is  allowed  to  get, 
the  harder  it  is  to  get  him  back.”  If  he  can 
be  handled  adequately  at  once,  he  is  ad- 
justed to  the  situation,  reconciled  to  what 
happened,  possibly  his  more  or  less  narrow 
escape,  and  all  goes  on  well.  If  the  soldier 
never  wanted  to  go  to  war,  did  not  like  his 
commanding  officer,  was  a natural  coward, 
got  word  from  home  that  his  wife  was  not 
well  or  that  a neighbor  was  paying  a good 
deal  of  attention  to  the  girl  he  left  behind 
him,  it  is  not  difficult  to  realize  how  much 
time  that  man  spent  in  being  sorry  for  him- 
self and  how  easily  he  might  get  the  im- 
pulse to  slump  into  a demoralized  state  if 
a shell  happened  at  that  moment  to  land 
even  half  a mile  away.  Once  on  the  way  to 


the  rear,  the  importance  of  the  shell-shock- 
ed state  grew  and  its  definite  relation  to 
release  from  a condition  toward  which  he 
never  was  reconciled,  became  more  and 
more  fixed. 

It  must  not  be  forgotten  that  many  of 
these  cases,  arising  both  within  and  out- 
side of  industry,  do  sustain  multiple  in- 
juries, for  which  the  disability  in  degree 
and  duration  can  be  calculated  and  the  fix- 
ing of  compensation  is  relatively  simple. 
The  loss  of  an  eye  or  the  breaking  of  a leg 
is  relatively  measurable  handicap,  but  pure- 
ly subjective  symptoms  like  headache,  back 
pain,  nausea,  irregular  and  painful  men- 
struation, are  not  comparable  in  any  two 
cases  nor  measurable.  It  is  very  evident 
that  the  covetous  idea  develops  after  the 
accident,  not  as  a direct  result  of  it,  but 
of  the  conditions  which  follow  it.  One  does 
not  sue  an  irresponsible,  penniless  peddler 
even  if  his  broken-down  antiquated  truck 
runs  into  one’s  car  after  breaking  all  the 
rules  of  driving.  The  very  irresponsibility 
of  hundreds  of  drivers  is  the  chief  excuse 
for  a compulsory  insurance  law.  If  we  get 
it,  the  increase  in  suits  may  be  enormous 
but  justice  will,  possibly,  be  more  evenly 
distributed.  The  man  who  pockets  his  loss 
now  and  says  nothing,  will  get  a fairer 
deal.  The  man  who  sees  in  the  accident  a 
chance  to  get  a new  car,  has  developed  in 
him  the  “something  for  nothing”  idea  and 
will  insist  on  compensation  even  if  he  has 
to  work  himself  into  a feeling  that  he  is  a 
real  sufferer  and  unfairly  treated.  It  is  not 
hard  for  some  people,  for  there  are  some 
who  are  born  with  no  love  for  work,  who 
are  unstable  nervously  and  have  no  ability 
to  think  out  problems.  Unfortunately, 
there  are  plenty  of  lawyers  and  doctors  to 
help  them  play  their  game,  which  is  to 
dwell  on  the  conditions  which  are  claimed 
as  a result  of  accident  until  they  can  be 
presented  in  court  with  a demand  for  com- 
pensation. The  question  arises  whether  a 
statute  should  be  passed  making  accident 
cases  come  up  for  settlement  within  a 
short  time  after  occurrence.  The  practice 
of  many  lawyers  and  insurance  companies 
of  dragging  out  cases  by  repeated  post- 
ponements until  even  the  patient  is  sick  of 
delay  and  ready  to  settle,  is  a most  perni- 
cious one,  for  the  fight,  when  it  comes,  is 
a bitter  one  and  many  times  cases  that 
were  once  simple  become  quite  complex.  A 
trivial  accident  to  a man  who  had  six  chil- 
dren could  have  been  settled  for  $150,  but 
a big  corporation  kept  the  man  coming  to 
their  legal  department  for  months.  Finally 
he  got  pneumonia  and  died  and  the  widow 
collected  $6000.  If  an  injured  man  exag- 
gerates or  hangs  on  to  the  original  symp- 
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toms  of  his  accident  with  covetous  ideas, 
he  is  a better  and  better  actor  and  a more 
skilful  tool  for  the  ambulance-chasing  law- 
yer. 

The  real  faults  of  our  present  system 
are  the  things  that  cause  delay  in  settling 
cases  and  the  inaccurate  diagnoses  and  fail- 
ure to  study  and  define  accident  cases  fully 
and  with  great  care  in  their  beginning. 

The  historical  aspect  of  all  these  trau- 
matic neuroses,  of  which  the  covetous  neu- 
rosis is  merely  one,  dates  from  the  light 
thrown  upon  the  subject  by  Hoffmann,  in 

1890,  and  the  writings  of  Strumpell,  in 

1891,  and  Charcot,  in  France,  earlier  than 
this.  Schultze  and  Strumpell  together,  in 
1895,  made  a very  decided  advance  in  sug- 
gesting the  word  “Begehrungsvorstellung,” 
which,  being  translated,  means  covetous  im- 
aginative conception. 

Charcot  stated,  all  of  40  years  ago,  that 
the  German  compensation  law  was  respons- 
ible for  accident  neurosis.  There  is  cited 
one  striking  example  in  German  literature, 
of  a railroad  accident  in  Mullheim,  in  which 
over  400  soldiers  were  victims.  There  were 
no  traumatic  neuroses  among  them  and  all 
were  well  in  a few  months.  In  a similar  ac- 
cident occurring  where  compensation  was 
possible,  99  were  injured,  of  whom  52  be- 
came neurotic.  His,  of  Berlin,  quotes  Ciam- 
pollini,  an  Italian  railroad  doctor,  as  having 
reported  160  neurotic  patients,  of  whom  all 
but  four  were  able  to  return  to  work  after 
having  received  the  full  amount  of  compen- 
sation. Bonhoeffer,  in  1911,  refers  to  the 
discussion  in  Germany  after  the  Internation- 
al Congress  in  Berlin,  in  1890,  and  shows 
how  hard  the  opinion  died  that  organic  dis- 
eases underlie  these  neuroses.  He  calls  at- 
tention to  the  growing  idea,  which  again  in 
1896  he  reiterates,  that  simple  shock  does 
not  produce  prolonged  neurotic,  hysterical, 
and  psychic  phenomena.  The  entrance  of 
the  covetous  factor,  alone,  leads  to  the  fix- 
ing of  the  symptom  complex  that  is  cured 
finally  by  the  compensation.  The  world  war 
produced  an  enormous  amount  of  mass  evi- 
dence that  shock  emotion  symptoms  were 
confined  to  soldiers  at  the  front  on  both 
sides,  but  were  not  found  among  the  prison- 
ers who  were  out  of  danger  from  the  war. 
Hospitals  for  neurotics  were  a necessity  for 
soldiers  in  the  trenches,  but  never  for  pris- 
oners. 

The  older  conception,  that  the  injury  pro- 
duced permanent  neurotic  symptoms,  was 
clung  to  in  Germany  as  late  as  1916,  when 
Oppenheim,  the  last  defender,  accepted  the 
ideas  that  now  hold,  that  the  brain  and  the 
nervous  system  are  not  vulnerable,  as  orig- 
inally supposed.  In  spite  of  the  far  better 
understanding  of  serious  injuries  to  the 


brain,  it  has  stood  out  quite  plainly  that 
epilepsy  and  insanities,  as  evidence  of  per- 
manent change,  do  not  result  in  any  great- 
er degree  because  of  injury.  The  real  trau- 
matic syndrome  of  brain  injury  or  shock 
produces  a retrograde  amnesia  and  certain 
epileptoid  symptoms  in  cramp  and  spasm 
attacks,  periodic  depressions,  greater  sus- 
ceptibility to  alcohol  and  other  intoxica- 
tions, excitability,  vertigo,  periodic  head- 
aches. This  is,  on  the  whole,  a very  differ- 
ent picture  from  the  chronic  covetous  neu- 
roses, which  show  tremor,  vasomotor  dis- 
turbances and  inability  to  function  perfect- 
ly with  voice  and  limb,  and  a type  of  pain 
not  to  be  defined  in  any  organic  diseases. 

With  our  better  diagnoses,  we  are  not 
going  to  make  the  mistakes  that  will  ouer- 
ate  against  the  interests  of  patients,  that 
have  been  made  in  the  past,  and  this  ap- 
plies equally  to  regarding  as  cureable  those 
cases  which  are  organic. 

Our  compensation  laws  should  be  so 
framed  as  to  rule  out  all  chance  of  accident 
victims  breaking  the  tenth  commandment 
and  they  should  be  settled  with,  for  what- 
ever demonstrable  accident  effects  were  pro- 
duced, and  returned  to  duty  at  the  earliest 
possible  moment. 

SUMMARY 

If  the  tenth  commandment  were  enforce- 
able, two  per  cent  of  all  accidents  complicat- 
ed by  so-called  traumatic  neuroses  would 
not  have  features  involving  legal  and  medi- 
cal questions. 

The  present  law  is  bad,  for  it  encocrages 
covetous  desires  and  neurotic  reactions  to 
minor  conditions.  The  worst  feature  is  the 
monthly  payment  plan,  which  assists  in  em- 
phasizing the  importance  of  the  symptoms. 

The  long-continued  practice  employed  by 
the  Southern  Pacific  Company,  of  settling 
promptly  with  an  injured  man  and  getting 
him  back  on  the  job  as  soon  as  possible, 
minimizes  all  forms  of  neurosis — whether 
marked  by  concussion  symptoms,  shock  or 
hysterical  manifestations — reduces  to  a mini- 
mum the  covetous  influences  which  serve  to 
exaggerate  and  fix  the  symptoms. 

The  pernicious  practice  of  insurance  com- 
panies and  some  lawyers,  of  delay  and  the 
use  of  every  means  of  making  suits  unbear- 
ably burdensome  to  the  plaintiffs  in  these 
cases,  only  serves  to  exert  a bad  influence 
on  the  economic,  medical,  and  moral  aspect 
of  these  cases. 

The  war  experience  showed  that  prisoners 
in  hospitals  suffered  from  no  traumatic  or 
covetous  neuroses.  However  unstable  ner- 
vously they  might  be,  the  fact  that  there 
was  nothing  to  be  gained  exerted  a remark- 
ably beneficial  influence.  Fear,  doubt  and 
uncertainty  no  longer  exerted  their  power. 
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DYSPNEA  AND  ORTHOPNEA  WITHOUT 
DISCOVERABLE  DROPSY 


(Discussion  of  Case  14381,  Case  Records 
of  the  Massachusetts  General  Hospital,  New 
Eng.  Med.  Jour.,  Nov.  8,  1928,  p.  946). 


CASE  RECORD 

A Scotch-American  printer  fifty-two  years  old 
entered  the  hospital  December  8 complaining  of  a 
collapse  four  days  before  admission,  with  dyspnea, 
orthopnea  and  weakness. 

Three  years  before  admission  he  had  occasional 
attacks  of  pain  across  the  base  of  the  heart  lasting 
a few  minutes,  sometimes  running  up  to  the  neck 
or  through  to  the  back.  He  was  slightly  dyspneic 
and  tired  more  easily  than  usual.  He  was,  however, 
in  good  health  until  a year  and  a half  before  ad- 
mission. Then  he  had  substernal  oppression  on 
exertion  radiating  to  both  arms,  lasting  a few 
minutes  and  relieved  by  resting.  A year  before  ad- 
mission all  his  teeth  were  extracted  at  once.  This 
nearly  finished  him.  Ten  months  before  admission 
he  had  attacks  of  dyspnea,  orthopnea  and  choking 
at  night,  often  waking  him.  These  increased  until 
six  months  before  admission,  when  he  gave  up  work 
and  had  to  spend  nights  sitting  up  in  a chair.  He 
was  then  seen  by  Dr.  Paul  D.  White,  who  says  that 
he  was  exhausted,  had  lost  forty  pounds  recently 
and  was  very  much  discouraged.  He  had  been  tak- 
ing fifteen  drops  of  digitalis  t.i.d.  without  relief. 
Examination  at  this  time  was  similar  to  that  done 
in  the  Out-Patient  Department  as  reported  below. 
He  was  referred  to  another  physician  of  the  hospi- 
tal staff,  who  prescribed  three  months  in  bed. 

Examination  in  the  Out-Patient  Department  May 
13,  seven  months  before  admission,  showed  a healthy 
looking  man.  The  heart  was  enlarged  to  the  left, 
with  the  apex  in  the  sixth  space.  There  was  a pre- 
cordial systolic  and  an  early  diastolic,  more  marked 
in  the  aortic  area.  There  was  wide  percussion  over 
the  great  vessels.  Corrigan  pulse.  Blood  pressure 
202/82. 

Three  and  a half  months  before  admission  the 
patient  resumed  very  mild  activity  with  some 
dyspnea  and  orthopnea. 

November  10  he  was  sent  to  the  South  Medi- 
cal Department.  Examination  showed  his  pupils 
and  knee-jerks  normal.  A Wassermann  was  moder- 
ately positive.  He  was  given  a course  of  treatment. 
His  general  condition  improved. 

November  17  examination  showed  him  pale  and 
thin,  but  looking  better  than  when  seen  by  Dr. 
White  six  months  earlier.  The  apex  impulse  of  the 
heart  was  in  the  the  sixth  space,  1 1 centimeters  to 
the  left,  3 centimeters  beyond  the  midclavicular 
line.  The  dullness  in  the  second  space  was  5 centi- 
meters to  the  right  and  3.5  to  the  left.  There  was 
no  abnormal  pulsation  at  the  base  and  no  visible 
tumor.  Normal  rhythm.  Rate  100.  Blowing  systolic 
and  diastolic  murmurs  heard  all  over  the  precordia. 
Blood  pressure  174/108;  practically  the  same  in 
both  arms.  Pulses  not  especially  of  the  Corrigan 
type.  Arterial  pulse  visible  in  the  neck.  Slight 
tracheal  tug.  Heart  sounds  largely  masked  at  the 
base  by  murmurs.  At  the  apex  in  the  recumbent 
position  was  also  heard  a slight  mid-diastolic  rum- 
ble. X-ray  examination  at  this  time  showed  moder- 
ate increase  in  the  transverse  diameter  of  the  heart, 
the  greatest  enlargement  being  in  the  region  of 
the  left  ventricle.  The  supracardiac  shadow  was 
wide  both  in  the  anteroposterior  and  the  oblique 
view.  There  was  marked  prominence  of  the  as- 
cending aorta,  also  in  the  region  of  the  aortic  knob. 
The  oblique  view  showed  marked  dilation  of  the 


supracardiac  shadow.  Measurements;  right  4.4,  left 
10,  total  transverse  14.4,  great  vessels  8,  chest  24.5. 

Four  nights  before  admission  he  collapsed,  sweat 
profusely  and  had  to  be  taken  home.  Since  that 
time  he  had  been  in  bed,  with  paroxysmal  dyspnea, 
orthopnea,  very  bad  heart  sounds  and  a short  sys- 
tolic and  an  aortic  diastolic  murmur.  The  morning 
of  admission  he  was  seen  by  his  physician,  who 
thought  he  was  in  extremis. 

There  is  no  family  history  except  that  a sister 
died  suddenly  of  unknown  cause. 

No  past  history  was  obtained. 

The  temperature,  pulse,  respirations,  urine  and 
blood  are  not  recorded. 

The  patient  entered  the  Emergency  Ward  in 
complete  collapse,  ashy  pale,  cyanotic,  sweating  and 
gasping  for  breath.  He  was  seen  immediately  and 
was  sent  at  once  to  the  medical  ward,  where  it 
was  hoped  that  a Gatch  bed  and  rest  would  revive 
him.  He  died  in  the  elevator. 


Discussions!  by  Group  II,  of  the  Yavapai 
County  Medical  Society  and  the  Medical 
Officers  of  Fort  Whipple,  at  their  meeting 
of  March  19,  1929. 

DR.  W.  E.  McWHIRT,  Whipple,  Ariz. 

We  are  to  consider  a printer  aged  52  who,  as 
far  as  information  given  us  is  concerned,  is  seek- 
ing relief  from  dyspnea.  Up  until  three  years  ago 
he  had  no  particular  trouble.  At  that  time  he  began 
to  have  slight  dyspnea  on  exertion,  with  some  pain 
radiating  over  the  base  of  the  heart.  He  went 
along  like  this  until  about  seven  months  ago,  when 
he  began  to  have  considerable  trouble  and  had  to 
sit  up  at  night.  He  could  not  lie  down  to  sleep — if 
he  did  go  to  sleep  the  pain  awakened  him.  Before 
this  he  had  all  his  teeth  removed,  which  nearly 
cheated  us  out  of  an  interesting  case.  We  presume 
he  had  an  infection,  pyorrhea  or  what-not. 

At  the  examination  in  the  outpatient  department 
in  May,  he  was  not  considered  an  overly  sick  look- 
ing man  but  he  had  lost  about  forty  pounds;  had 
an  interesting  blood  pressure,  which  I think  will 
carry  considerable  weight.  He  had  a diastolic  of 
202  with  systolic  of  82  which  means  a pulse  pres- 
sure of  about  120.  They  find  he  has  a positive 
Wassermann  and  our  group  attaches  considerable 
importance  to  this,  although  we  have  been  knocked 
off  the  pedestal  several  times  by  Dr.  Cabot.  How- 
ever, we  have  in  our  favor  the  statement  of  a 
famous  cardiologist,  who  says  that,  in  all  cases  of 
aortic  regurgitation  in  men  over  42  years  of  age, 
the  cause  is  syphilis  until  proven  otherwise.  At  a 
later  examination,  after  treatment,  his  blood  pres- 
sure has  changed  to  174/108,  which  is  quite  a little 
change.  The  x-ray  film  gives  us  quite  a bit  of  in- 
formation. This  point  I want  to  stress.  Thej^  give 
the  measurement  complete  with  the  heart  as  14.4, 
which  is  not  very  much  and  the  chest  measurement 
24.5.  He  must  have  been  a very  small  man,  as  the 
usual  chest  measures  28  to  30.  They  tell  us  that  the 
supracardiac  area  is  widened  in  both  the  lateral 
and  oblique  views.  There  are  about  four  things 
which  might  give  this  widened  shadow:  aortitis, 
aneurism,  tumor  and  abscess.  We  do  not  believe 
this  is  a history  of  abscess;  it  is  impossible  to  rule 
out  tumor  completely,  although,  if  tumor  were  pre- 
sent, we  think  they  would  have  told  us  there  was 
a cloudy  area  between  the  supracardiac  area  and 
the  spine.  We  are  inclined  to  think  this  shadow 
was  caused  by  an  aneurism  in  the  region  of  the 
great  vessels. 

He  goes  on  until  four  days  ago  when  he  has  a 
complete  sinking  spell  and  is  carried  home  in  more 
or  less  shock.  His  physician  saw  him  the  day  before 
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admission  to  hospital  and  thought  him  in  extremis. 
He  was  taken  to  the  hospital — they  tried  to  send 
him  to  a ward,  but  he  was  in  profound  shock  and 
died  in  the  elevator. 

We  believe,  with  the  lack  of  any  history,  no 
examination  of  the  urine  or  blood,  with  the  find- 
ings given,  that  we  can  limit  this  case  to  the  heart. 
We  are  not  justified  in  bringing  the  kidney  into  the 
case  because  there  is  nothing  remarkable  except 
his  high  bood  pressure,  which  could  very  easily  be 
caused  by  certain  heart  lesions. 


DR.  G.  0.  BASSETT,  Whipple,  Ariz. 

Khel  has  stated  that  the  human  heart  is  the  most 
perfect  motor  known  to  man.  At  the  rate  of  sixty 
pulsations  a minute — 86,400  in  twenty-four  hours — 
the  human  heart  does  considerable  work.  It  is  a 
pendulum  in  constant  motion,  and  despite  all  de- 
fects the  body  may  have,  it,  in  the  majority  of 
cases,  maintains  its  work  with  less  variation  than 
any  other  organ  of  the  body. 

We  have  an  interesting  case  here,  which  deals 
with  the  most  interesting  of  all  organs  and  with 
a heart  lesion  that  is  most  interesting  of  all  to 
contend  with — a heart  lesion  in  which  the  signs  are 
supposed  to  be  most  classical  when  they  are  pres- 
ent, but  they  are  not  always  present. 

I shall  attempt  very  roughly  to  touch  on  two 
types:  first,  the  various  aspects  of  aortic  regur- 
gitation, a heart  lesion  with  characteristic  symp- 
toms and  one  in  which  it  is  very  difficult  to  get 
results  by  treatment.  All  cases,  of  whatever  cause, 
start  as  this  case  has  started,  with  dyspnea,  pain 
across  the  base  of  the  heart  running  into  the  arms. 
This  is  usually  the  first  and  only  symptom  of  which 
the  patient  complains.  The  first  stage  indicates 
simply  that  we  have  a heart  lesion,  probably  aortic 
regurgitation.  If  we  examine  the  patient  at  that 
time,  nothing  else  of  importance  will  be  found — 
the  heart  not  enlarged  materially,  if  at  all,  the 
murmur  present  will  be  very  soft,  short  diastolic, 
or  it  may  be  absent.  So  that  at  this  stage  the  best 
advice,  the  authorities  agree,  is  to  continue  on  and 
avoid  exertion.  When  the  second  stage  is  reached 
there  is  more  marked  dyspnea,  orthopnea,  and 
choking  spells,  especially  at  nigbt.  At  this  stage 
there  is  early  failing  compensation,  where  the 
heart  has  already  hypertrophied  to  a certain  ex- 
tent, is  possibly  dilating  as  a result  of  too  much 
strain.  The  patient  is  now  reaching  a stage  of  dan- 
ger and  must  be  warned  against,  not  only  extra 
exertion,  but  any  exertion.  There  is  one  point  I 
should  like  to  bring  out.  The  history  tells  us  that 
Dr.  White  called  on  this  patient  and  found  he  was 
receiving  fifteen  drops  of  digitalis  t.i.d.,  without 
relief.  In  most  cases  of  heart  lesions,  the  first 
medication  thought  of  is  digitalis.  Aortic  regur- 
gitation, however,  is  a condition  where  digitalis  is 
poison  and  acts,  as  you  can  see,  by  doing  the  exact 
opposite  of  wbat  is  wanted:  by  prolonging  the 
systole  it  allows  more  blood  to  flow  back  through 
the  leaky  valve  and  puts  more  strain  on  the  left 
ventricle,  which  is  already  overstrained. 

Later,  this  patient  came  to  the  dispensary,  was 
examined  and  found  now  to  have  definite  evidence 
of  aortic  regurgitation.  There  is  present  a diastolic 
murmur,  which  is  typical — soft,  short.  In  addition 
to  that  he  has  a systolic  murmur,  which  we  are 
told  is  classical  in  these  cases  and  due  to  the  cross 
current  of  blood  mingling  in  the  left  ventricle,  blood 
flowing  back  through  the  leaky  valve  and  blood 
flowing  out. 

This  man,  we  see  later,  receives  treatment  in  the 
venereal  section  of  the  hospital  and  improves. 
However,  a man  with  aortic  regurgitation  of  any 
extent  could  not  be  expected  to  overcome  that  dif- 


ficulty, even  with  salvarsan,  and  although  his 
general  condition  improved,  we  note  that,  by  the 
next  examination,  the  actual  lesion  has  apparently 
increased.  Another  point  before  I go  on.  It  was 
hard  to  understand  why  a man  without  arterio- 
sclerosis— and  a great  many  of  these  cases  do  not 
have  it — could  have  a blood  pressure  of  202.  The 
answer  was  very  simple  and  the  explanation,  wTe 
believe,  fits  this  case.  The  high  systolic  pressure  is 
due  to  the  terrific  functional  effort  of  the  left 
ventricle  and  the  sudden  drop  to  a low  diastolic 
pressure,  due  to  regurgitation  through  that  leaky 
valve.  This  man’s  pulse  pressure  we  see  is  terrifi- 
cally high  and  is  due  to  the  extra  effort  of  the 
heart  muscle,  raising  thereby  the  systolic  and 
causing  the  marked  disproportion  in  the  diastolic. 
We  see  then  that,  even  if  that  tremendous  pulse 
pressure  is  present,  it  is  not  necessary  to  have 
arteriosclerosis  or  change  to  any  extent  in  the 
arteries,  particularly  the  aorta.  Later  we  find  this 
blood  pressure  dropping;  it  drops  something  like 
thirty  points  systolic  and  the  diastolic  goes  up. 
Our  interpretation  of  that  is  that  it  is  due  simply 
to  a failing  myocardium.  The  myocardium  has  be- 
come so  weakened  it  is  unable  to  withstand  that 
terrific  jolt  and  the  systolic  drops  from  increase  of 
aortic  regurgitation. 

This  man  has  most  of  the  classical  symptoms. 
He  has  a diastolic  and  systolic  murmur;  he  has 
evidence  of  enlargment  of  the  heart,  and  has,  wdien 
first  examined,  Corrigan  pulse.  Later,  they  tell  us, 
he  has  not  an  especially  typical  Corrigan  pulse 
That  it  wyas  present  once  and  then  disappeared  is 
due  to  the  fact  that  we  are  dealing  with  two  con- 
ditions. We  believe  this  man  has  an  aneurism  of 
the  ascending  arch  of  the  aorta — aneurism  cutting 
off  the  terrific  impulse  that  goes  with  that  so- 
called  ‘‘wrater  hammer  pulse” — as  well  as  aortic 
regurgitation. 


DR.  JOHN  W.  FLINN,  Whipple,  Ariz. 

Aortic  regurgitation,  or  aortic  incompetency,  is 
a pathological  condition  of  the  heart  in  which  part 
of  the  blood  that  has  been  pumped  from  the  left 
auricle  into  the  aorta,  is  regurgitated  back  into 
the  left  ventricle,  because  the  semilunar  valves 
are  incompetent  to  close  the  aortic  opening.  If  one 
visualizes  a condition  such  as  this,  it  will  at 
once  occur  to  him  that  this  may  be  caused  by  one 
of  two  conditions.  This  incompetency  may  be  caused 
by  a dilated  aortic  ring,  or  it  may  be  caused  by  a 
deformity  of  the  semilunar  valves.  So  there  are 
three  commoner  causes  of  aortic  insufficiency,  two 
of  them  are  associated  wdth  the  deformity  of  the 
valve,  and  one  of  them  is  the  dilated  aortic  ring. 
These  three  causes  are: 

1.  Progressive  sclerosis  of  aortic  valves,  being 
part  of  a general  arterial  degeneration,  or  it  may 
be  due  to  a localized  syphilitic  lesion. 

2.  Definite  endocarditis,  which  may  be  eithei 
rheumatic  or  malignant. 

3.  Dilatation  or  aneurism  of  the  ascending  arch 
of  the  aorta.  Of  these  three  causes,  the  dilated  ring 
occurs  in  a fairly  large  percentage  of  cases  of 
aortic  incompetency.  Whatever  the  cause,  this  in- 
competency, with  its  accompanying  regurgitation, 
gives  rise  to  fairly  definite  signs  and  symptoms, 
which  are  largely  the  same  regardless  of  the  cause. 

Group  two  believes  that  there  is  almost  certainly 
an  aortic  incompetency  in  this  case.  We  cannot  see 
how  there  could  be  so  many  of  the  classical  signs 
and  symptoms  unless  these  valves  are  incompetent. 
The  question  which  bothers  us  greatly  it,  “What  is 
the  cause  of  this  incompetency?” 

You  will  remember  that  there  are  five  signs 
of  aortic  incompetency,  which  have  been  given  by 
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previous  speakers:  (1)  A diastolic  murmur  heard 
over  the  aortic  area  and  produced  by  the  reflux  of 
blood  into  the  ventricle;  (2)  the  so-called  “Flint” 
murmur,  a harsh  mid-diastolic  murmur,  which  is 
heard  in  almost  fifty  per  cent  of  cases;  it  is  sup- 
posed to  be  due  to  the  impinging  of  the  regurgitant 
current  on  the  large  anterior  flap  of  the  mitral 
valve;  (3)  a collapsing  Corrigan  pulse  brought  about 
by  the  fall  of  pressure  during  diastole;  (4)  enlarg- 
ment  of  the  heart  and  especially  of  the  left  ventri- 
cle; this  is  due  at  first  to  a compensating  hyper- 
trophy and  later  to  a decompensating  dilatation; 
(5)  visible  pulsation  in  the  peripheral  vessels,  es- 
pecially those  of  the  neck.  All  these  signs  and 
symptoms  arc  present  in  this  case. 

Aortic  insufficiency,  in  common  with  other  forms 
of  heart  disease,  gives  rise  to  a fairly  definite 
train  of  symptoms. 

The  x-ray  findings  are  fairly  suggestive  of 
aortitits.  Almost  surely  we  have  a dilated  aorta, 
whether  or  not  it  is  simply  an  enlargement  or 
whether  it  may  be  an  aneurism,  the  group  is  not 
prepared  on  this  point  to  commit  itself.  The  fluor- 
scope  was  not  used  in  this  case  and,  consequently, 
we  do  not  know  that  we  have  a pulsatin~  tumor.  It 
is  true  we  have  tracheal  tugging  but  we  are  told 
this  may  be  present  in  pure  aortic  incompetency. 
The  soft  systolic  murmur  may  be  aneuryismal  but  it 
is  found  also  in  aortic  incompetency,  or  it  may  be 
due  to  an  accompanying  aortic  stenosis.  This  pa- 
tient’s heart  is  undoubtedly  greatly  dilated,  and  is 
probably  leaking  at  all  the  valves,  which  would  ac- 
count for  all  kinds  of  murmurs  all  over  the  heart. 

From  these  two  standpoints  we  are  prepared  to 
make  a definite  diagnosis  of  aortic  incompetency 
and  a definite  diagnosis  of  aortitis.  We  are  not, 
however,  prepared  to  commit  ourselves  that  there 
is  a definite  aneuryism  present. 

Regarding  the  mode  of  death,  that,  too,  is  in- 
conclusive. This  patient  died  suddenly,  but  so  far 
as  we  know  there  is  nothing  absolutely  conclusive 
about  this  form  of  death.  If  we  think  of  this  case 
as  a whole — a man  with  a cardiac  lesion,  with  a 
dilated  aorta,  and  a positive  Wassermann  (for 
which  he  evidently  received  treatment) — we  could 
very  well  assume  coronary  thrombosis;  or  if  we 
have  an  aneuryism,  it  could  very  well  have  caused 
this  sudden  death  by  bursting  into  the  pericardium. 
The  question  is,  have  we  these  signs,  will  the 
autopsy  reveal  plaques  on  the  aorta?  Will  it  reveal 
a sclerotic  condition  of  the  coronary  vessels  and 
signs  of  luetic  degeneration  in  the  heart  muscle? 
We  don’t  know.  So,  we  are  driven  back  to  our 
former  diagnosis  of  aortic  insufficiency  and  aortitis. 

We  are  willing  to  speculate  regarding  the  other 
details  of  the  pathologic  picture.  We  are  quite 
willing  to  admit  that  all  of  these  other  conditions 
I have  mentioned  may  be  present  and  that  some 
of  them  probably  are,  but  we  do  not  feel  justified 
in  concluding  definitely  that  they  are  present.  Our 
diagnosis  is  aortic  incompetency  and  chronic 
aortitis. 


Discussions  at  Massachusetts  General 
Hospital. 

RICHARD  C.  CABOT,  M.  D. 

We  can  sum  up  the  present  illness  by  saying 
that  a man  of  fifty-two  has  shown  two  manifesta- 
tions of  heart  trouble,  passive  congestion  and  angina 
pectoris.  He  has  dyspnea,  orthopnea  and  pain.  All 
these  seem  clean-cut  enough.  There  is  nothing  else 
complained  of  to  make  us  look  elsewhere  in  the 
body.  We  have  also  this  aortic  diastolic  murmur, 
which  is  very  important  if  confirmed.  The  short 
systolic  does  not  help  us  much. 


He  was  given  a course  of  treatment  in  the 
South  Medical  Department.  That  in  itself  is  evidence 
of  syphilis.  They  not  only  found  his  Wassermann 
positive,  but  (since  they  treated  him)  they  thought 
he  had  syphilis,  which  is  a different  thing.  They 
never  begin  treatment  for  a Wassermann  alone.  So 
the  Syphilis  Department,  who  know  more  about  it 
than  the  rest  of  us,  think  he  had  syphilis. 

“His  general  condition  improved.”  That  is  sur- 
prising. We  do  not  expect  that  under  treatment  for 
syphilis  if  there  is  syphilitic  aortitis.  We  always 
give  that  treatment  because  it  is  the  only  rational 
thin'’'  to  do,  but  I am  surprised  when  they  improve 
at  all. 

NOTES  ON  THE  PHYSICAL  EXAMINATION 

It  is  always  satisfactory  to  have  a definite  con- 
firmation of  a Corrigan  pulse  as  shown  in  the  pulse 
pressure  of  ’20.  We  have  every  reason  to  be  con- 
fident that  they  were  right  in  what  they  said  about 
that  aortic  diastolic  murmur.  We  are  thinking 
then  of  the  type  of  heart  disease  with  great  cardiac 
hypertrophy  and  with  aortic  regurgitation,  apparent- 
ly not  of  one  of  the  main  types,  syphilitic  or  rheu- 
matic. We  have  nothing  in  the  history  to  make  us 
think  of  either  of  those  things.  But  we  shall  look 
for  evidence  of  them  as  we  go  on. 

That  heart  certainly  is  enlarged  if  we  pay  at- 
tention to  percussion.  One  is  thinking  of  a definite 
disease  in  the  aorta.  8.5  is  certainly  too  wide. 

They  have  done  what  they  could  to  find  aneurysm. 

“Blood  pressure  174/108;  practically  the  same  in 
both  arms.”  That  is  not  so  clear  as  it  was  before 
in  favor  of  what  we  call  Corrigan  pulse. 

“Slight  tracheal  tug.”  What  does  that  mean? 

A student:  Aneurysm. 

Dr.  Cabot:  Yes;  but  you  can  go  wrong  on 
tracheal  tug  in  two  important  ways.  First  a pulsa- 
tion that  goes  in  and  out,  forward  and  backward. 
Put  your  finger  under  the  cricoid  and  you  feel 
that  pulsation.  That  is  nothing.  Tracheal  tug  must 
be  an  up  and  down  pulsation.  The  second  source 
of  error  is  a tracheal  tug  that  comes  during  in- 
spiration only.  A good  many  patients  without 
aneurysm  have  this.  In  my  experience  it  is  very 
rare  to  be  sure  of  it.  It  must  be  up  and  down  and 
it  must  go  with  every  beat  continuously.  It  is  a 
very  important  sign  if  it  is  present.  There  is  al- 
most no  record  of  its  occurrence  in  anything  else 
but  aneurysm. 

That  mid-diastolic  rumble  tends  to  swing  us  over 
to  the  other  type  of  heart  disease,  rheumatic;  but 
otherwise  all  the  evidence  is  the  other  way. 

The  radiologists  do  not  definitely  say  whether 
they  think  there  is  aneurysm  or  not.  It  is  my  im- 
pression that  they  do,  at  any  rate  that  the  arch 
is  abnormally  enlarged.  That  was  their  statement, 
that  is  was  a diffuse  dilation,  but  they  could  not 
find  any  single  aneurysm  fluoroscopically.  Of 
course  we  have  to  remember  that  mere  arterio- 
sclerosis can  give  us  diffuse  aortic  dilation  without 
any  aneurysm  at  all.  Aneurysm  breaks  and  ar- 
teriosclerotic dilation  does  not — a very  important 
difference  for  the  patient.  Otherwise  you  might 
say  that  it  is  merely  a play  on  words  to  distinguish 
between  dilatation  and  aneurysm.  Diffuse  arterio- 
sclerotic dilatation  does  not  give  pressure  signs, 
does  not  cause  pain,  does  not  break.  It  is  very 
important  to  make  up  our  minds  which  it  is.  But 
I cannot  be  at  all  sure  from  that  x-ray  examina- 
tion. It  may  turn  out  not  to  be  aneurysm  when  the 
secrets  of  the  facts  are  revealed,  but  I’  should  say 
that  that  could  not  be  an  ordinary  arteriosclerotic 

DIFFERENTIAL  DIAGNOSIS 

Let  us  start  with  the  things  we  know  best  and 
work  out  towards  our  uncertainties.  We  know  that 
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he  has  aortic  regurgitation.  We  do  not  know  of 
any  other  valve  lesion.  He  is  a middle  aged  man 
or  past  it,  and  it  is  a good  general  rule  that  a man 
who  begins  in  middle  age  to  suffer  Horn  heart 
trouble,  and  that  aortic  regurgitation,  has  syphilitic 
aortitis.  In  support  of  that  is  the  pain,  which  we 
often  see  in  aortic  regurgitation  due  to  syphilitic 
degeneration,  because  the  process  goes  around  the 
mouths  of  the  coronary  arteries.  We  do  not  get 
such  pain  in  rheumatic  aortic  trouble.  The  patient’s 
pain  inclines  us  still  further  to  believe  this  is 
syphilitic.  Also  we  have  a positive  Wassermann 
and  the  diagnosis  of  the  South  Medical  Department 
on  which  they  must  have  started  their  treatment. 
At  one  time  he  has  had  a Corrigan  pulse.  Corrigan 
pulse  is  much  commoner  with  syphilitic  disease  in 
the  aortic  valve  than  it  is  with  rheumatic  disease 
in  the  aortic  valve.  Rheumatic  trouble  in -the  aortic 
valve  makes  the  leaflets  stick  together,  not  in  every 
case  but  in  at  least  four  out  of  five,  and  therefore 
stenosis  goes  with  it,  and  with  stenosis  you  rarely 
get  a Corrigan  pulse.  On  the  other  hand  syphilis 
draws  back  the  leaflets,  widens  them,  and  gives 
you  aortic  regurgitation  such  as  goes  with  Corrigan 
pulse.  That  evidence  is  weakened  by  the  fact  that 
on  second  examination  he  did  not  have  anything 
that  was  suggestive  of  Corrigan. 

A student:  Dr.  White’s  opinion  was  that  it  was 
not  Corrigan. 

Dr.  Cabot:  Dr.  White  says  it  is  not? 

A student:  That  is,  he  said  it  was  only  sugges- 
tive, not  definite. 

A student:  What  evidence  have  we  of  passive 
congestion  ? 

Dr.  Cabot:  Very  little  is  said  about  it.  I should 
like  to  know  what  they  found  in  his  lungs  and  legs. 
If  he  had  no  passive  congestion  we  should  look  for 
a type  of  disease  blocking  the  coronary  rather  than 
one  causing  stasis. 

A student:  How  do  you  explain  the  dyspnea  and 
orthopnea  otherwise? 

Dr.  Cabot:  It  is  hard  to.  You  have  to  say  that 
there  is  some  passive  congestion  wdthout  clear  signs. 
But  such  a patient  ordinarily  shows  'some  fluid. 
Dropsy  comes  a little  later  than  difficulty  in  breath- 
ing. 

Dr.  Tracy  B.  Mallory:  It  is  not  in  the  record, 
but  Dr.  William  D.  Smith  saw  him  the  morning 
of  admission  and  said  that  at  that  time,  although 
he  did  not  want  to  examine  him  very  much,  he 
found  no  dullness  at  the  bases,  but  a few  rales. 

Dr.  Cabot:  And  nothing  is  said  about  his  legs? 

Dr.  Mallory:  No.  No  edema. 

Dr.  Cabot:  In  the  three  “L’s” — lungs,  liver  and 
legs, — look  especially  for  passive  congestion.  Dr. 
Mallory  says  no  edema,  so  I should  say  there  is 
remarkably  little  evidence  of  passive  congestion, 
which  strengthens  us  on  the  side  of  the  syphilitic 
process,  because  a syphilitic  process  involving  the 
coronaried  may  produce  no  stasis.  On  the  whole 
I think,  as  I imagine  you  do,  that  this  is  syphilitic 
aortitis  with  aneurysm,  with  narrowing  of  the 
coronary  arteries  and  death  from  the  trouble  rather 
than  from  a rupture  of  the  aneurysm  into  the 
pericardium,  which  is  the  other  common  cause  for 
sudden  death  in  such  a case  as  this.  Aneurysm 
rarely  breaks  externally.  Often  they  break  into 
the  pericardium.  He  may  have  had  that,  but  we 
have  no  reason  to  suppose  so. 

In  the  rest  of  the  body  we  have  little  to  make 
us  think  of  disease.  Have  we  a urine  examination  ? 

Dr.  Mallory:  No. 

Dr.  Cabot:  On  the  face  of  the  facts  given  I do 
not  see  what  more  we  can  say. 

A student:  Do  you  ever  get  tracheal  tug  in  aortic 
insufficiency  without  aneurysm? 


Dr.  Cabot:  Not  so  far  as  I know.  I never  heard 
of  it.  The  only  thing  besides  aneurysm  is  a tumor 
in  close  apposition  with  the  aorta. 

CLINICAL  DIAGNOSIS  (FROM  HOSPITAL 
RECORD) 

Luetic  heart  disease. 

DR.  RICHARD  C.CABOT’S  DIAGNOSIS 

Syphilitic  aortitis  with  aneurysm. 

Narrowing  and  occlusion  of  the  coronary  arteries. 

ANATOMIC  DIAGNOSES 

1.  Primary  disease. 

Syphilitic  heart  disease — aortic  insufficiency. 

Syphilitic  aortitis. 

Aneurysm  of  aortic  arch  with  erosion  of  manu- 
brium. 

Coronary  sclerosis. 

Fibrous  myocarditis. 

Adhesive  pericarditis. 

2.  Secondary  or  terminal  lesions. 

Arteriosclerotic  nephritis. 

Chronic  passive  congestion. 

DR.  MALLORY 

The  first  thing  we  noticed  in  removing  the 
sternum  was  that  something  was  tightly  adherent 
beneath  it.  It  stripped  off  with  difficulty  and  left 
this  little  shallow,  hollowed-out  depression  in  the 
posterior  surface  of  the  manubrium.  Into  this  de- 
pression fitted  the  middle  one  and  most  sharply 
defined  of  the  three  aneurysmal  dilatations.  We 
have  a diffuse  big  sac  here  at  the  base,  then  a 
sharply  outlined  one  partially  filled  by  thrombus, 
from  far  down  inside  of  which  the  innominate 
artery  takes  its  origin,  and  finally  a third  more 
diffuse  dilatation  of  the  descending  thoracic  aorta. 
From  the  diaphragm  down  the  aorta  was  not  re- 
markable. 

The  aortic  valve  shows  surprisingly  little  in- 
volvement. Two  of  the  cusps  are  perfectly  normal. 
The  third  one  shows  at  this  point  a cusp  anchored 
down  to  the  wall.  There  is  not,  however,  any  lesion 
of  the  commissure,  which  is  the  ordinary  spot  at 
which  syphilis  affects  the  valves.  It  unquestionably 
would  Rave  given  him  a slight  degree  of  regurgita- 
tion, but  not,  I believe,  a very  marked  one. 

The  type  of  hypertrophy  of  this  left  ventricle  fits 
this  assumption.  In  a hypertensive  heart  disease 
one  gets  a so-called  concentric  hypertrophy  of  the 
left  ventricle,  that  is,  it  is  widened  and  elongated 
in  almost  equal  proportions.  In  a true  aortic  re- 
gurgitation with  marked  functional  regurgitation 
one  gets  very  marked  lengthening  in  proportion  to 
the  widening,  often  spoken  of  as  eccentric  hyper- 
trophy. This  ventricle  is  much  more  of  the  concen- 
tric type.  So  we  may  assume  that  he  had  a slight 
regurgitation,  but  not  a very  marked  one.  The  re- 
gurgitation itself  probably  did  not  have  much  to  do 
with  his  death. 

The  myocardium  shows  a number  of  white 
fibrous  scars.  The  reason  for  these  is  obvious  on 
examination  of  the  coronary  vessels,  which  are 
calcified,  their  lumen  almost  entirely  occluded.  It 
is  not,  however,  the  syphilitic  type  of  coronary 
disease.  The  mouths  of  the  vessels  are  perfectly 
clear.  The  important  syphilitic  involvement  seems 
to  begin  safely  above  the  level  of  the  valve.  The 
picture  in  the  coronary  arteries  is  apparently  a 
purely  arteriosclerotic  one.  To  go  with  that  he  had 
a very  marked  degree  of  arteriosclerotic  nephritis 
of  the  small  vascular  type  and  finely  granular 
kidneys,  moderately  shrunken.  So  that  I think  the 
arteriosclerosis  must  be  placed  very  high  in  esti- 
mating the  cause  of  death  in  this  case.  It  is  im- 
possible to  say  whether  it  is  primarily  due  to  ar- 
teriosclerosis or  to  syphilis.  It  certainly  is  not 
purely  syphilis,  though  the  rather  sudden  end,  of 
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course,  is  characteristic  of  syphilitic  disease  of  the 
heart. 

It  is  interesting  that  Dr.  Smith,  in  going  over 
his  lungs  four  hours  before  death,  found  no  dull- 
ness at  either  base.  At  the  time  of  necropsy  well 
over  a liter  of  fluid  was  found  in  each  side  which 
must  have  accumulated  with  extreme  rapidity 
during  those  last  three  hours.  The  lungs  them- 
selves did  not  show  any  marked  edema.  The  ac- 
cumulation was  entirely  in  the  pleura. 

There  was  no  ascites  and  no  demonstrable  edema 
of  the  legs  at  post  mortem.  The  liver  did  show  a 
moderate  amount  of  chronic  passive  congestion  and 
two  scars  which  possibly  may  be  syphilitic  in  origin. 

Dr.  Cabot:  What  would  you  guess  the  heart 
weighed  if  you  had  it  separate? 

Dr.  Mallary:  Between  five  and  six  hundred 
grams. 

Dr.  Cabot:  You  do  not  believe  that  aneurysms 
cause  cardiac  enlargement? 

Dr.  Mallory:  No,  sir.  I think  the  kidney  is  prob- 
ably chiefly  responsible  in  this  case. 

Dr.  Cabot:  Did  you  say  anything  about  the  mitral 
valve  ? 

Dr.  Mallory:  Entirely  negative. 

Dr.  Cabot:  I do  not  think  they  can  blame  us  for 
not  making  the  kidney  diagnosis  when  they  gave 
us  no  urine  report. 

The  question  is  asked.  ‘‘Are  there  cases  of 
syphilitic  aortitis  without  aneurysm?”  There  cer- 
tainly are  and  in  the  majority,  and  with  no  regur- 
gitation of  the  aortic  valve  and  no  involvement  of 
the  coronary  arteries.  The  earlier  and  I suppose 
the  commonest  types  of  syphilitic  aortitis  do  not 
give  any  one  of  these  things.  It  is  when  it  goes 
on  for  a long  time  that  the  disease  gives  a picture 
like  this.  Syphilitic  aortitis  in  early  stages  simply 
means  a ring  of  disease  around  the  aorta  above 
the  valve. 

A student:  Do  you  mean  it  eventually  goes  on 
to  aneurysm? 

Dr.  Cabot:  No.  Many  of  them  do  not.  In  France 
I saw  a very  large  number  of  necropsies  on  Negro 
soldiers  who  had  syphilitic  aortitis.  None  of  them 
had  aneurysm  and  none  of  them  had  any  of  the 
other  things  that  do  any  harm.  They  were  perfectly 
well  men  until  they  were  hit  in  battle. 


NEW  MEXICO  ANNUAL  MEETING 

NOTES  OF  THE  MEETING 

The  attendance  was  surprisingly  large,  but  a 
double-header  always  draws  a large  crowd,  so  it 
was  only  natural  that  a State  meeting  at  one  of 
the  most  beautiful  and  picturesque  places  in  the 
State  and  country,  should  be  an  all-star  attraction. 

Those  registering  were: 

Dr.  Dwight  Allison,  Las  Cruces,  N.  M. 

Dr.  P.  L.  Atkins,  McGaffey,  N.  M. 

Dr.  and  Mrs.  C.  R.  Bass,  Cimmaron,  N.  M. 

Dr.  M.  F.  Bean,  Albuquerque,  N.  M. 

Dr.  C.  F.  Beeson,  Roswell,  N.  M. 

Dr.  W.  C.  Barton, 

Dr.  R.  L.  Bradley,  Roswell,  N.  M. 

Dr.  Robert  0.  Brown,  Santa  Fe,  N.  M.  and  Mrs. 
Brown. 

Dr.  H.  T.  Brasell,  Portales,  N.  M.,  and  Mrs.  Brasell. 
Dr.  W.  L.  Brown,  El  Paso,  Texas. 

Dr.  and  Mrs.  M.  0.  Blakeslee,  Las  Lunas,  N.  M. 


Dr.  and  Mrs.  L.  B.  Cohenour,  Albuquerque,  N.  M. 
Dr.  F.  H.  Crail,  Las  Vegas,  N.  M. 

Dr.  M.  B.  Culpepper,  Carlsbad,  N.  M.,  and  Miss 
Culpepper. 

Dr.  George  H.  Curfman,  Salida,  Colo. 

Dr.  C.  B.  Elliott,  Raton,  N.  M. 

Dr.  and  Mrs.  Crum  Epler,  Pueblo,  Colo. 

Dr.  T.  Espinosa,  Espanola,  N.  M. 

Dr.  J.  Espinosa,  Espanola,  N.  M. 

Dr.  Joseph  Foster,  Santa  Fe,  N.  M. 

Dr.  Evelyn  F.  Frisbie,  Albuquerque,  N.  M. 

Dr.  E.  W.  Fiske,  Santa  Fe,  N.  M. 

Dr.  F.  C.  Goodwin,  El  Paso,  Texas. 

Dr.  and  Mrs.  M.  S.  Gregory,  Oklahoma  City,  Okla. 
Dr.  C.  H.  Gellenthien,  Valmora,  N.  M. 

Dr.  and  Mrs.  W.  F.  Glasier,  Carlsbad,  N.  M. 

Dr.  R.  J.  Groom,  Carlsbad,  N.  M. 

Dr.  and  Mrs.  P.  R.  Giliven,  Santa  Fe,  N.  M. 

Dr.  L.  A.  Hubbard,  Raton,  N.  M.,  and  Mrs.  Hubbard. 
Dr.  and  Mrs.  E.  T.  Hensley,  Portales,  N.  M. 

Dr.  and  Mrs.  C.  F.  Hegner  and  son,  Denver,  Colo. 
Dr.  J.  W.  Hannett,  Albuquerque,  N.  M. 

Dr.  and  Mrs.  J.  R.  Hurley,  Antonito,  Colo. 

Dr.  Beryl  R.  Johnson,  Topeka,  Kans. 

Dr.  and  Mrs.  W.  T.  Joyner,  Roswell,  N.  M.. 

Mary  Frances  Joyce,  Carlsbad,  N.  M. 

Dr.  W.  E.  Kaser,  Las  Vegas,  N.  M. 

Dr.  H.  A.  LaMoire,  Pueblo,  Colo. 

Dr.  W.  R.  Lovelace,  Albuquerque,  N.  M. 

Dr.  J.  F.  Lane,  Santa  Fe,  N.  M. 

Dr.  G.  S.  Luckett,  Santa  Fe,  N.  M. 

Dr.  W.  J.  Latta,  Wagon  Mound,  N.  M. 

Dr.  Gertrude  Light,  Ranchos,  N.  M. 

Dr.  K.  D.  Lynch,  El  Paso,  Texas. 

Dr.  T.  P.  Martin,  Taos,  N.  M. 

Dr.  and  Mrs.  Karl  A.  Menninger,  Topeka,  Kan. 

Dr.  W.  P.  McCrossin,  Colorado  Springs,  Colo. 
George  A.  McAlmon,  El  Paso,  Texas. 

Roberta  Bradley  Markus,  Roswell,  N.  M. 

Mary  Catherine  Massie,  Roswell,  N.  M. 

Dr.  J.  N.  Medett,  Jarvis,  Colo. 

Dr.  H.  P.  Mera,  Santa  Fe,  N.  M. 

Dr.  Carl  Mulky,  Albuquerque,  N.  M. 

Dr.  Orval  I.  Nesbit,  Espanola,  N.  M. 

Dr.  J.  A.  Reidy,  Albuquerque,  N.  M. 

Dr.  W.  E.  Rice,  Raton,  N.  M. 

Dr.  Leon  Rosenwald,  Kansas  City,  Mo. 

Dr.  W.  H.  Spitzer,  Denver,  Colo. 

Dr.  G.  W.  R.  Smith,  State  College,  N.  M. 

Dr.  William  Senger,  Pueblo,  Colo. 

Dr.  M.  S.  Smith,  Raton,  N.  M. 

Dr.  and  Mrs.  D.  D.  Swearingen,  Roswell,  N.  M. 

Dr.  G.  A.  Sheppard,  Gallup,  N.  M. 

Dr.  W.  E.  Sistrunk,  Rochester,  Minn. 

Dr.  and  Mrs.  W.  A.  Thompson,  Springer,  N.  M. 
Dr.  Louis  N.  Tate,  Galesburg,  111. 

Dr.  and  Mrs.  W.  Warner  Watkins  and  daughter, 
Phoenix,  Arizona. 

Dr.  M.  R.  Warden,  Albuquerque,  N.  M. 

Dr.  and  Mrs.  G.  Werley,  and  son,  El  Paso,  Texas. 


The  election  of  Dr.  Robert  O.  Brown,  Santa  Fe, 
as  President-Elect  was  a very  popular  one  and  it 
speaks  very  well  for  the  Society  to  have  at  its 
head  a member  of  the  State  Board  of  Health. 
Other  officers  elected  were  as  follows: 

Vice-President — Dr.  J.  A.  Reidy,  Albuquerque, 
New  Mexico. 

Secretary-Treasurer— Dr.  L.  B.  Cohenour,  Albu- 
querque, N.  M.,  (re-elected). 

Members  of  the  Council  for  Three  Years — 

Dr.  C.  B.  Elliott,  Raton,  N.  M. 

Dr.  Harry  Miera,  Santa  Fe,  N.  M. 
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Invitation  was  extended  by  the  Colfax  County 
Medical  Society  through  its  delegate  Dr.  C.  B. 
Elliott,  to  hold  the  next  annual  meeting  of  the 
Society  at  Raton,  which  invitation  was  duly  ac- 
cepted, with  request  that  the  date  of  the  meeting 
be  set  at  not  earlier  than  June  1st,  so  that  warmer 
weather  will  prevail  and  overcoats  will  not  be  in 
vogue. 


The  dinner  dance  at  the  San  Geronimo  Lodge 
was  a well  attended  function  and  throughly  en- 
joyed by  all.  It  was  a welcome  sight  to  see  some 
of  the  older  members  hoofing  it  around  with  the 
elasticity  and  grace  of  those  of  the  younger 
generation. 


Members  and  visitors  who  had  never  seen  the 
annual  corn  dance  or  other  Indian  dances  were 
deeply  impressed  with  the  finished  and  artistic 
performances  as  presented  in  the  lobby  of  the  Don 
Fernando  Hotel  ar.d  at  the  Pueblo.  Proceedings  of 
the  scientific  session  Thursday  afternoon  were 


hurried  considerably  to  allow  the  members  to  be 
guests  of  the  Taos  Lions’  Club  at  the  Pueblo  to 
see  the  annual  Corn  Dance,  which  arrangements 
had  been  perfected  by  Dr.  Martin,  of  Taos.  The 
entertainment  was  a novelty  and  one  that  can  be 
seen  only  at  the  Indian  Reservations,  and  at  that 
the  dances  at  the  various  Reservations  are  differ- 
ent, entirely  so. 


The  visits  to  the  Artists’Studios  were  a treat  and 
delight  to  all.  Some  of  the  most  noted  artists  in 
the  world  make  Taos  their  headquarters  and  their 
exhibits  were  viewed  with  all  the  zest  and  gusto 
of  the  connoisseur. 


Fishing  in  the  trout-streams  was  a keen  pleasure 
not  overlooked,  especially  by  the  younger  genera- 
tion. Dr.  Martin,  who  knows  every  pool,  gave 
valuable  and  wise  hints  on  where  to  go  and  the 
proper  kind  of  bait,  with  the  result  that  those  who 
went  returned  with  a happy  smile,  showing  the 
captures  made,  and  telling  of  the  larger  ones  that 
got  away. 


New  Mexico  State  Board  of  Public 

Welfare 

I)R.  G.  S.  LUCKETT,  Director 


MENINGOCOCCUS  MENINGITIS  AND  MEAS- 
URES FOR  ITS  CONTROL 

Under  the  above  title,  Dr.  G.  W.  McCoy,  Director 
of  the  U.  S.  Public  Health  Service’s  Hygienic  La- 
boi’atory,  outlined  our  peresent  knowledge  on  the 
subject  in  a recent  paper  read  before  the  Twenty- 
seventh  Annual  Conference  of  State  and  Territorial 
Health  Officers  (Public  Health  Reports,  July  5, 
1929,  V.  44,  No.  27).  The  tone  of  the  paper  was 
necessarily  pessimistic,  but  hope  lies  in  the  re- 
search work  that  goes  on  incessantly.  Salient  ex- 
tracts from  the  paper  are  reproduced  below. 

“Apparently  during  the  past  year  we  have  had 
in  the  United  States  a more  severe  outbreak  of 
epidemic  cerebrospinal  meningitis  than  at  any  time 
since  the  World  War,  and,  indeed,  we  must  go 
back  to  about  1905  to  find  the  last  comparable  pre- 
valence of  the  disease.  In  general,  the  condition 
has  been  more  serious  in  the  West  than  in  the 
East.  Indeed,  it  may  properly  be  said  that  in  some 
western  communities  the  prevalence  of  the  disease 
has  been  distinctly  alarming.  There  is  no  question 
that  there  have  been  outbreaks  of  very  marked 
severity. 

“So  far  as  symptoms  and  diagnosis  are  con- 
cerned, nothing  need  be  said  here  save  that  it 
appears  to  be  not  sufficiently  recognized  that  cases 
may  occur  without  characteristic  symptoms  refer- 
able to  the  central  nervous  system.  Purpuric  cases 
fatal  in  a day  or  less  may  occur  even  without 
examples  of  the  classical  type  in  the  community. 
Diagnosis  in  such  cases  perhaps  can  be  established 
definitely  only  by  laboratory  procedures,  either 
the  isolation  of  meningococci  from  the  blood  stream 
or  the  finding  of  the  organism  in  smears  or  sections 
from  the  skin  lesions. 

“There  have  been  generally  recognized  four 
types  of  meningococci  based  on  the  agglutination, 
or  agglutinin  absorption  tests,  which  are  in  common 
use.  There  are  other  serological  means  of  identi- 
fication, and  tests  made  by  different  procedures 


do  not  necessarily  give  identical  results.  One  thing 
seems  quite  clear — that  in  any  outbreak  wTe  may 
have  in  the  same  community,  all  or  nearly  all  of 

the  types  prevailing  simultaneously 

“The  question  of  types  naturally  brings  me  to 
the  possible  value  of  therapeutic  sera.  Generally 
speaking,  we  are  accustomed  to  say  that  polyvalent 
serum  has  reduced  the  mortality  from  about  75 
per  cent  to  about  25  per  cent.  I am  not  familiar 
with  any  series  of  cases  which  definitely  establishes 
the  value  of  serum  in  terms  that  permit  trust- 
worthy statistical  conclusions.  It  has  been  charged 
within  recent  years  that  the  commercial  serums 
have  proven  ineffective,  and  wre  have  heard  a great 
deal  about  the  high  mortality  in  certain  series  of 
cases  in  which  commercial  serums  have  been  used. 
I do  not  doubt  at  all  that  the  facts  are  as  stated, 
but  wTe  have  not  heard  so  much  about  series  in 
winch  commercial  serums  have  been  successfully 
used.  For  example,  Carbonell  and  Cook,  of  the 
Army  Medical  Corps,  report  19  cases  with  2 
deaths,  making  a mortality  of  less  than  11  per  cent. 
Commercial  serums  were  used  and,  as  you  see, 
the  death  rate  is  very  much  lower  than  is  claimed 
for  serum  treatment  in  general.  Again,  Wildman, 
of  the  Naval  Medical  Corps,  reporting  an  outbreak 
in  northern  Haiti,  had  77  cases  with  12  deaths,  a 
mortality  of  15.5  per  cent — also  much  better  than 
the  best  that  ordinarily  is  claimed  for  serum. 

“Fox  reported  12  deaths  among  69  cases,  ex- 
cluding fulminating  types  which  died  within  a few 
hours  after  admission  to  the  hospital,  also  a very 
good  result  for  the  best  of  serums. 

“There  is  hardly  any  more  unsatisfactory  stand- 
ardization in  connection  with  biological  products 
than  the  present  day  standardization  of  antimeningo- 
coccus  serum.  The  methods  we  employ  may  or  may 
not  have  any  bearing  on  the  clinical  usefulness  of 
the  serum.  About  the  best  we  can  hope  to  do  (with 
our  present  knowledge)  is  to  see  to  it  that  animals 
are  immunized  with  a sufficient  variety  of  specific 
type  strains  to  insure  reasonably  high  serological 
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titers  for  the  generally  recognized  types  of  meningo- 
cocci. We  know  from  experience  that  such  a serum 
will  fail  to  meet  the  needs  in  some  cases. 

“The  question  has  been  raised  as  to  whether  it  is 
possible  to  prepare  a serum  to  meet  the  types 
prevailing  in  any  given  outbreak.  The  difficulties 
here  are  almost  insuperable 

“We  are  endeavoring  to  meet  the  situation  as 
respects  the  potency  of  the  serum  by  having  one 
of  our  best  bacteriologists  study  the  strains  that 
have  been  secured  recently,  with  a view  to  select- 
ing those  most  suitable  as  antigens  and  utilizing 
them  in  the  immunization  of  horses  for  the  pre- 
paration of  serum. 

“I  wish  that  we  were  in  a position  to  tell  you 
that  as  the  result  of  scientific  investigation  we 
were  in  possession  of  definitely  effective  measures 
for  the  control  of  meningitis.  However,  nothing 
could  be  further  from  the  truth  than  this,  and  I 
could  perhaps  dismiss  this  phase  of  the  discussion 
by  saying  simply  that  we  know  nothin?-  of  any 
value.  Possibly  such  a summary  disposal  of  the 
subject  is  not  warranted. 

“The  one  measure  on  which  everyone  agrees  is 
that  persons  suffering  from  the  disease  should  be 
isolated.  This  seems  to  be  a reasonable  procedure 
and  in  keeping  with  the  handling  of  other  infec- 
tious diseases. 

“The  question  of  disinfection  of  carriers  has 
been  the  subject  of  a great  deal  of  discussion  and 
of  some  experimentation.  Many  chemical  disin- 
fectants have  been  employed  as  solutions,  sprays, 
or  in  the  form  of  vapors.  1 am  not  acquainted 
with  any  data  that  would  be  seriously  considered  as 
conclusive  which  illustrate  the  value  of  any  of 
these  preparations,  and  Colonel  Vaughn  says: 

“ ‘Notwithstanding  the  many  experiments  re- 
sorted to  for  this  purpose  nothing  definite  has 
come  out  of  them,  and  from  a fairly  large  ex- 
perience and  observation  with  these  procedures 
during  the  war  we  are  inclined  to  the  conclusion 
that  there  was  no  demonstration  of  their  value.  * * * 
There  is  one  thing  that  clears  up  the  carrier,  and 
that  is  life  in  uncontaminated,  not  overheated,  air.’ 

“Most  carriers  clear  up  within  a few  days  re- 
gardless of  what  one  does  or  does  not  do,  and  it 
remains  to  be  shown  that  the  process  of  recovery 
from  the  carrier  condition  can  be  hastened  by  any 
means  now  at  our  disposal. 

“During  the  prevalence  of  infection,  carriers  are 
very  numerous.  In  a study  made  in  Detroit  recently 
it  was  reported  that  46  per  cent  of  household  con- 
tacts were  found  to  be  carriers,  while  as  high  as  6 
per  cent  of  unexposed  persons  showed  meningo- 
cocci in  the  nasopharynx.  Data  of  this  sort  lead 
one  to  realize  the  well-nigh  hopeless  nature  of  any 
attempt  to  control  the  carrier. 

“Perhaps  I might  close  this  section  on  the  con- 
trol of  epidemic  meningitis  by  a quotation  from 
Rosenau: 

“ ‘It  is  not  clear  that  any  of  the  measures  so  far 
taken  have  either  materially  influenced  the  course 
of  epidemics  or  prevented  the  spread  of  the 
disease.’  ” 


MALARIA  SITUATION  IN  DONA  ANA  COUNTY 
IMPROVES 

Dr.  C.  W.  Gerber,  full-time  Health  Officer  of 
Dona  Ana  County  (N.  M.)  has  summarized  the 
results  of  intensive  malaria  control  activities  con- 
ducted in  his  county  during  the  last  18  months. 
As  summer  advanced,  intensive  irrigation  produc- 


ed many  stagnant  pools  of  water.  At  the  same  time, 
vegetationl  again  filled  the  drainage  ditches  that 
had  been  cleaned  last  year.  This  produced  an  ideal 
, ituation  for  the  further  breeding  and  harboring 
of  mosquitoes.  But  the  actual  condition  prevailing 
at  this  time  is  distinctly  encouraging. 

It  is  his  practice  to  take  regular  “dippings”  from 
the  pools  and  canals,  counting  the  number  of  larvae 
found  in  each  “dip”  and  averaging  for  each  station 
where  observations  are  taken.  Following  this  pro- 
cedure during  the  spring,  he  finds  “a  very  slight 
increase  in  the  number  of  larvae.  But  practically  all 
collected  are  not  beyond  the  second  instar  of  de- 
velopment. In  only  two  places  were  pupae  dis- 
covered, one  a frankly  missed  place  and  the  other 
an  undiscovered  siphon”.  All  of  these  larvae  proved 
to  be  of  the  pseudopunctipennis  variety,  even  after 
breeding  them  out  to  maturity.  This  variety  has 
little  effect  in  the  transmission  of  malaria.  All 
adult  mosquitoes  caught  were  also  of  this  same 
variety.  He  says  further  that  all  areas  are  reported 
by  local  observers  to  be  so  free  from  mosquitoes 
that  many  persons  are  sleeping  outdoors  unprotect- 
ed by  netting,  something  that  has  not  been  pos- 
sible in  years. 

A comparison  of  an  untreated  area  with  the 
section  described  above  shows  that  breeding  of 
mosquitoes  is  continuing  there  unabated. 

The  principal  methods  of  mosquito  control  that 
have  been  applied  are  Paris  green  dusting  of  pools 
and  water  courses  and  the  planting  of  top  minnows 
(Gambusia).  Dr.  Gerber  gives  the  minnows  some 
credit  for  results  obtained.  The  dusting  operations 
are  the  most  extensive  of  any  in  the  world. 

Last  year,  438  cases  of  malaria  were  reported 
from  this  county,  some  of  them  probably  relapses. 
Through  June  of  this  year  only  four  cases  have 
appeared  that  were  definitely  new  infections  and 
probably  two  of  these  were  acquired  last  fall.  It 
is  encouraging  to  note  that  an  increasing  number 
of  persons  are  using  the  “Standard  Treatment” 
and  that  many  of  these  are  showing  negative 
blood  specimens.  Over  1400  blood  smears  have  been 
examined  in  the  last  twelve  months. 

A house-to-house  survey  was  made,  last  year,  and 
infected  persons  were  given  a sheet  of  instructions 
on  prevention  and  cure.  This  year  the  survey  will 
be  repeated. 

Most  gratifying  of  all  are  the  reports  from  mer- 
chants and  farmers  that  general  sickness  incidence 
and  labor  turn  over  have  been  low. 


TAT  GETS  RESULTS  IN  MORA  COUNTY 

Dr.  J.  J.  Johnson,  Health  Officer  of  Mora  County 
(N.  M.),  reports  that  he  has  personally  administer- 
ed 1362  complete  toxin-antitoxin  treatments  during 
the  last  twelve  months.  This  is  part  of  a campaign 
that  he  has  been  conducting  for  more  than  a year. 
As  a result,  only  two  cases  of  diphtheria  were  re- 
ported to  the  Health  Officer,  during  the  year,  a 
woman  of  sixty  and  a baby  2 years  old.  The  previ- 
ous year,  28  cases  were  reported. 


NEW  MANUAL  ISSUED 
The  New  Mexico  State  Bureau  of  Health  has 
prepared  and  issued  a Manual  of  Instructions  for 
subregistrars,  giving  in  the  simplest  possible  form 
the  gist  of  registration  laws  and  procedure.  A 
copy  has  been  sent  to  each  of  the  350  subregistrars 
and  it  will  be  sent  to  anyone  else  who  can  make 
good  use  of  it. 
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Fig.  1.  Shocking  deformity  in  a neglected  case 
of  empyema.  Appearance  on  recent  admission  to 
University  Hospital;  febrile  and  almost  constantly 
coughing  and  expectorating  pus  from  empyemic 
cavity  via  broncho-pleural  fistula.  Pneumonic  on- 
set two  and  a half  years  ago.  Complicating  empy- 
ema not  drained  until  four  months  later  and  then 
incision  above  bottom  of  cavity  and  tube  removal 
after  a short  time.  Resulting  thoracic  wall  sinus 
has  alternately  opened  and  closed  ever  since,  at  no 
time  furnishing  adequate  drainage. 


Fig  2.  Drainage  tube  wrongly  placed  not  at  low- 
est limit  of  pus  in  empyemic  cavity.  Failure  to 
provide  second  tube  for  antiseptic  irrigations.  Only 
pus  above  level  of  tube  has  drained  off.  Lung 


Fig.  3.  The  routine  method  for  determining  the 
site  for  dependent  drainage  in  the  posterior  axil- 
lary line  is  to  introduce  an  aspirating  needle  in  the 
ninth  intercostal  space,  and  then  in  successive  high- 
er intercostal  spaces,  until  pus  is  found.  In  the 
early  stage  of  an  acute  empyema,  pus  would  be 
found  in  the  ninth  space,  which  is  just  above  the 
bottom  of  the  iormal  pleural  cavity  (inset  A).  Sev- 
eral days  after  the  onset  of  an  empyema,  adhesions 
bridge  the  narrow  costophrenic  sinus  and  raise  the 
floor  of  the  pus-containing  cavity  so  that  the  aspir- 
ating needle  would  fail  to  find  pus  in  the  ninth 
space,  and  perhaps  also  in  the  eighth,  but  would 
find  it  in  the  seventh.  This  is  illustrated  by  the 
main  drawing,  of  which  inset  B is  a frontal  sec- 
tion. Therefore,  dependent  drainage  would  be  at- 
tained by  resection  of  a portion  of  the  eighth  rib 
(should  open  drainage  be  indicated).  See  Fig.  4. 


Fig.  4.  Proper  drainage  at  very  bottom  of  cav- 
ity. All  pus  has  drained  away.  A second  tube  has 
been  provided  for  antiseptic  irrigations.  Steady 
expansion  of  the  collapsed  lung  to  obliterate  the 
cavity  will  not  now  be  checked  by  pus  pressing 
against  the  lung,  nor  by  the  restraining  influence 
of  active  infection  in  the  pleural  walls. 


THE  EMPYEMA  PROBLEM 
Wit|h  Particular  Reference  to  Proper 
Drainage* 

JOHN  ALEXANDER,  M,  D.,  F.  A.  C.  S. 

Ann  Arbor,  Michigan 

(Annual  Address  on  Surgery  before  the  Arizona 
State  Medical  Association,  Prescott,  Arizona,  April 
18,  1929.) 

In  the  June  issue  of  this  journal,  the  illustra- 
tions of  this  article  were  confused,  Figures  1 and 
4 being  transposed.  The  following  is  the  proper 
order  for  the  illustrations,  with  the  respective 
captions : 


that  pus  had  pushed  away  from  ribs,  as  well  as  up- 
ward, is  now  visible  but  still  is  collapsed.  Inset 
represents  a frontal  section  of  main  drawing.  In 
Figs.  2,  3 and  4 adhesions  obliterating  the  costo- 
phrenic sinus  are  represented  by  oblique  lines;  pus 
by  horizontal  lines;  fully  expanded  lung  by  dark 
lobules  and  collapsed  lung  by  light  lobules. 
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EPIDEMIC  MENINGITIS 

A resume  of  an  article  by  Dr.  G.  W.  Mc- 
Coy, Director  of  the  Hygienic  Laboratory, 
will  be  found  in  the  New  Mexico  State 
Bureau  of  Health’s  section,  elsewhere  in  this 
journal.  This  article  brings  to  our  attention 
certain  well  known  facts  about  epidemic 
meningitis,  but  though  well  established,  they 
are  often  lost  sight  of.  Among  the  facts 
that  the  general  practitioner  frequently  over 
looks  are  these: 

1.  Carriers  spread  the  disease,  and  some 
unknown  carrier  is  a more  potent  source  of 
danger  for  other  people  than  is  a patient 
who  already  has  the  disease. 

2.  The  strium  of  infection  is  the  respira- 
tory tract,  from  which  the  organisms  invade 
the  blood  stream.  The  organisms  inhabit  the 
respiratory  tract  of  many  people,  as  does 
the  pneumococcus,  invading  the  blood  stream 
and  causing  infection  only  after  the  general 
physical  resistance  is  lowered. 

3.  Meningitis  is  a terminal  stage  of 
meningococcus  infection.  In  the  outset  it  is 
a bacteremia,  and  the  patient  may  succumb 
to  the  infection  before  the  meninges  are  in- 
volved. In  those  cases  where  the  patients 
develop  purpuric  spots  of  varying  sizes  and 
die  within  a few  hours  (spotted  fever), 
meningitis  may  not  be  present  at  all  and  the 
spinal  fluid  may  be  clear.  In  at  least  one 
instance  in  Phoenix,  in  the  stage  of  purpura, 
blood  culture  recovered  the  meningococcus 
from  the  blood  stream,  the  spinal  fluid  was 
clear  and  free  from  organisms;  just  before 
death,  twelve  hours  after  the  first  spinal 
puncture,  a second  puncture  showed  fluid 
loaded  with  meningococci.  This  is  the  natur- 
al sequence  of  the  infection,  but  is  seldom 
caught  by  laboratory  examination. 

4.  It  is  obvious  that  a patient  may  die 
with  meningococcus  infection  without  show- 


ing symptoms  of  meningitis,  and  one  who 
waits  for  the  classical  symptoms  of  men- 
ingeal involvement,  before  suspecting  men- 
ingitis, may  easily  miss  the  diagnosis. 


UNDULANT  FEVER,  — AGAIN 

The  frequency  of  this  infection  appears 
to  be  in  direct  ratio  to  the  vigilance  of  the 
physicians  in  suspecting  it  and  having  the 
proper  examinations  made.  Within  one  week 
in  Phoenix,  the  infection  was  found  in  a 
prominent  state  official  and  in  one  of  the 
leading  physicians,  neither  of  whom,  so  far 
as  can  be  ascertained,  has  been  exposed  to 
infection  through  goat  milk.  It  is  safe  to 
say  that  there  are  more  cases  of  undulant 
fever  in  one  year  in  Maricopa  County  than 
there  are  cases  of  typhoid  fever.  Except  for 
the  fact  that  the  former  is  seldom  fatal,  it 
would  be  a public  health  problem  of  the 
first  magnitude.  It  should  even  now  engage 
the  attention  of  our  health  officials,  in  an 
effort  to  find  the  best  means  of  protecting 
the  milk-drinking  public. 


FRANK  ELLIS  BIRD 

Dr.  Frank  Ellis  Bird,  of  Albuquerque,  N. 
M.,  died  in  that  city  on  July  7th,  at  the  age 
of  sixty-three.  The  cause  of  death  was  apo- 
plexy. Dr.  Bird  was  born  in  Illinois  in  1866, 
and  graduated  from  the  Ohio  Medical  Uni- 
versity in  1903.  He  came  to  New  Mexico  in 
1911.  Before  moving  to  Albuquerque  he  was 
located  in  Cuba,  N.  M. 


ROSCOE  G.  BAZELL 

Dr.  Roscoe  G.  Bazell,  of  Winslow,  Ariz.,  a 
practitioner  for  twenty-three  years  in  north- 
ern Arizona,  died  at  Winslow  on  April  22nd, 
He  was  a graduate  of  the  Medical  College  of 
Cincinnati,  class  of  1901,  and  located  in 
Arizona  in  1906. 
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WILLIAM  LOWE 

Dr.  William  Lowe,  formerly  of  Elizabeth, 
N.  J.,  died  in  Phoenix,  on  February  7th,  of 
cancer  of  the  kidney.  Dr.  Lowe  came  to  Ari- 
zona about  eighteen  months  ago  for  change 
of  climate.  He  was  located  at  the  Grand 
Canyon  Bridge  as  emergency  physician  dur- 
ing the  construction  of  that  work.  He  was 
fifty-six  years  of  age,  and  a graduate  of  the 
Medical  Department  of  the  University  of 
New  York,  class  of  1898. 


PERSONALS  AND  NEWS 

DR.  GEORGE  SHIELDS,  of  Phoenix,  has  return- 
ed to  his  practice  after  absence  of  a month,  during 
which  time  he  attended  the  Portland  meeting  of  the 
American  Medical  Association  and  engaged  in 
special  work  in  urology. 

DR.  KIMBALL  BANNISTER,  of  Phoenix,  left 
August  first  for  a month’s  postgraduate  work  in 
surgery  in  the  Chicago  clinics. 

DR.  R.  B.  RANEY,  of  Phoenix,  has  returned  after 
absence  of  two  months  and  has  resumed  his  prac- 
tice. 

DR.  DUDLEY  FOURNIER,  of  Phoenix,  left 
August  first  for  motor  trip  through  the  northwest 
and  Canada;  he  will  be  gone  a month. 

DR.  H.  M.  PURCELL,  of  Phoenix,  returned  to 
his  nractice  the  middle  of  July,  after  postgraduate 
work  in  his  specialty  of  urology. 

DR.  HARLEY  YANDELL,  of  Phoenix,  took  his 
postgraduate  work  at  Barnes  Hospital,  St.  Louis, 
during  June  and  July,  in  the  eye,  ear,  nose  and 
throat  clinics.  He  reports  that  Barnes  Hospital  will 
soon  be  the  second  largest  hospital  in  the  United 
States. 

DR.  FRED  B. SHARPE,  of  Phoenix,  left  the  latter 
part  of  July  for  Portland,  where  he  will  engage  in 
postgraduate  work  for  a month. 

DR.  HOWELL  RANDOLPH,  of  Phoenix,  motored 
with  Dr.  Sharpe  to  Portland,  the  latter  part  of 
July;  after  a short  vacation,  he  will  return  to 
Phoenix. 

DR.  L.  H.  THAYER,  of  Phoenix,  returned  to 
practice  on  August  first,  after  a . month  at  Mormon 
Lake  in  northern  Arizona. 

DR.  JOHN  WIX  THOMAS,  of  Phoenix,  returned 
on  July  31st  from  a six  week’s  vacation  in  the 
middle  west;  he  expects  to  be  away  the  last  two 
weeks  in  August,  spending  this  time  in  southern 
California. 

DR.  T.  E.  McCALL,  of  Phoenix,  is  back  at  his 
office,  after  several  weeks  invalidism  following 
operation  for  acute  appendicitis. 

DR.  EDGAR  H.  BROWN,  of  Phoenix,  is  spend- 
ing several  weeks  in  post-graduate  work  in  ortho- 
pedics, in  Los  Angeles  and  San  Francisco. 

DR.  R.  J.  STROUD,  of  Tempe,  State  Superin- 
tendent of  Health,  attended  the  American  Medical 
Association  meeting  in  Portland,  the  middle  of 
July,  thereafter  visiting  clinics  before  returning  to 
his  duties. 

DR.  II.  J.  FELCII,  Phoenix,  city  health  officer, 
after  several  weeks  on  the  coast,  has  returned  to 
his  office  and  practice. 

DR.  A.  C.  KINGSLEY,  of  Phoenix,  is  studying  in 
the  postgraduate  schools  and  hospitals  of  New 
York  City,  in  industrial  surgery  and  medicine,  for 
two  months. 

DR.  H.  P.  MILLS,  and  wife,  of  Phoenix,  will 
return  the  latter  part  of  August  from  a tour  of 
Alaska  covering  the  greater  portion  of  six  weeks. 


FELLOWSHIP  IN  RADIOLOGY  IN  THE 
CHARITY  HOSPITAL  OF  NEW  ORLEANS 

Dr.  Amedee  Granger  Director  of  the  X-ray  De- 
partment of  the  Charity  Hospital  announces  that 
the  Board  of  Administrators  of  that  Institution  has 
established  a Fellowship  in  Radiology. 

The  Fellows  are  members  of  the  House  Staff, 
ranking  between  the  Internes  and  the  House  Phy- 
sicians and  Surgeons,  and  at  the  completion  of 
their  year’s  work  wall  receive  a certificate  of  Fel- 
lowship and  become  eligible  for  the  position  of 
Assistant  Radiologist. 

Here  is  a splendid  opportunity  for  graduates 
of  Class  A-l  Medical  Colleges  to  obtain  thorough 
training  in  one  of  the  newest  and  most  important 
Medical  Specialties.  The  Hospital  is  one  of  the 
largest  in  this  country  and  the  number  and  variety 
of  clinical  material  is  abundant  as  shown  by  the 
fact  that  more  than  35,000  radiographs  are  made 
annually. 


Potassium  Permanganate  in  the  Treatment  of 
Pneumonia.  John  L.  Chester.  M.  D.,  Detroit,  Mich., 
Annals  of  Int.  Med.,  May,  1929. 

The  British  Medical  Journal  of  March  7th.  1925, 
reported  the  first  known  cases  of  pneumonia  suc- 
cessfully treated  by  Potassium  Permanganate,  Dr. 
Herbert  W.  Nott  of  Birkerhead,  England,  having 
been  responsible  for  the  therapeutic  experiment. 
The  patients  received  standard  solutions  of  the 
drug  as  retained  enemas,  recovered  promptly,  and 
convalesced  more  satisfactorily  than  by  more  or- 
thodox methods.  Later,  Dr.  Nelson  J.  Roche  of 
Southsea.  England,  obtained  eoually  satisfactory 
results  with  similar  injections,  which  he  reported  in 
the  same  publication  on  March  12th.  1927. 

Becoming  cognizant  of  the  original  experiments. 
Dr.  Chester’s  first  case  was  an  advanced  and 
seemingly  hopeless  one  of  flu-pneumonia  of  tuber- 
culous origin,  which,  having  failed  to  respond  to 
other  methods  of  treatment,  was  given  4 oz.  of 
a standard  solution  of  Potassium  Permanganate 
every  3 hours  rectally,  at  Providence  Hospital. 
The  patient  recovered  with  more  celerity  and  less 
fatiguing  effort  than  is  customary  in  such  cir- 
cumstances. Through  the  co-operation  of  various 
Detroit  physicians,  (names  given),  an  additional  23 
cases  of  lobar  and  broncho  pneumonia  were  there- 
after subjected  to  the  same  treatment  at  Provi- 
dence Hospital,  with  consistently  good  results,  and 
but  two  deaths. 

Under  very  adverse  conditions  at  Eloise  Hospital, 
through  the  courtesy  of  the  superintendent  and 
his  staff,  20  cases  of  pneumonia  were  selected  at 
random.  All  were  severe  and  complicated,  some 
with  the  chronic  heart  conditions  of  lon^  standing, 
and  nearly  all  admitted  chronic  alcoholics.  Ton  of 
these  cases  were  handled  by  other  than  the  Potas- 
sium Permanganate  method,  and  all  died.  The  re- 
maining 10  received  appropriate  doses  of  the  stand- 
ard solution  of  the  drug,  with  the  result  that  there 
were  50  per  cent  recoveries  in  what  was  considered 
well-nigh  hopeless  circumstances. 

Dr.  Chester  provides  concise  case  histories  in 
his  paper,  with  detailed  progress  notes  in  each 
of  the  institutional  cases.  In  addition,  he  reviews 
t’-e  chemical  action  of  the  drug,  explains  its 
method  of  preparation  and  administration,  and 
intimates  its  possibilities  in  other  diseases. 


GOOD  SAMARITAN  HOSPITAL. 


(Continued  from  July  issue) 

Report  of  case  of  Triplets.  These  ti'iplets  were 
delivered  by  Dr.  Sharpe  in  the  Good  Samaritan 
Hospital  on  Thanksgiving,  Nov.  29,  1928.  They  were 
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about  six  and  one-half  to  seven  months  infants,  one 
boy  and  two  girls.  The  first  baby  was  a breach 
delivery;  the  other  two  were  delivered  by  version. 
They  weighed  three  pounds  two  ounces,  three  pounds 
three  ounces,  and  three  pounds  one  ounce  respective- 
ly. Baby  No. 2,  male,  was  cyanotic  from  birth;  it 
never  cried,  but  it  moaned  at  intervals.  His  pulse 
was  weak,  respiration  shallow  and  irregular,  and  he 
died  the  same  evening.  This  baby,  no  doubt,  had  a 
large  intracranial  hemorrhage.  Baby  No.  3 had 
iiequent  cyanotic  attacks  for  the  first  four  days, 
than  commenced  to  improve  slowly.  Breast  milk  and 
six  per  cent  karo  solution  were  given  by  mouth  in 
small  amounts  most  of  which  was  regurgitated. 
Breast  milk  was  inadequate  and  on  the  seventh  day 
lactic  acid  milk  was  given;  weight  then  was  lowest 

two  pounds  nine  ounces.  By  the  31st  day  she  had 

regain;  d tier  birth  weignt  and  seemed  to  be  doing 
well.  On  the  51st  day,  she  had  a severe  cyanotic 
attack  and  died  suddenly.  Oxygen  and  cardiac  sti- 
mulants were  given  without  any  improvement  of  the 
symptoms.  Baby  No.  1 seemed  the  strongest.  She 
was  able  to  cry  and  seemed  bright.  She  took  her 
food  better,  but  had  a severe  cyanotic  attack  on  the 
fifth  day.  Her  lowest  weight  on  the  seventh  day 
was  two  pounds  eleven  and  one-half  ounces  and  she 
regained  her  birth  weight  on  the  19th  day.  She 
did  wrell  and  gained  satisfactorily  until  the  51st  day 
when  she  had  a severe  cyanotic  attack;  pulse  was 


180,  almost  imperceptible.  Oxygen  was  given.  She 
had  other  attacks  of  cyanosis  on  the  52d,  67th,  71st, 
74th,  75th,  and  76th;  on  the  82d  day  she  had  a 
severe  attack  from  which  she  did  not  rally.  The 
baby  weighed  five  pounds  and  five  ounces  at  time 
of  death  and  seemed  to  be  doing  well.  No  necropsies 
were  obtained.  Baby  No.  1 and  baby  No.  3 
lived  51  and  82  davs  respectively.  Both  infants  had 
loud  rough  systolic  murmurs  heard  all  over  the 
chests.  Their  pulse  rate  was  uniformly  fast  at  all 
times,  ranging  from  140  to  180  beats  per  minute. 
Both  of  these  infants  digested  their  food  well.  The 
bowl  movements  were  normal  one  to  two  times  a 
day. 

We  b"l;eve  that  each  baby  suffered  from  an  in- 
tracranial hemorrhage  as  it  has  been  proven  that 
th~  --otic  attacks  are  caused  by  previous  in- 
tracranial hemorrhages. 


DR.  L.  H.  THAYER  reporting  the  following  case: 
The  patient  has  had  two  previous  pregnancies. 
The  first  one  was  premature  and  the  second  one  was 
normal  time.  The  patient  is  below  normal  mentally 
and  is  thin  and  apparently  undernourished.  Weight 
107.  Blood  pressure,  110/60.  The  urine  has  been 
normal  during  her  pregnancy.  There  is  no  definitely 
abnormal  condtion. 

About  the  eighth  month  of  her  pregnancy  the 
membranes  ruptured  and  four  hours  later  the  baby 


Kansas  City  Annual  Fall  Clinical  Conference  of  the 
Kansas  City  Southwest  Clinical  Society 

October  7,  8,  9,  10,  11,  1929.  Kansas  City,  Missouri 

Headquarters  and  Meetings  at  President  Hotel. 

OPERATIVE  AND  DIAGNOSTIC  CLINICS  daily  from  8:30  to  11:30  at  Allied  Hospitals. 

A COMPLETE  POST-GRADUATE  COURSE  at  the  President  Hotel.  Twenty  Classes  each 
morning. 

CLINICS  AND  CLINICAL  LECTURES  each  afternoon  by  the  following  distinguished 
guests : 

Dr.  Chevalier  Jackson,  Philadelphia,  demonstrating  the  uses  of  the  bronchoscope 
and  the  removal  of  foreign  bodies  from  the  bronchi  of  the  lungs.  He  will 
also  give  an  address  on  “Pulmonary  Congestions.” 

Dr.  George  W.  Crile,  Cleveland,  will  give  an  address  on  “The  Surgical  Abdomen” 
and  will  hold  a surgical  diagnostic  clinic. 

Dr.  Thomas  McCrae,  Philadelphia,  giving  a clinic  on  “Unusual  and  Usual  Medical 
Cases.”  He  will  give  an  address  on  “Differential  Diagnosis  of  Certain  Chest 
Lesions.” 

Dr.  Bela  Schick,  Austria  and  New  York  City,  wall  demonstrate  his  famous  “Schick 
Test”,  give  a clinic  and  an  address  on  “Feeding  Problems  in  Children.” 

Dr.  William  Allen  Pusey,  Chicago,  will  hold  a clini''  on  “The  Diagnosis  and  Treat - 
ment  of  Certain  Skin  Diseases.”  The  subiert  of  his  address  will  be  “The  Use 
of  Helio-therapy  in  the  Treatment  of  Certain  Skin  Lesions.” 

Dr.  Robert  Osgood, Boston,  will  give  an  address  on  “Newer  Methods  in  Treatment 
of*  Arthritis”  and  a clinic  on  “Polyarthritis.” 

Dr.  J.  C.  Litzenberg,  University  of  Minnesota,  will  give  an  account  of  his  latest 
research  on  “Tubal  Pregnancy,”  and  will  hold  a clinic  on  “The  Differential 
Diagnosis  of  Tubal  Pregnancy.” 

Dr.  Vilray  P.  Blair,  St.  Louis,  will  give  a clinic  and  demonstration  of  “Plastic 
Work  on  the  Face,”  and  an  address  on  “Newer  Methods  of  Skin  Grafting.” 

Dr.  Andre  Crotti,  Austria  and  Columbus.  Ohio,  will  give  an  address  on  the  results 
of  his  research  work  in  endemic  goitre  and  will  hold  a goiter  clinic. 

Senator  Henry  J.  Allen,  Wichita,  Kansas,  will  address  a Public  Meeting  Monday 
Evening. 

Dr.  Joseph  A.  Capps,  Chicago,  Illinois,  Diagnosis  of  Internal  Medical  Cases. 

ENTERTAINMENT: 

Round  Table  luncheons  each  day.  Alnnume  Dinners,  Wednesday  Evening. 

Public  Meeting,  Monday  Evening.  Golf  Tournament,  Friday  Afternoon. 

Get-Together  Smoker,  Tuesday  Evening.  Golf  Dinner,  Friday  Evening. 
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weighing  five  pounds  12  ounces  was  born.  The  infant 
appeared  to  be  fairly  well  developed  but  had  a 
rudimentary  penis;  it  could  urinate.  The  baby  was 
born  at  12:30  a.  m.  Respiration  appeared  to  be 
alright  but  about  six  hours  later  the  baby  became 
cyanotic  and  stopped  breathing.  Oxygen  and  arti- 
ficial respiration  were  used  and  he  again  appeared 
alright.  The  heart  sounds  were  good.  The  respira- 
tory sounds  however  were  bronchial  and  shallow. 
About  two  o’clock  in  the  afternoon  he  became  cyano- 
tic again;  then  there  was  considerable  difficulty  in 
restoring  respiration.  At  4 he  became  slightly 
cyanotic  but  in  general  seemed  to  be  much  better 
and  during  the  night  appeared  to  be  alright.  Dur- 
ing the  next  day  there  were  occasional  periods  when 
he  was  cyanotic.  About  11.00  he  stopped  breath- 
ing and  the  nurse  was  unable  to  resuscitate  him. 

In  this  case  we  had  an  undernourished  mother 
and  premature  rupture  of  the  membranes  and  pre- 
mature birth  and  an  infant  weighing  not  much 
below  the  weight  of  her  previous  children. 


Dr.  Berger  said  that  nephritis  and  syphilis  are 
both  important  factors  in  causing  premature  de- 
liveries. He  said  the  most  important  thing  in  the 
treatment  of  prematures  is  the  regulation  of  the 
heat  so  as  to  keep  the  babies  warm.  The  food  at 
first  should  not  be  too  rich.  Start  with  what  the 
baby  can  take  then  increase  the  caloric  value  gradu- 
ally. Many  of  these  children  are  lazy  feeders  and 
need  urging  to  eat  enough. 

Dr.  Shields  ask  about  spinal  punctures  in  these 
cases. 

Dr.  Jordon  said  that  in  these  cases  the  tempera- 
ture varied  quickly  fi-om  96  to  101  degrees'  and  it 
was  difficult  to  keep  the  heart  regulated  properly, 
in  a large  series  of  cases  in  which  there  was  syano- 
sis  and  death  hemorrhage  has  always  been  found. 
Syphilis  has  been  found  not  to  be  so  important  in 
the  etiology  of  premature  delivery  as  was  formally 
thought.  Nephritis  is  an  important  cause.  Spinal 
punctures  were  not  done  on  these  cases. 

Dr.  Sharp  said  that  in  this  case  polyhydramnios 
was  an  important  cause  of  the  premature  delivery. 
The  first  baby  to  die  certainly  had  intracranial 
hemorrhages.  The  first  baby  delivered  was  the  one 
that  lived  the  longest.  It  was  delivered  naturally. 
The  other  two  had  to  be  helped — being  locked  to- 
gether. 


DR.  F.  B.  SHARP  discussed  a Craniotomy  of  a 
dead  child  as  follows:  Craniotomy  of  the  dead  child 
was  selected  as  the  operation  of  choice  to  effect 
delivery  in  this  case.  It  was  indicated  because  of 
a forty-two  hour  labor  in  a primipara — the  mem- 
branes were  ruptured  approximately  that  long — an 
old  infected  cervix,  several  vaginal  examinations' 
without  special  antispetic  precautions,  a contracted 
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The  G.  Wilse  Robinson  Sanitarium 
and  Neuro-Psyehopathic  Hospital 


For  Nervous  and  Mental  Disorders 
and  Allied  Conditions 
Alcoholism  and  Drug  Addiction 

Pleasantly  located,  on  a beautiful  tract  of  25  acres. 
Bui  dings  are  commodious  and  attractive.  Rooms 
with  private  bath  are  available. 

Approved  diagnostic  and  therapeutic  methods  used. 
Occupational  therapy,  recreation  and  entertainment. 

G.  Wilse  Robinson,  M.  D.,  Medical  Director 
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pelvis,  a large,  dead  baby,  and  poor  general  condi- 
tion of  the  mother. 

She  was  first  seen  in  consultation  with  her  phy- 
sician thirty-six  hours'  after  labor  had  started.  She 
was  just  awakening  from  an  hour  of  ether  anes- 
thesia which  had  been  given  during  an  unsuccessful 
attempt  to  deliver  the  babv  with  forceps.  Her  pulse 
was  140,  and  of  only  fair  volume.  Considerable 
dehydration  was  present  and  the  patient  seemed  on 
the  verge  of  exhaustion. 

Further  examination  showed  the  uterus  to  be 
retracted  closely  around  a fetus  estimated  to  weigh 
nine  pounds.  The  position  was  0.  L.  P.,  and  the 
head  was  high  above  the  inlet  to  the  pelvis  with 
much  overriding  of  the  pubis.  Vaginal  examination 
disclosed  a pelvis  markedly  contracted  in  its  in- 
ternal dimensions,  the  outlet  narrow,  the  sacrum 
convex  laterally,  and  the  true  conjugate  estimated 
to  be  about  seven  and  one-half  centimeters.  The 
inlet  was  entirely  filled  by  the  occiput  of  the  pre- 
senting -head.  There  was  much  overlapping  of  the 
cranial  bones  and  a moderate  caput  had  formed. 
The  cervix  was  completely  dilated,  but  thick,  edema- 
tous and  eroded. 

It  was'  clearly  evident  that  there  was  no  pos- 
sibility of  the  head  ever  coming  intact  through  that 
pelvis.  Fetal  heart  tones  were  present  but  rapid 
and  irregular. 

It  was  felt  that  the  opportune  time  for  a cesarean 
section  had  passed  because  of  the  time  since  rupture 
of  the  membranes',  the  vaginal  examinations,  the 
infected  cervix  with  discharge,  and  the  four  applica- 
tions of  the  forceps  in  an  attempt  to  deliver  the 
baby.  The  fetal  heart  tones  gave  evidence  of  ap- 
proaching death  of  the  baby  which  would  certainly 
not  be  a.tered  by  abdominal  delivery  and  its  great 
risk  to  the  mother.  Accordingly,  the  patient  was  re- 
turned to  bed  and  supportive  treatment  instituted. 
Pains  began  again  and  were  severe.  The  fetal  heart 
tones  stopped  within  an  hour.  No  progress  in  the 
labor  resulted  and  as  soon  as  it  was  felt  that  the 
pa.ient  could  stand  another  anesthetic,  preparations 
were  made  to  do  a craniotomy.  The  operation  was 
begun  about  six  hours  after  she  was'  first  seen. 
Complete  collapse  of  the  head  was  necessary  in 
order  to  even  bring  it  through  the  inlet  of  the  pel- 
vis. Cleldotomy  and  the  use  of  the  hook  in  the  axilla 
were  necessary  to  deliver  the  shoulders.  A surpris- 
ing amount  of  traction  was  needed  to  deliver  even 
the  hips.  The  placenta  was  then  delivered  manually 
because  of  atony  of  the  uterus,  and  the  uterus 
packed  wi'h  gauze  soaked  in  mercurochrome.  A 
small  transverse  tear  in  the  right  vaginal  wall  was 
closed  with  catgut. 

The  patient  suffered  from  a slight  amount  of 
shock  but  made  a comparatively  uneventful  re- 
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CAS  E I fNI  - PALMNUT 

rDietetic  Flour 


Starch-free  Diabetic  Foods  that  are  ap- 
petizing are  easily  made  in  the  patient’s 
home  from  Listers  Flour.  It  is  self-rising. 
Ask  for  nearest  depot  or  order  direct. 

LISTER  BROS.  Inc.,  41  East  42nd  St.,  NEW  YORK 


“STORM”  The  NEW 
“Type  N” 
STORM 
Supporter 

With  long  laced  back 
and  low  extension 
upon  hips;  The  re- 
inforcing band  at- 
tached in  front  at 
median  line,  also 
fastened  in  back. 
Hose  supporters  in- 
“TYPE  “N”  stead  of  thigh  straps. 

Takes  Place  of  Corsets 

Gives  perfect  uplift  and  is  worn  with  comfort 
and  satisfaction.  Many  variations  of  the  “Type 
N”  Belt  provide  support  in  Ptosis,  Hernia, 
Obesity,  Pregnancy,  Sacroiliac  Strain,  etc. 

Each  Belt  Made  to  Order  Ask  for  Literature 

Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St.,  Philadelphia,  Pa.,  U.  S.  A. 


From  Text  Books  of  Over  a Decade 

MEAD’S  DEXTRI  - MALTOSE 

OR  more  than  twenty  years  dextrin- 
maltose  has  been  cited  in  text  books  of 
leading  authors  on  infant  feeding.  During 
this  period,  no  reversal  of  opinion  has  oc- 
cured,  and  the  opinions  set  out  by  the 
earlier  writers  are  shared  by  those  of  today. 

This  form  carbohydrate  in  the  combi- 
nation of  Mead’s  Dextri-Maltose  is  usually 
the  sugar  of  first  con- 
sideration where  the 
infant's  diet  is  one  of 
diluted  cow’s  milk 
with  carbohydrate  ad- 
ditions. 

For  years  it  has  been 
indicated  by  physi- 
cians both  for  the 
routine  feeding  of  well 
babies,  and  in  correc- 
tive diets  for  the  treat- 
ment of  nutritional 
disturbances. 

- ■ . =* 

MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana 


From  Text  Books 
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Snake-Bite 
Insurance 

North  American  Anti-Snake-Bite  Serum  offers  specific 
protection  against  the  bites  of  the  Rattlesnake,  Copper- 
head and  Moccasin. 

The  initial  dose  should  be  given  as  soon  as  possible 
following  a bite  and  should  be  repeated  every  two  hours 
unless  and  until  symptoms  are  markedly  diminished. 

For  children,  the  initial  dose  should  be  doubled  as  the 
power  of  the  body  to  neutralize  snake  venom  is  in  direct 
proportion  to  the  size  of  the  victim.  The  smaller  and 
lighter  the  child  the  more  venom  present  in  excess  of 
tolerance  requiring  neutralization  with  Antivenin. 

Antivenin  is  a concentrated  serum  supplied  in  10  cc 
syringe  with  a needle  and  accessories  all  sterilized  and 
ready  for  instant  use. 

H.  K.  MULFORD  COMPANY 

The  Pioneer  Biological  Laboratories 

PHILADELPHIA,  U.  S.  A.  879S, 
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covery.  She  remained  in  the  hospital  eighteen 
days,  and  for  a few  days  ran  an  afternoon  tem- 
perature as  high  as  101.6.  There  was  consider- 
able pulmonary  reaction  to  the  anesthetic  which 
contributed  to  most  of  the  temperature.  • 

This  patient  did  not  report  to  her  physician  for 
prenatal  care  until  late  in  pregnancy.  There  was 
probably  no  opportunity  for  her  physician  to  treat 
the  infected  cervix.  The  membranes  were  rup- 
tured and  she  had  been  in  labor  for  some  time 
when  she  entered  the  hospital.  Given  a patient 
more  co-operative,  and  with  an  understanding  of 
the  potential  dangers  of  pregnancy,  there  would 
probably  have  been  a better  opportunity  to  have 
measured  the  pelvis  carefully,  estimated  the  rela- 
tive size  of  the  fetus,  and  upon  noting  the  find- 
ings present  to  have  done  an  early  casarean  sec- 
tion. Even  after  a trial  labor  of  several  hours  a 
section  is  relatively  safe  if  the  low  cervical  type 
is  done.  It  is  hard  to  claim  any  safety,  however, 
for  any  abdominal  delivery  done  under  the  con- 
ditions in  this  case. 

DR.  J.  M.  GREER  said  that  he  knew  nothing  of 
this  case  except  what  he  had  heard  this  evening. 
He  referred  to  the  question  of  antenatal  care.  He 
thinks  the  public  needs'  a great  deal  of  education  so 
they  will  appreciate  proper  prenatal  care.  He  im- 
plored the  doctors  to  do  what  they  can  to  educate 
their  patients  on  the  importance  of  prenatal  super- 
vision. 

ORVILLE  HARRY  BROWN,  Secy. 


A TWO-CAR  FAMILY 

A two-car  Springfield  family  who  own  their  own 
home  have  three  children.  The  oldest,  a boy,  flunk- 
ed out  in  one  high  school  course;  the  second  a girl 
of  ten,  passed  third  grade  work  this  time  after 
spending  a second  term  in  that  grade;  the  youngest, 
a boy  going  on  seven,  must  spend  another  year  in 

SAFE,  SIMPLE 
INFANT  FEEDING 


HORLICK’S  Malted  Milk  is  safe  and  simple  in 
infant  feeding.  Its  successful  use  for  nearly 
half  a century  has  demonstrated  the  following 
outstanding  advantages: 


1 

2 

3 

4 


The  readily  assimilable  state  of 
its  minerals  promotes  sound 
bone  and  tooth  structure. 

The  light,  flaky  curds  producer, 
because  of  the  modified  nature 
of  its  milk  constituent  aid 
digestion. 

The  exact  proportions  of  its 
malt  sugars  promote  regular 
bowel  action  in  the  infant. 


The  exclusive  Horlick  process  conserves  the 
vitamin  content  of  milk  and  malted  grains 
unimpaired. 


For  samples  address — HORLICK,  Racine,  Wis. 


THE  ORIGINAL 


MALTED  MILK. 


HORLICKS 


®lji>  Sulattr  Umnprsitg  nf 
ffimriaiana 

Graduate  School  of  Medicine 

Approved  by  the  Council  on  Medical 
Education  of  the  A.  M.  A. 


Post  graduate  instruction  offered 
in  all  branches  of  medicine.  Courses 
leading  to  a higher  degrees  have  also 
been  instituted. 


A bulletin  furnishing  detailed 
information  may  be  obtained  up- 
on application  to  the 

Dean 

Graduate  School  of  Medicine 

1551  Canal  Street, 

New  Orleans,  La. 


A New  Idea  of 
Special  Interest 
to  Obstetricians 

The 

— Jlr 


amd  Breast  Support 

To  render  a more  complete 
service  in  our  Maternity  Gar* 
ments,  we  offer  to  the  profes- 
siona  very  efficient  Maternity 
Breast  Support  for  use  both 
before  and  after  parturition. 
In  design  this  garment  carries 
into  effect  the  Camp  System 
of  Adjustment,  which  gives  a 
simple  way  of  adapting  size  to 
changing  body  proportions.  It 
prevents  sagging  of  muscles, 
and  acts  as  a “sling”  for  the 
breast.  It  also  assists  in  re- 
stricting the  accumulation  of 
superfluous  fats  throughout 
the  upper  body. 


In  purpose,  this  garment 
correlates  perfectly  with 
our  Camp  Maternity 
Abdominal  Supports. 


S.  H.  Camp  and  Company 

Manufacturers — Jackson,  Michigan 
New  York  City  Chicago  London 

330  Firth  Ave.  59  71.  Madison  St.  52  Mortimer  St. 
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Neoarsphenamine  Squibb  combines 
the  following  desirable  attributes: 

1.  HIGH  THERAPEUTIC  RATIO 

2.  CONSISTENTLY  LOW  MINIMUM  EFFECTIVE  DOSE 

3.  RAPID  SOLUBILITY 

4.  UNIFORM  CHEMICAL  COMPOSITION 

5.  LOW  RELATIVE  TOXICITY 

6.  ECONOMY 

In  selecting  Neoarsphenamine  Squibb,  you  obtain 
all  these  desirable  attributes  IN  ONE  PRODUCT 

For  further  information,  write  to  the  Professional  Service  Department 

ETUSquibb  &.  Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 


purulent  conditions  of  the  eye, 
ear,  nose  and  throat.  It  is 
valuable,  too,  as  a Roentgeno- 
graphic  medium  in  pyelography. 


NTUM 


Official 

in  U.S.P.X. 

as 

MILD 

SILVER -PROTEIN 


For  further  information,  write  to  the  Professional  Service  Department 

ER;Squibb  &.  Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 
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the  first  grade.  This  record  was  disclosed  on  report 
cards  a month  ago  when  school  closed  for  the 
summer. 

None  of  the  children  is  “dumb.”  Their  difficulty 
in  school  is  almost  entirely  a health  problem  and 
not  very  complicated  at  that.  All  three  have  to 
shift  for  themselves  at  breakfast  because  evening 
social  activities  keep  the  mother  up  too  late  for 
rising  before  nine;  the  father  deals  in  real  estate 
and  sleeps  late,  while  the  maid  takes  advantage  of 
the  situation  and  does  nothing  important  about  the 
morning  meal. 

Indulging  their  appetite  for  candy  and  soft  drinks 
is  not  seriously  limited  by  anything  but  their 
physical  capacity  and  bedtime  is  a matter  largely 
determined  by  the  whims  of  the  children. 

On  paper  this  sounds  bad  and  extraordinary  but 
there  must  be  a lot  of  children  in  much  the  same 
circumstances.  This  is  a moderately  well-to-do 
family  who  pass  as  good  respectable  people  of 
rather  more  than  average  intelligence.  The  parents 
simply  haven’t  studied  the  problem  of  child  raising 
sufficiently  to  realize  the  importance  of  habit  and 
the  regulation  of  diet. 

This  is  a concrete  illustration  of  the  very  active 
need  for  more  general  health  education.  People 
who  do  public  health  work  are  apt  to  get  the 
notion  that  everybody  knows  about  the  health 
problems  which  seem  primary  to  the  worker. 

Family  situations  like  the  one  described  are 
really  of  no  little  public  concern.  It  takes  from 
$75  to  $120  per  pupil  to  pay  the  annual  operating 
expenses  of  the  schools.  Furthermore,  when  chil- 
dren grow  up  to  become  non-producers  or  partial 
producers  the  public  pays  the  difference.  When  the 
reason  is  an  easily  preventable  health  problem  the 
matter  of  conducting  health  education  campaigns 
seems  to  be  a plain  public  responsibility.  (Illinois 
Health  Messenger). 


SHOCK-PROOF  X-RAY  APPARATUS  NOW 
AVAILABLE. 

Simplifications  in  design  and  improved  controls 
have  enabled  tie  roentgenologist  to  constantly  im- 
prove the  quality  of  his  work  and  obtain  uniformly 
satisfactory  results  through  the  standardized  technic 
which  these  improvements'  have  made  possible. 

Shortly  after  the  CDX  was  placed  on  the  market 
the  Victor  engineering  and  designing  organization 
under  the  leadership  of  Mr.  J.  B.  Wantz  started 
work  on  the  development  of  a check-proof  type  of 
x-ray  unit  for  the  use  of  the  roentgenologists  in 
the  medical  x-ray  field. 

The  development  of  the  Shock  Proof  X-Ray  Unit 
is  considered  as  probably  the  most  important  con- 
tribution to  x-ray  science  since  the  advent  of  the 


Coolidge  tube.  The  knowledge  and  experience 
gained  during  these  many  years  are  reflected  in 
the  design  of  this  new  apparatus.  Nothing  has  been 
left  undone  to  bring  to  a realization  the  finest  piece 
of  workmanship,  in  justice  to  the  important  role  to 
which  it  is  believed  this  apparatus  will  be  assigned 
in  future  radiology. 


SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
fcr  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physician1:’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Ccmmcrce. 


Founded  1S96  by  Dr.  Hubert  Work 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


New  Building 

New  Equipment 

NEURO-PSYCHIATRIC 

CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 
DRUG  ADDITIONS 


H.  A.  LaMoure,  M.  D. 

Superintendent 
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ALBERT  S01LAND  CLINIC 


1407  South  Hope  Street 
Hours  9 : 00  to  4:00 


Los  Angeles,  California 
Telephone  WEstmore  1418 


An  institution  fully  equipped  for  the  study,  diagnosis 
and  treatment  of  neoplastic  diseases 


Albert  Soiland,  M.  D.  Wm.  E.  Costolo'W,  M.  D. 

Orville  N.  Meland,  M.  D.  Egbert  J.  Bailey,  M.  D. 

A.  H.  Warner,  Ph.  D.,  Physicist 


DOCTOR 

GET  THIS  BOOK 


— In  Instruments,  White  Steel  Fur- 
niture, Equipment,  Supplies — 

SAVE  MONEY,  Doctor,  by  buying  your  instru- 
ments, equipment  and  supplies  by  mail  from 
Keniston-Root.  In  this  free  book  there  are  hun- 
dreds of  items — nationally  known  and  guar- 
anteed— at  bargain  prices'.  Don’t  pay  more 
when  you  can  buy  direct  from  Keniston- 
Root  for  less.  Enjoy  our  Same  DayService. 
Use  our  Easy  Payment  Plan.  Send 
coupon  below  for  this  Book  of  Bargains 
TODAY! 

KENISTON  - ROOT 

DIVISION  A.  S.  ALOE  COMPANY 
418  WEST  6th  ST.,  LOS  ANGELES 

Mail  this  Coupon 
For  Free  Book  of  Bargains 

Name  


Address 


OF  BARGAINS  ! 
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PARKE.  I 


A New  and  Valuable  Aid  in 

Rickets  and  Osteomalacia 

PARKE,  DAVIS  & CO.’S 

VIOSTEROL 

(Irradiated  Ergosterol  in  Oil) 

f Licensed  under  the  Steenbock  patent  administered  by  theTl 
Alumni  Research  Foundation  of  the  University  of  Wisconsin]] 

Viosterol,  P.  D.  & Co.,  is  supplied  in  the  form  of  a vege- 
table oil  solution  of  irradiated  ergosterol  standardized  to 
an  antirachitic  (vitamin  D)  potency  of  one  hundred  times 
that  of  high-grade  cod-liver  oil.  It  will  be  furnished  in 
5-cc.  and  50-cc.  packages  accompanied  by  a dropper 
standardized  to  deliver  approximately  3 drops  to  the 
minim. 

Viosterol  is  the  name  adopted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Association 
to  designate  preparations  of  irradiated  ergosterol. 

Write  for  our  booklet  which  discusses  the  general  sub- 
ject of  the  use  of  irradiated  ergosterol  preparations  in  the 
prophylaxis  and  treatment  of  rickets,  in  osteomalacia,  and 
other  conditions. 

* 

Viosterol,  P.  D.  & Co.,  was  recently  released  for  sale  to  the 
drug  trade.  If  your  druggist  does  not  as  yet  have  it  in  stock  he 
can  get  it  for  you  on  shorj  notice.  Please  specify  "P.  D.  & Co.” 

Viosterol,  P.  D.  & Co.,  has  been  accepted  for  inclusion  in  N.  N.  II.  by  the  Council 
on  Pharmacy  and  Chemistry  of  the  A.  M.  A. 

PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 


zTBW  YORK 


KANSAS  CITY  CHICAGO  BALTIMORE  NEW  ORLEANS  MINNEAPOLIS  SEATTLE 
In  Canada:  walkerville  Montreal  Winnipeg 


Never  before  S.  M.  A. 
was  there  such  unity 
of  outstanding  features. 


1 — Made  from  tuberculin  tested  cow’s  milk. 

2 — Resembles  breast  milk  both  physically  and  chemically. 

3 — Simple  for  the  mother  to  prepare. 

4 — No  modification  is  necessary  for  full  term  normal  infants. 

5 — Gives  excellent  nutritional  results  in  most  cases  and  in 
addition  these  results  are  obtained  more  simply  and 
more  quickly. 

G — Prevents  Rickets  and  Spasmophilia. 

S.  M.  A.  was  years  ahead  when  introduced  to  the  Medical 
Profession  in  1921  and  still  remains  unequaled. 

MAY  WE  SEND  YOU  SAMPLES? 


S.  M.  A.  was  developed  at  the  Babies  and  Childrens  Hospital 
of  Cleveland  and  is  produced  by  its  permission  exclusively  by 


THE  LABORATORY  PRODUCTS  COMPANY  CLEVELAND,  OHIO 


West  of  Rockies: 

440  Phelan  Building,  San  Francisco,  California 


In  Canada: 

64  Gerrard  Street,  East,  Toronto,  Ontario 


RADIUM  and  X-RAY 
THERAPY 


LABORATORY  and  X-RAY 
DIAGNOSIS 

for 

THE  MEDICAL  PROFESSION 
OF  THE  SOUTHWEST 


Containers  on  request 
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Pathological  Laboratory 

Suite  320  Goodrich  Building 
Mail  Address  P.  0.  Box  1587 

Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
Harlan  P.  Mills.,  M.  D. 


Clarence  N.  Boynton,  M.  A 
Wm.  J.  Horspool,  Bus.  Mgr 


Medical  and  Surgical  Association  of  the  Southwest — Phoenix,  November  7,  8 and  9. 
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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
of  nutrition,  and  to  promote  tolerance  of  remedies. 

GASTRON — the  acid-aqueous-glycerin  extract  of  the  entire  gastric 
mucous  membrane*  prescribed  simply  by  the  name — G A S T R 0 N. 

Samples,  literature,  upon  request. 

•Alcohol-free. 

Fairchild  Bros.  & Foster 

NEW  YORK 
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Diphtheria  Prevention 


Its  Practical  Application 


The  use  of  Toxin- Antitoxin  (Lederle)  in  many  thousands  of  children 
has  brought  about  immunity  against  diphtheria  which  has  lasted  for 
nine  years,  and  may  continue  throughout  life. 

Toxin- Antitoxin  ( Lederle ) is  especially  useful  for  immun- 
ization of  the  following  groups,  except  immediate  contacts: 

(1)  All  children  from  6 months  to  6 years  of  age. 

(2)  School  children. 

(3)  Adults  whose  daily  work  might  expose  them 
to  diphtheria. 

The  attention  of  parents  is  called  to  the  special  advantages 
of  immunizing  children  of  pre-school  age  (g roup  1).  These 
children  represent  the  most  susceptible  group  and  their 
immunization  would  soon  result  in  community  protection. 

Schick  Test  ( Lederle ) applied  six  months  to  one  year  after 
immunization  with  Toxin -Antitoxin,  serves  as  a valuable 
guide  in  determining  the  actual  development  of  immunity. 

Toxin- Antitoxin  ( Lederle ) and  Schick  Test  ( Lederle ) are 
readily  available  through  your  druggist. 

Literature  on  request 

Lederle  Antitoxin  Laboratories 

New  York 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

An  institution  providing  adequate  facilities  for  the  scientific  study,  diag- 
nosis, and  treatment  of  cancer  and  other  neoplastic  diseases. 

Recognized  therapeutic  measures  for  the  treatment  of  cancer  are  radium, 
high  voltage  x-ray  and  surgery. 

Results  in  cancer  therapy  are  entirely  dependant  upon  early  diagnosis, 
thorough  study  and  proper  application  of  such  of  the  above  methods  of 
treatment,  either  alone  or  in  combination,  as  each  case  may  indicate. 

We  desire  to  confer  and  cooperate  with  the  medical  profession  in  the  diag- 
nosis and  treatment  of  cancer  and  other  neoplastic  diseases. 

DR.  REX  DUNCAN  DR.  H.  H.  HATTERY 

and  Staff 


Office  Hours:  10  A.  M.  to  4 P.M, 
1052  West  Sixth  St. 


TRinity  3683 
Los  Angeles 


Specialists  in  the  Southwest 


LESLIE  M.  SMITH,  M.  D. 


EL  PASO,  TEXAS 


J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

bOb  Roberts-Banner  Bldg.  El  Paso 


W.  E.  VANDEVERE,  M.  D. 

Eye.  Ear.  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
218  Mills  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

b01-2  Roberts- Banner  Bldg.  El  Paso 


ROBERT  B.  HOMAN,  M.  D. 

Practice  limited  to 

Chest  Diagnosis  and  Consultations 

Homan  Sanatorium  El  Paso,  Texas 


JOHN  W.  CATHCART,  M.  D. 

and 

C.  H.  MASON.  M.  D. 

Practice  Limited  to 

X Ray  and  Radium 

ill  Roberts-Banner  Bldg.  El  Paso 


E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 


Practice  Limited  to 

Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

1029  First  National  Bank  Bldg.  El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


W L BROWN.  M.  D.  C.  P.  BROWN.  M.  D 

BROWN  AND  BROWN 

Suite  bOb  Roberts- Banner  Bldg.  El  Paso 


DR.  L.  A.  NEIL 

Practice  liwAted  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 

F.  C.  GOODWIN,  M.  D. 

Practice  Limited  to 

Orthopaedic  Surgery 

823-824  Mills  Bldg.  El  Paso,  Texas 


JAMES  VANCE,  M.  D. 

Practice  Limited  to 

Surgery 

313-b  Mills  Bldg.  El  Paso 

HOURS:  It  TO  12:30 


K.  D.  LYNCH,  M.  D. 

genito  urinary  Surgery 

bib  Mills  Bldg.  El  Paso 
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PHOENIX,  ARIZONA 


T.  T.  CLOHESSY.  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

221,-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON,  M.  D. 
Diseases  of  Children 
Heard  Building  Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
1,07  Goodrich  Bldg.  Phoenix 

H.  T.  BAILEY,  M.  D. 

MAYO  ROBB,  M.  D. 

Practice  Limited  to 

Eye.  Ear.  Nose  and  Throat 
323  Ellis  Bldg.  Phoenix 


MIHAJLO  MATANOVICH,  B.S.,M.D. 

Genito  urinary  Diseases 

402  Heard  Building  Phoenix 


H.  M.  PURCELL,  M.  D. 

Urology 

207  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


Your  Professional  Card  in  this  space  reaches 
every  member  of  the  profession  in  the  entire 
southwest.  Write  for  rates. 


Waite’s  Laboratory 

Serology 

Pathology 

Bacteriology 

Blood  Chemistry 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 

Sulpharsphenamine 

Tryparasamide 

Bismosoll 

Informatioon 

PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 


LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acie  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. °hysicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 
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Summer  Diarrhea 

The  following  formula  provides  a means  of  supplying  the  principal  fuei  utilized  in  the 
body  for  the  production  of  heat  and  energy  and  furnishes  immediately  available  nutrition  well 
suited  to  protect  the  proteins  of  the  body,  to  prevent  rapid  loss  of  weight,  to  resist  the  activity 
of  putrefactive  bacteria,  and  to  favor  a retention  of  fluids  and  salts  in  the  body  tissues: 

Mellin’s  Food  4 level  tablespoonfuls 

Water  (boiled,  then  cooled)  16  fluidounces 

While  the  condition  of  the  baby  will  guide  the  physician  in  regard  to  the  amount 
and  intervals  of  feeding,  the  usual  custom  is  to  give  one  to  three  ounces  every  hour  or  two 
until  the  stools  lessen  in  number  and  improve  in  character.  The  food  mixture  may  then  be 
gradually  strengthened  by  substituting  one  ounce  of  skimmed  milk  for  one  ounce  of  water 
until  the  amount  of  skimmed  milk  is  equal  to  the  quantity  of  milk  usually  employed  in  normal 
conditions.  Finally  the  fat  of  the  milk  may  be  gradually  replaced,  but  as  milk  fat  is  likely  to 
be  digested  with  much  difficulty  after  an  attack  of  diarrhea  it  is  good  judgment  to  continue 
to  leave  out  the  cream  until  the  baby  has  fully  recovered. 

Further  details  in  relation  to  this  subject  are  set  forth  in  a pamphlet  entitled, 
rr  The  Feeding  of Infants  in  Diarrhea ”,  and  in  our  book,rr  Formulas  for  Infant  Feeding”. 

This  literature  will  be  sent  to  physicians  upon  request. 

Mellin’s  Food  Co.,  177  State  St.*  Boston,  Mass. 


In  pneumonia 

Optochin  Base 

For  the  specific  treatment  of  pneumonia  give 
2 tablets  of  Optochin  Base  every  5 hours, 
day  and  night  for  3 days.  Give  milk  with 
every  dose  but  no  other  food  or  drink. 
Start  treatment  early 

Literature  on  request 


MERCK  &l  CO.  Inc.  Rahway,  N.  J. 
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As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


Southwestern  Surgical  Supply  Company 


No.  121  North  First  St. 
Phoenix,  Arizona 


320  Texas  8t. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc. 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 


ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


SAFE  and  SANE  DIETING 
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. . . in  WEIGHT 
REDUCING! . . . 


When  weight  reduc- 
tion is  advisable  (and  a 
nerve-racking,  unsatisfied 
appetite  is  inadvisable)— then 
Knox  Spariding  Gelatine  may 
be  used  with  gratifying  results. 

Knox  Gelatine  is  beneficial  protein 
— a wholesome  delicacy  that  may  be 
delightfully  combined  with  vegeta- 
bles, fruits,  chicken  and  other  foods  in 
the  weight  reducing  diet.  There  are  Knox 
Gelatine  salads,  mousses  and  desserts 
which  are  well  balanced  dietetically  but  of 
low  calorific  value,  and  will  satisfy  the  most 
persistent  craving  for  food. 

Knox  Gelatine  supplies  the  diet  bulk  that  satisfies 
hunger— and  the  diet  variety  that  appeases  the  appe- 
tite. Only  Knox  Gelatine  should  he  used,  because  it  is 
real  gelatine  in  its  purest  form — unbleached,  unflavored 
and  unsweetened. 

May  we  send  you  gelatine  reducing  recipes,  specially 
prepared  by  recognized  dietetic  authorities?  They  will 
help  you  in  your  practice.  Our  other  laboratory  material  is 
available  also  if  you  will  return  the  coupon  below.  We  should 
appreciate  the  opportunity  of  sending  you  the  newest  findings 
concerirng  the  importance  of  gelatine  in  medical  practice. 


KNOX  GELATINE  LABORATORIES 
438  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me,  without  obligation  or  expense, 
the  booklets  which  1 have  marked.  Also  regis- 
ter my  name  for  future  reports  on  clinical  gela- 
tine tests  as  they  are  issued. 

□ Diet  in  the  Treatment  of  Diabetes 

□ Reducing  Diet 

□ Varying  the  Monotony  of  Liquid  and  Soft  Diets 

□ Recipes  for  Anemia 

J V alue  of  Gelatine  in  Infant  and  Child  F eea.ug 

Name  

Address 

City .....: 

State 


KIM  OX  is  the 

real  GELATINE 


J 


Contains  No  Sugar 
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The  House  of  a Thousand  Windows 

“For  the  Treatment  of  Tuberculosis’’ 

New,  fireproof  construction.  Electric  elevator  service.  Single  rooms  or 
en  suite.  Sleeping  porches.  Private  or  connecting  bath.  Showers.  Medi- 
cal Staff  in  constant  attendance.  All  approved,  modern  methods  used  in 
treatment.  Special  provisions  HELIOTHERAPY. 

Write  for  our  New  Booklet 
“A  STORY  OF  SUNSHINE  AnS  HEALTH" 

THE  HOMAN  SANATORIUM 

EL  PASO,  TEXAS 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 

Write  us  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 
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Just  Issued! 

Now  Ready 


ANOTHER  BULLETIN 


this  time  devoted  to 
August  to  Frost 


HAY  FEVER 


and  showing  in  natural 
colors  the  chief  causa- 
tive plants. 


Discusses,  in  addition 
to  pollens,  such  second- 
ary factors  as  food, 
epidermal,  dust  and  in- 
cidental proteins. 


Copy  sent  on  request. 

Previous  issues: 

1.  Early  Spring  or  Tree  Hay  Fever 

2.  May,  June,  July  Hay  Fever 


The  Arlington  Chemical  Company 

YONKERS,  N.Y. 


Two  SQUIBB  Products  for  the  Surgeon, 
Obstetrician  and  General  Practitioner. 


“Solutions  prepared  from  the  posterior 
lobe  injected  subcutaneously  are  employed 
against  uterine  atony  ....  in  post-partum 
as  well  as  in  other  forms  of  uterine  hemor- 
rhage ....  shock  ....  temporary  low 
blood  pressure  ....  intestinal  paresis 
whether  following  abdominal  operations  or 
complicating  pneumonia  ....  diabetes 
insipidus.”  (New  and  Nonofficial  Reme- 
dies, 1929,  p.  303.)  Pituitary  Solution 
Squibb  standardized  according  to  the  U.  S. 

P.  X requirements,  is  characterized  by 
uniformity  of  potency,  stability,  low  nitro- 
gen content  and  freedom  from  substances 
reducing  blood  pressure. 


For  Surgical  or 
Obstetrical  Use. 

(U.  S.  P.  X Strength) 

6 ampuls — 1 cc.  each 
100  ampuls — 1 cc.  each 


PITUITARY 

SOLUTION 

SQUIBB 


FLUIDEXTRACT  In  the  use  of  Ergot,  just  as  in  the  use  of 

g ^ q rji  Pituitary  Solution,  the  physician  must  be 

sure  of  his  product.  Fluidextract  Ergot 
SQUIBB  Squibb  for  three-quarters  of  a century  has 

been  recognized  as  a reliable  and  uniform- 
ly active  product.  It  is  prepared  from  the 
highest  quality  ergot  obtainable,  after  rigid 
inspection  and  biological  assay  of  crude 
material.  Careful  physiological  assay  ol 
the  finished  fluidextract  ensures  a thorough- 
ly dependable  and  therapeutically  active 
product. 


Fluidextract  Ergot 
Squibb 

Distributed  in  one, 
four  and  sixteen 
fluid  oz.  bottles. 


ER:  Squibb  & Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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"Particular 
Prescriptionists ” 

Distributors  for 

Park,  Davis  & Co’s. 

BIOLOGICALS 
and  AMPOULES 

Sufficient  Stock  for 
All  Emergencies 


Fresh  Stock  of 

Rabies  Treatment 

Cumming  Method 

Manufactured  by 

Parke,  Davis  & Co. 

On  Hand  at  All  Times 


Mail,  Telephone  and  Telegraph 
Orders  Given  Immediate  Attention 


Wayland’s  Central 
Pharmacy 

Goodrich  Block 

PHOENIX  ARIZONA 


Consider  its 
Composition 

Magma  Mag.  and  Mineral  Oil 

Ponder  its  Properties 

LUBRICANT  . LAXATIVE 
ANTACID 

Then  the  raison  d’etre  of  its  success- 
ful use  by  thousands  of  particular 
and  discriminating  physicians  will  be 
easily  appreciated. 

Ma»nesia -Mineral  |J)il  (25) 
HAI.EY 

formerly  Haley’s  M-O  Magnesia  Oil 

is  a uniform,  permanent,  unflavored 
emulsion  of  Milk  of  Magnesia  and 
Mineral  Oil,  easily  taken,  non-dis- 
turbing to  the  stomach,  mild  but 
dependable  in  action  and  effect. 

In  intestinal  stasis 
with  consequent 
constipation  and 
subsequent  auto- 
toxemia, in  oral  or 
gastric  hyperacidity, 
intestinal  fermenta- 
tion, gastric  or  duo- 
denal ulcer,  colitis, 
hemorrhoids,  before 
or  after  operation, 
during  pregnancy 
and  maternity,  in 
infancy,  childhood 
or  old  age. 


FORMULA: 

Each  Tablespoonful  Contains 
Magma  Mag.  (U.  S.  P.)3  iii, 
Pctrolat.  Liq.  (U.  S.  P.)  3i. 


It  is  an  Effective  Antacid  Mouth 
Wash 

Accepted  for  N.  N.  R.  of  the  A.  M.  A. 

Generous  sample  and  literature  to  any 
physician  on  request 


The 

HALEY  Tl-O  C OHPAAY,  Inc. 

Geneva,  N.  Y. 
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The  New  Menninger  Sanitarium 


cA  Complete  cJS[europsychiatric  Service 


Psychiatry 

at  the  Menninger  Sanitarium 


Neurology 

at  Christ’s  Hospital 


Modern  Psychiatric  Treatment  of 
Mental  Disease.  Psychotherapy 
Physiotherapy,  Hydrotherapy 


Diagnostic  and  Therapeutic 
Procedures  for  Strictly 
Neurological  Cases. 


Nervous  Children 

at  the  Southard  School 


A Home  School  for  Feebleminded  and 
Nervous  Children,  including 
Endocrine  Cases. 


Diagnosis 

at  the  Menninger  Clinic 


Complete  Study  of  Neurological, 
Endocrine,  and  Psychiatric  Cases, 
and  Behavior  Problems 


Karl  A.  Menninger,  M.  D.  C.  F.  Menninger,  M.  D.  William  C.  Menninger,  M.  D. 

3617  West  Sixth  Avenue, 

Topeka,  Kansas 


Southwestern  Medicine 

OFFICIAL  ORGAN  OF 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 
THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
OF  THE  SOUTHWEST 


Volume  XIII  SEPTEMBER,  1929  No.  9 


ANNUAL  SUBSCRIPTION  $2  SINGLE  COPIES  25  CENTS 

Entered  at  the  Postoffice  at  Phoenix,  Arizona,  as  second  class  matter. 

"Acceptance  for  mailing  at  special  rate  of  postage  provided  for  in  section  1103,  Act  of  October  3,  1917, 

authorized  March  1,  1921.” 


SOME  PROBLEMS  THAT  CONFRONT 
PRACTITIONERS  IN  NEW  MEXICO 
F.  H.  CRAIL,  M.  D. 

Las  Vegas,  N.  M. 

President’s  Address,  at  the  forty-seventh  annual 
meeting,  New  Mexico  Medical  Society,  Taos,  N.  M., 
June  12-14,  1929. 

In  choosing  to  discuss  some  problems  that 
confront  prectitioners  in  New  Mexico,  I wish 
to  call  your  attention  to  a side  of  our  medical 
practice  that  grows  out  of  our  geography 
and  history,  problems  that  present  them- 
selves because  of  our  mountains  and  valleys, 
our  boundless  mesas,  our  mixed  population, 
of  which  one-half  dates  its  origin  to  the 
Spanish  conquest.  I know  of  no  place  more 
fitting  for  a discussion  of  such  problems, 
than  this  beautiful  Taos  country,  for  it  typi- 
fies so  completely  many  of  the  conditions 
out  of  which  our  problems  grow. 

Our  problems  are,  first  of  all,  those  of 
small  and  rural  communities,  of  handfulls 
of  people  tucked  away  along  mountain 
streams,  or  set  out  on  endless  mesas,  with 
no  railroads,  no  telephones,  indifferent  roads, 
where  the  burro,  the  saddle  horse  and  the 
wagon  still  share  with  the  automobile  as 
facilities  for  travel.  Not  even  our  bigger 
towns  are  large  in  the  sense  of  being  popu- 
lous cities.  Practically  all  of  our  people  are 
isolated  in  a very  real  sense  from  the  large 
medical  centers  of  the  country.  They  are 
isolated  in  this  sense  at  least,  that  all  of 
their  acute  illnesses  and  most  of  their  chronic 
ailments  must  be  cared  for  in  the  community 
in  which  they  live.  This  is  true  for  three 
reason:  first,  the  great  distances  that  must 
be  traveled  to  reach  a medical  center;  sec- 
ond, the  poverty  of  a very  large  percentage 
of  our  population;  third,  the  racial  and  lan- 
guage difficulties  that  make  large  numbers 
of  our  patients  hesitate  to  leave  their  homes 
and  kinfolks  to  seek  aid  among  strangers. 

I take  it  that  there  are  few  localities  in 
America  today,  where  districts  are  so  isolat- 
ed that  a doctor  does  not  come  into  the  life 


of  each  individual  on  at  least  one  of  two  oc- 
casions— when  he  is  born  and  when  he  dies. 
But  there  are  many  such  localities  in  New 
Mexico.  It  is  the  opinion  of  Dr.  Luckett 
that  forty  per  cent  of  the  births  in  the  state, 
taken  as  a whole,  are  unattended  by  physi- 
cians. In  the  year  1927,  out  of  5238  deaths 
reported  to  the  State  Health  Department, 
1451  occurred  without  medical  attendance, 
(27.7  per  cent).  As  some  deaths  are  not  re- 
ported at  all,  it  is  the  opinion  of  Dr.  Luckett 
that  thirty  per  cent  of  deaths  occur  without 
medical  attendance.  In  San  Miguel  county, 
the  county  in  which  I live,  the  percentages 
are  still  higher:  in  1927,  73  per  cent  of  births 
and  46  per  cent  of  deaths  occurred  without 
medical  attendance. 

With  such  very  evident  lack  of  medical 
attention,  diseases  of  all  kinds  progress  to 
such  stages  that  they  present  clinical  pic- 
tures that  practitioners  elsewhere  do  not 
often  see.  Neglected  social  diseases,  with 
early  and  late  complications,  are  what  one 
might  term  endemic  in  some  sections.  I 
have  no  figures  to  give  an  exact  idea  of  in- 
fant mortality,  nor  of  deaths  occurring  in 
the  growing  and  productive  ages  of  life,  but 
all  of  you  who  have  made  insurance  exami- 
nations must  have  been  astonished  by  the 
enormous  size  of  families  and  the  startling 
number  of  deaths  among  children  that  have 
been  reported  to  you.  Surely  it  is  a grim  ex- 
ample of  the  survival  of  the  fittest. 

And  when  we  consider  that  for  four  hun- 
dred years  the  condition  has  existed  to  a 
much  greater  extent  than  it  does  in  the  very 
recent  present,  we  can  better  appreciate  the 
great  spread  that  separates  the  knowledge 
about  health  and  disease  as  it  exists  in  our 
rural  communities,  and  that  which  obtains 
among  the  specially  trained  physicians, 
health  workers  and  nurses  who  are  called 
upon  to  care  for  the  sick.  If  Charles  Mayo 
was  right  regarding  the  general  public  when 
he  told  a Rotary  Club  in  Chicago  several 
years  ago,  that  medical  science  has  done 
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about  all  it  can  for  man  from  the  neck  down 
until  something  more  is  done  for  him  from 
the  chin  up,  how  serious  is  the  problem  with 
which  we  practitioners  in  New  Mexico  have 
to  deal? 

Certainly,  such  conditions  must  call  for 
adaptations  of  procedure  away  from  those 
usually  employed,  at  least  away  from  the 
most  advanced  teaching  upon  some  subjects. 
And  because  of  the  necessity  of  such  adapta- 
tions, I feel  that  our  State  Society,  at  all  of 
its  meetings,  should  devote  at  least  a part  of 
its  session  to  a discussion  of  medical  prac- 
tice as  it  applies  to  ourselves.  And  I insert 
this  suggestion  at  the  very  outset  in  order 
that  you  may  better  understand  the  reason 
for  this  discussion. 

I will  illustrate  my  ideas  along  this  line 
with  three  examples.  Let  me  recall  to  your 
memory,  first,  a part  of  our  program  a year 
ago  at  Albuquerque.  There  were  several  pa- 
pe'rs  on  the  subject  of  cancer,  very  instruc- 
tive and  illuminating  indeed,  but  the  thing 
about  them  that  impressed  me  most  was  that 
one  of  the  speakers  insisted  that  the  treat- 
ment of  cancer  is  such  a highly  specialized 
procedure  that  modem  methods  of  eradica- 
tion with  radium  and  cautery  and  the  x-ray 
require  such  refined  skill  and  judgment, 
that  no  ordinary  practitioner,  not  even  the 
general  surgeon,  should  treat  cancer  any 
more,  but  that  patients  with  cancer  should 
be  referred  to  cancer  specialists,  a new  type 
of  specialist  in  the  medical  world.  Now  in 
all  candor,  gentlemen,  let  me  ask  you  if  such 
teaching  is  what  the  great  majority  of  our 
New  Mexico  physicians  need  or  want  when 
they  come  together  for  a meeting  such  as 
this?  How  is  that  going  to  serve  us  when 
the  old  man,  accompanied  by  his  wife  and 
children  and  even  grandchildren,  is  brought 
to  our  office  from  the  far-off  ranch  or  the 
isolated  placita  with  a cancer  of  the  lip  or 
cheek?  We  can  not  wash  our  hands  of  him 
and  send  him  to  a cancer  clinic;  neither  can 
we  abandon  him  with  the  benediction  appro- 
priate to  a long  life  of  toil  now  drawing 
to  a close  in  suffering  and  in  torment: — 
“Well  done,  thou  good  and  faithful  servant, 
enter  thou  into  the  joys  of  thy  Lord.”  This 
man  needs  our  personal  attention;  he  needs 
the  best  chance  of  life  and  recovery  that  we 
can  give  him.  And  what  we  need  to  discuss 
is  the  methods  of  treatment  that  the  man 
who  has  to  take  care  of  cancer  in  his  own  lo- 
cality can  use. 

To  illustrate  further  that  these  newer 
methods  of  treatment  are  not  always  an  un- 
mixed blessing  either,  let  me  cite  a personal 
experience  with  radiation  in  the  cure  of  can- 
cer. Two  and  a half  years  ago  a typical 


western  cow  man  came  to  me  with  a small 
epithelioma  just  below  the  edge  of  the  orbit 
of  the  left  eye.  It  was  an  ulcerating  type  of 
carcinoma  and  there  was  an  excavation  pres- 
ent into  which  one  might  have  placed  a BB 
shot.  I knew  that  the  only  method  of  treat- 
ing that  epithelioma  available  to  me  was  sur- 
gical excision.  But  even  in  this  cow  man, 
seventy  years  old,  this  was  a little  mutilat- 
ing, it  would  leave  a noticeable  scar,  it  might 
draw  down  the  lower  lid,  and  all  in  all,  I 
thought  it  might  be  an  ideal  place  for  radia- 
tion; so  I advised  the  man  to  go  to  Denver 
and  have  it  treated  that  way.  He  did  so  and 
the  ulcer  healed,  but  within  three  months  he 
had  developed  quite  a marked  ectropion  and 
the  inflamed  conjunctiva  and  the  tearing 
were  giving  him  more  trouble  than  the  can- 
cer. He  returned  to  the  radiologist  who  as- 
sured him  that  the  cancer  was  well,  that  the 
little  eversion  of  the  lower  lid  did  not  amount 
to  much,  that  he  could  come  back  home  to 
me  and  I could  make  a little  cut  under  the  lid 
and  lift  it  up  and  everything  would  be  all 
right.  When  I examined  my  patient  again, 
I found  that  the  radium  had  not  only  produc- 
ed a marked  ectropion,  but  that  the  lacrimal 
duct  was  so  narrowed  that  I could  not  get  a 
probe  into  it,  and  I did  not  look  upon  the  plas- 
tic operation  upon  the  lid  as  such  a trivial 
matter  as  the  patent  had  been  led  to  think 
it  would  be.  So  I sent  him  back  to  Denver 
again,  and  this  time  he  was  sent  to  an  eye 
specialist  who  operated  upon  his  ectropion 
and  got  a very  satisfactory  result  as  far  as 
the  ectropion  was  concerned,  but  did  nothing 
with  the  lacrimal  duct,  and  so  the  tears 
continued  to  roll  down  the  cheek  and  made 
my  fat  patient  cuss  with  that  rare  ability  of 
which  only  a real  cow  man  is  capable.  At 
the  end  of  nine  months  .there  was  very  evi- 
dent return  of  the  carcinoma,  and  again  the 
patient  returned  to  Denver  and  was  treated 
over  a period  of  several  months.  But  he  con- 
tinued to  have  an  open  sore,  and  a pocket 
formed  below  the  malar  prominence  from 
which  there  was  a foul  smelling  purulent 
discharge.  At  last  he  was  told  that  the  can- 
cer was  well,  but  that  there  was  some  infec- 
tion in  this  pocket,  and  if  I would  drain  it  and 
clean  up  the  infection  he  would  be  all  right. 
I drained  the  pocket,  but  the  carcinoma  was 
not  cured ; it  had  invaded  the  bone,  and  so  I 
finally  ligated  the  external  carotid  artery, 
and  took  out  a block  of  tissue  that  amounted 
to  a partial  resection  of  the  upper  jaw,  with 
removal  of  the  floor  of  the  orbit.  It  is  a year 
now,  and  he  has  -had  no  recurrence  but  he 
has  a hole  in  the  side  of  his  face  that  is  very 
unsightly  to  say  the  least.  He  also  has  an 
ectropion,  he  has  tearing,  he  has  all  of  the 
things  that  I thought  he  might  have  when 
he  first  came  to  see  me,  very  much  worse 
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than  they  would  have  been  with  a moderately 
wide  excision  of  the  growth  at  that  time. 

I am  not  citing  this  case  to  depreciate  the 
value  of  radiation  in  the  treatment  of  can- 
cer, nor  to  cast  any  reflection  upon  the  ra- 
diologist who  treated  this  patient,  because 
there  is  no  question  about  his  ability.  I am 
citing  it  to  illustrate  some  of  the  facts  that 
should  be  borne  in  mind  by  practitioners  in 
smaller  communities,  and  by  patients  with 
limited  means  when  they  are  attacked  by  ser- 
ious disease  of  this  nature.  In  the  first  place, 
I consider  it  to  be  absolutely  wrong  to  broad- 
cast propaganda  suggesting  to  general  prac- 
titioners and  to  laymen  that  there  is  any 
exclusive  virtue  in  radium  or  other  radiation 
in  the  treatment  of  malignant  disease.  By 
this  I mean  that  methods  of  treatment 
should  not  be  allowed  to  befog  the  principles 
underlying  them.  The  most  important  fact 
that  should  be  taught  every  one  regarding 
cancer  is  that  in  its  early  stage  it  is  always 
a local  disease.  The  second  important  fact 
to  be  impressed  upon  everyone  is  that  the 
complete  removal  of  the  disease  will  cure  it, 
no  matter  what  the  method  of  that  removal 
is.  For  us,  with  the  population  from  which 
we  draw  our  patients,  I consider  that  surgi- 
cal removal  of  malignant  disease  is  the  most 
feasible  treatment,  and  it  is  the  method  that 
we  should  be  studying  and  discussing  at  our 
meetings. 

As  I am  interested  in  surgery  more  than 
in  other  fields  of  medicine,  I wish  to  call 
your  attention  to  two  other  conditions,  where 
I feel  that  the  most  advanced  teaching  of 
today  is  not  always  applicable  to  men  in  our 
peculiar  situation.  The  first  is  the  treatment 
of  gallbladder  disease.  When  I graduated 
from  medical  college,  cholecystostomy  was 
the  operation  routinely  employed  in  the 
treatment  of  gallbladder  disease.  Since 
that  time,  improvement  in  technic  and 
greater  familiarity  with  the  disease  have 
made  cholecystectomy  the  approved  opera- 
tion, and  in  current  medical  literature  and 
in  society  discussions  it  is  practically  the 
only  operation  given  consideration.  Now  I am 
not  going  to  debate  the  relative  merits  of  the 
two  operations,  but  anyone  who  thinks  that 
cholecystostomy  is  an  antiquated  and  insuf- 
ficient operation  for  gallbladder  disease 
should  study  carefully  the  report  of  Cullen’s 
cases  from  the  Johns  Hopkins  Hospital 
(Surg.  Gyn.  & Obs.  November,  1923)  ; he  re- 
ports all  his  cases  of  gallbladder  disease  op- 
erated upon  over  a period  of  twenty-five 
i years  with  a careful  follow-up,  which  proves 
beyond  the  shadow  of  a doubt  that  chol- 
ecystostomy is  a very  efficient  operation, 
that  recurrence  of  symptoms  is  the  exception 
and  the  rare  exception  at  that. 


But  I am  going  to  assert,  most  emphatical- 
ly, that  cholecystectomy  is  a much  more 
difficult  operation  to  perform  than  cholecys- 
tostomy, that  even  in  expert  hands  it  carries 
a,  higher  mortality,  and  in  the  hands  of  the 
average  operator  a much  higheh  mortality, 
out  of  all  proportion  to  its  supposed  advan- 
tages over  cholecystostomy.  The  conditions 
with  which  most  of  us  here  in  New  Mexico 
have  to  deal  are  such  that  we  do  not  operate 
on  gallbladder  cases  every  day  nor  every 
week;  we  have  no  expert  operating  team; 
many  of  our  cases  are  acute  inflammatory 
conditions,  with  empyemas  of  the  gallblad- 
der. I am  just  as  certain  as  I can  be  that  in 
practically  all  of  these  acute  inflammatory 
conditions,  or  whenever  the  operation  for 
gallbladder  removal  presents  any  great  diffi- 
culty because  of  adhesions,  a fleshy  patient, 
difficult  exposure,  that  patient’s  chances  of 
life  and  recovery  are  better  with  a cholecys- 
tostomy than  with  a cholecystectomy. 

I do  not  wish  it  to  be  understood,  either, 
that  I think  that  men  doing  surgery  as  I do, 
for  example,  should  not  perform  cholecys- 
tectomy, for  there  are  many  cases  where  it 
can  be  performed  quite  safely.  I do  wish  to 
refute  what  one  gathers  from  reading  and 
society  proceedings,  that  cholecystostomy 
is  an  antiquated  operation  and  a man  is  not 
doing  his  full  duty  by  his  patient  when  he 
performs  it. 

The  operation  for  hypertrophy  of  the  pros- 
tate is  passing  through  the  same  process  of 
modification  that  gallbladder  operations  have 
already  passed  through.  But  a few  years 
ago,  the  two  stage  suprapubic  operation  was 
proclaimed  as  the  simplest  and  safest  pro- 
cedure to  be  followed  in  these  cases.  Today 
more  and  more  reports  are  appearing  in  the 
literature  to  show  that  al  arger  and  larger 
number  of  patients  can  be  operated  on  in  one 
stage,  and  there  are  more  and  more  reports 
of  large  series  of  cases  operated  upon  by  the 
perineal  route.  All  of  this  has  a tendency 
to  make  the  practitioner  whose  surgery  is 
limited  feel  that  perhaps  he  is  losing  step 
with  the  procession,  if  he  clings  to  the  two 
stage  suprapubic  operation.  But  here  again, 

I am  just  as  sure  as  I can  be  that  the  multi- 
ple stage  operation  with  a prolonged  inter- 
val of  drainage  will  save  more  lives  in  our 
hands  than  any  of  these  other  proceedings. 

I might  go  on  and  discuss  many  other  pro- 
cedures wfhere  our  isolated  situation  and 
limited  number  of  patients  of  a particular 
class  present  special  problems  to  us  here  in 
New  Mexico,  but  time  will  not  permit  it. 

There  is  another  problem  growing  out  of 
our  isolation  that  deserves  our  consideration. 
By  isolation  I do  not  mean  simply  where  one 
or  two  men  are  the  only  practitioners  in  a 
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community;  for  from  the  way  doctors  coop- 
erate with  each  other  in  most  of  our  larger 
towns,  each  one  or  each  small  clique  or  group 
is  as  much  isolated  as  if  you  built  a high 
board  fence  about  them  and  their  clientele. 
Isolation  does  one  of  two  things  for  a man: 
it  either  narrows  and  cramps  his  thinking 
and  his  behavior  until  he  becomes  an  old 
fogy  and  loses  interest  in  the  great  drama 
of  medicine  as  it  is  unfolding  itself  before 
us  from  year  to  year,  or  else  it  makes  a well 
rounded  man,  a man  of  sound  judgment,  ob- 
servant, resourceful,  self  reliant,  who  is 
alert  to  glean  from  that  great  drama  of  med- 
icine those  things  which  are  really  worth 
while,  and  to  apply  them  to  his  daily  task. 
He  reads,  he  visits  the  teaching  clinic  and 
he  brings  back  to  his  own  people  that  which 
a ripe  judgment  finds  applicable  to  their 
needs.  But  it  takes  an  unusual  man  to  follow 
this  latter  course  throughout  a long  life  of 
routine.  He  needs  contacts  to  stimulate  and 
to  maintain  his  endeavors.  And  that  is  what 
we  need  in  New  Mexico  more  than  anything 
else.  We  need  contact  with  each  other.  If 
it  cannot  be  made  with  the  doctor  down  the 
hall  or  down  the  street,  it  should  be  made 
with  the  one  in  the  next  town  or  two  towns 
away.  And  that  contact  should  not  consist 
merely  in  sitting  beside  him  in  a three  ring 
circus  and  enjoying  the  performance  with 
him.  It  is  an  old  and  tried  maxim  that  says 
that  we  get  out  of  a thing  what  we  put  into 
it.  And  that  is  true  of  our  medical  so- 
ciety meetings.  What  have  its  individual 
members  been  putting  into  this  State  Medi- 
cal Society?  I know  that  I have  put  prac- 
tically nothing.  This  office  was  thrust  upon 
me  last  year  after  I had  gone  home  from  the 
meeting,  probably  as  a joke.  It  should  be  a 
position  of  honor  and  I shall  certainly  try  to 
treat  is  as  such,  But,  gentlemen,  we  all  need 
to  take  more  interest  in  it;  we  need  to  work 
for  its  improvement  and  our  own  betterment. 

Have  you  ever  noticed  the  proportion  of 
material  furnished  to  Southwestern  Medicine 
by  the  component  organizations  supporting 
it?  I have  been  watching  it  for  a long  time, 
and  one  would  infer  that  New  Mexico  was  a 
very  junior  member  of  that  firm.  Have  we 
less  talent  in  New  Mexico,  a less  wide  awake 
group  of  practitioners?  I think  not.  But  we 
have  less  organization,  less  stimulating  con- 
tact with  each  other. 

The  remedy  that  I would  suggest  for  it  is 
that  we  devote  at  least  part  of  our  annual 
session  to  a discussion  of  our  own  problems ; 
problems  whose  existence  I have  tried  to 
prove,  problems  of  ample  scientific  interest 
to  make  many  a worthwhile  program.  Fur- 
ther, that  this  Society  interest  itself  in  its 
component  county  societies  by  helping  them 
to  hold  scientific  sessions,  and  to  provide 


some  kind  of  occasional  meeting  for  men 
practising  where  a county  society  does  not 
exist,  or  whete  contact  with  the  county  soci- 
ety is  difficult.  I would  suggest  that  we  en- 
list a group  of  volunteers  from  our  member- 
ship, who  will  be  willing  to  foster  intercoun- 
ty meetings,  who  will  try  to  organize  an  oc- 
casional district  meeting  to  bring  our  mem- 
bers together,  to  get  them  acquainted  with 
each  other. 

Let  us  have  our  visitors,  of  course. , We 
need  some  outside  contacts ; we  should  wel- 
come them  and  we  do  welcome  them  with 
open  arms.  But  our  visitors  do  not  want 
the  entire  responsibility  for  the  meeting. 
They  come  to  learn  as  well  as  to  teach  and 
our  peculiar  isolation  will  furnish  them  with 
many  an  interesting  topic  to  think  and  talk 
about. 

Gentlemen,  this  is  my  message.  If  it  ap- 
peals to  you  as  containing  a worthwhile 
suggestion  of  any  kind,  that  will  look  toward 
betterment  of  the  profession  in  New  Mexico, 
I am  at  your  service  for  the  year  to  help  you 
carry  it  out. 


ARTIFICIAL  PNEUMOTHORAX 
J.  D.  RILEY,  M.  D. 

Southern  Baptist  Sanatorium 
El  Paso,  Texas 

(Read  before  the  El  Paso  County  Medical  Society) 

Tuberculosis  is  probably  the  most  dreaded 
of  all  diseases.  Throughout  medical  history 
physicians  have  been  searching  for  a cure, 
and  today  this  search  is  more  intensive  than 
ever  before. 

Although  we  have  constantly  before  us 
some  recently  heralded  newspaper  cure,  none 
of  these  have  proven  of  any  value,  and  we 
must  rely  on  the  tried  methods  at  our  com- 
mand. 

Rest  is  the  most  important  thing  in  the 
treatment  of  tuberculosis.  Unfortunately,  it 
is  impossible  to  give  both  lungs  the  rest 
needed  in  a case  of  bilateral,  clinically  active 
pulmonary  tuberculosis.  The  lungs  are  never 
at  rest,  but,  if  normal,  expand  and  contract 
about  25,000  times  daily,  and  the  rate  is 
much  increased  in  pulmonary  tuberculosis.. 
While  it  is  quite  impossible  to  immobilize  the 
lung  by  means  of  posture,  straps,  sand  bags, 
jackets,  and  various  other  mechanical  de- 
vices, yet  we  have  in  artificial  pneumothorax 
a method  by  which  the  pathological  portion, 
or,  if  necessary,  the  whole  lung,  may  be  put 
at  rest  almost  as  effectively  as  the  splint 
puts  a tuberculous  joint  at  rest. 

Artificial  pneumothorax  has  only  in  recent 
years  obtained  recognition  and  approval,  yet 
it  is  interesting  to  note  that  as  early  as  1821 
James  Carson  of  Liverpool  recognized  its 


SEPTEMBER.  1929 


383 


possibilities  and  proved  its  practicability  by 
animal  experimentation.  A few  years  later 
James  Houton  and  Stokes  described  cases  in 
which  cure  had  followed  spontaneous  pneu- 
mothorax (ruptured  lungs).  It  was  not  until 
the  eighties  that  Forlanini  proved  its  use- 
fulness in  treatment.  In  1884  Potain  re- 
placed the  effusion  in  hydropneumothorax 
with  sterilized  air  on  several  occasions.  This 
was  probably  the  first  report  of  its  employ- 
ment. In  1898  J.  B.  Murphy  reported  using 
it  in  five  cases.  By  1910  several  physicians 
in  Europe  had  had  considerable  experience 
with  this  form  of  treatment.  From  that  time 
its  use  has  increased  until  now  it  is  used 
in  nearly  every  place  and  institution  where 
tuberculosis  is  treated.  It  is  the  greatest 
advance  in  the  therapy  of  tuberculosis  which 
has  been  made  in  recent  years. 

One  of  the  most  important  essentials  in 
administering  this  form  of  treatment  is  be- 
ing able  to  select  suitable  cases  for  it.  It 
has  been  estimated  that  it  is  indicated  in 
only  5 to  7 per  cent  of  all  cases;  but  nearly 
all  far  advanced  cases  have  passed  through 
some  stage  where  the  careful  administration 
of  artificial  pneumothorax  was  indicated. 
Its  indications  (like  the  diagnosis  of  tuber- 
culosis) are  often  overlooked  until  it  is  too 
late. 

It  is  indicated  in — 

1.  Uncontrollable  hemorrhages. 

2.  Unilateral  progressive  diseases. 

3.  Afebrile  patients  with  cavitation,  spu- 
tum and  bacilli  from  one  lung,  with  only 
moderate  activity  in  the  other  lung. 

4.  Acutely  ill  patients  with  high  tem- 
perature, distressing  cough  and  strongly 
positive  sputum,  with  moderate  activity  in 
the  better  lung,  and  who  have  failed  to  re- 
spond to  other  forms  of  treatment. 

5.  Chronic  unilateral  cases  with  periodic 
lapses  into  activity. 

6.  Replacement  of  serous  or  purulent  ef- 
fusion. 

One  can  expect  the  most  of  this  procedure 
when  it  is  limited  to  cases  clinically  uni- 
lateral, and  when  the  good  lung  is  sufficient 
to  sustain  life.  It  has  been  shown  that  one 
can  work  with  one  lung,  live  comfortably 
with  two-thirds  of  one  lung,  and  exist  with 
one-third  of  one  lung. 

The  common  contra-indications  are : 

1.  Extensive  disease  with  diffuse  activity 
in  the  better  lung. 

2.  Extensive  tuberculous  disease  in  other 
parts  of  the  body. 

3.  Acute  illness  or  general  weakness  in 
which  the  shock  would  be  too  great. 

4.  .Serious  heart  -disease.  , .C 


5.  Adhesions  which  make  impossible  the 
introduction  of  air  into  the  pleural  cavity. 
The  patient  should  always  be  told  that  it  may 
be  impossible  to  enter  the  pleural  cavity,  for 
it  is  quite  impossible  to  know  by  any  method 
whatsoever  whether  pleural  adhesion  will 
prevent  successful  administration  of  artifi- 
cial pneumothorax. 

As  a preliminary,  we  give  one-eighth  mor- 
phine and  one  one-hundred-fiftieth  atropin. 
The  technic  of  the  operation  is  very  sim- 
ple, so  far  as  the  apparatus  used,  position 
of  patient  and  asepsis  are  concerned.  During 
the  operation  the  patient  lies  on  the  good 
side.  This  causes  the  lung  to  have  a tendency 
to  pull  away  from  the  chest  wall.  The  fore- 
arm should  be  balanced  across  the  temple. 
This  not  only  gives  the  arm  a comfortable 
position,  but  prevents  the  patient  watching 
the  operation.  The  same  careful  asepsis 
should  be  employed  as  for  any  other  opera- 
tion. Thorough  anesthesia  of  the  skin  and 
deep  tissues  down  to  an  including  the  pleura 
is  absolutely  essential. 

Some  operators  use  no  anesthetic,  but  I 
think  the  operation  unplesant  enough  for 
the  patient  with  the  least  possible  pain.  The 
dangers  of  pleural  shock  and  puncturing  the 
lung  are  much  less  after  careful  anesthesia. 
A two  per  cent  solution  of  novocain  is  the 
anesthetic  of  choice. 

The  usual  site  of  puncture  is  from  the 
fourth  to  the  eighth  interspace  between  the 
anterior  and  posterior  axillary  lines,  but  if 
possible  one  should  attempt  to  select  the 
site  where  the  pleura  seems  less  likely  to  be 
involved. 

The  choice  of  the  artificial  pneumothorax 
apparatus  to  be  used  is  not  of  much  import- 
ance. Many  are  available.  All  work  on  the 
same  general  principles.  I use  one  which  I 
designed  myself  because  it  is  smaller  than 
some  of  the  others. 

It  is  very  important  to  know  that  there  is 
no  leak  in  the  rubber  tubing. 

Two  methods  have  been  employed — the 
open  or  incision  method  and  the  closed  or 
puncture  method. 

The  open  or  incision  method  was  introduc- 
ed by  Brauer,  and  consists  of  incising  and 
separating  the  skin,  fascia  and  intercostal 
muscles  exposing  the  parietal  pleura,  through 
which  a blunt  needle  or  cannula  can  be  in- 
troduced without  danger  of  injuring  the 
underlying  lung.  This  method  has  been  prac- 
tically abandoned,  as  it  requires  more  time, 
more  careful  preparation,  more  assistance, 
is  more  dreaded  by  the  patient,  and  presents 
greater  danger  of  infection  and  empyema 
than  does  the  puncture  method.  It  eliminates 
the  danger  of  puncturing  the  lung,  but  with 
proper . . teehpjc. ..  and  care  there  is  slight 
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danger  of  puncturing  the  lung  by  experi- 
enced, competent  operators  using  the  closed 
method. 

The  closed  or  puncture  method  is  now 
almost  universally  used.  After  cleansing  and 
disinfecting  the  site  of  operation,  the  tissues 
are  anesthetized  from  the  skin  down  to  and 
including  the  pleura.  We  use  three  Yale 
needles.  First,  a very  small  27-gauge  needle 
to  anethetize  the  skin;  second,  a 25-gauge, 
1 to  lVs-inch  needle  for  deeper  anesthesia; 
third,  an  18-gauge  needle  for  the  introduc- 
tion of  the  air.  The  operator  should  intro- 
duce the  anesthetic  slowly,  always  giving 
plenty  of  time  for  it  to  take  effect  before 
further  insertion  of  the  needle.  By  using 
care,  no  pain  whatsoever  should  be  felt.  This 
is  of  the  greatest  importance  in  order  to 
hold  the  co-operation  and  confidence  of  the 
patient  that  he  willingly  submit  to  the  refills 
essential  in  this  form  of  treatment. 

The  experienced  operator  can  estimate 
fairly  accurately  the  distance  to  the  pleura 
by  the  size,  build  and  nourishment  of  the 
patient.  After  the  needle  passes  through  the 
skin  and  deep  tissues,  more  pressure  is 
necessary  to  force  the  point  through  the 
parietal  pleura.  It  is  important  to  recognize 
this  resistance  and  stop  the  needle  when  the 
resistance  decreases.  While  there1  is  no  great 
danger  in  puncturing  the  lung,  it  is  poor 
technic  and  can  prove  serious.  Of  course, 
the  extreme  care  necessary  in  the  initial 
puncture  is  not  so  necessary  in  the  refills, 
because  of  the  distance  separating  the  parie- 
tal and  visceral  pleura.  The  manometric 
proof  that  the  intra-pleural  space  has  been 
entered  is  a negative  pressure  with  fluctua- 
tions corresponding  with  the  respiration.  Be- 
cause of  the  elasticity  of  the  lung,  the  normal 
intrapleural  pressure  is  negative  in  both 
phases  of  respiration.  This  negative  pressure 
is  greater  during  inspiration.  Ordinarily 
this  pressure  is  from  ten  to  six  during  in- 
spiration and  from  seven  to  four  during  ex- 
piration. Until  a free  oscillation  with  nega- 
tive pressure  is  noted,  it  is  not  safe  to  intro- 
duce air.  A slow,  gradual  change  in  the  pres- 
sure indicates  a relatively  free  pleural  cavity, 
while  sudden  increase  of  pressure  with  pain 
indicates  a relatively  small  intra-pleural 
pocket.  The  operator  should  be  certain  that 
the  needle  is  open.  If  he  fails  to  obtain  satis- 
factory fluctuations  of  the  manometric  pres- 
sure, usually  the  needle  is  at  fault.  By  capil- 
lary attraction  the  needle  may  aspirate  fluid 
after  it  is  inserted  into  the  tissues.  While 
passing  a wire  or  plunger  through  the  needle 
will  remove  this  fluid,  on  withdrawing  the 
wire  the  fluid  will  probably  follow  it  back 
into  the  lumen  of  the  needle,  but  absence 
of  the  manometric  fluctuations  immediately 


after  removing  the  wire  from  the  needle  is 
more  or  less  definite  proof  that  the  end  of 
the  needle  is  in  the  tissues  and  not  in  the 
intra-pleural  space. 

Next  in  importance  to  the  selection  of 
cases  suitable  for  artificial  pneumothorax 
is  deciding  how  much  air  to  introduce.  This 
must  be  governed  by  the  change  of  intra- 
pleural pressure  and  the  collapse  of  pulmon- 
ary tissues  necessary  to  put  at  rest  the  path- 
ological portion  of  the  lung  on  this  side 
and  at  the  same  time  not  overburden  the 
contralateral  lung  if  there  is  much  change 
of  pressure.  At  the  initial  puncture  it  is 
usually  not  wise  to  introduce  more  than 
300  c.c.  I think,  however,  that  when  the 
pressure  remains  decidedly  negative,  with 
the  absence  of  any  symptoms  of  shock, 
it  is  permissible  to  introduce  as  much  as 
400  c.c.  at  the  initial  puncture.  One  is  cer- 
tainly tempted  to  introduce  this  amount  if 
conditions  are  favorable,  in  order  to  have  a 
larger  intra-pleural  space  for  the  first  refill. 
Subsequent  refills  at  increasing  intervals 
should  also  be  small.  Until  the  absorption 
becomes  very  slow  it  is  best  to  give  the  re- 
fills frequently  and  in  small  amounts.  Rather 
than  give  more  than  600  c.c.  at  any  time, 
I shorten  the  intervals.  Ultimately  it  is  usu- 
ally only  necessary  to  give  the  refills  about 
every  two  weeks.  The  lung  should  never  be 
collapsed  too  rapidly;  but  the  refills  should 
be  made  frequently  and  in  small  quantities 
in  order  to  avoid  a too  sudden  deoxygenation 
of  the  arterial  blood,  and  also  the  shock  ac- 
companying a sudden  displacement  of  the 
mediastinum  and  diaphragm  imposing  great- 
er burdens  on  the  heart  and  contralateral 
lung. 

In  connection  with  the  symptomatology, 
roentgenology  and  spirometry,  close  observa- 
tions of  the  circulatory  changes  following 
the  introduction  of  pneumothorax  are  help- 
ful in  the  regulation  of  the  amount  of  air 
introduced  and  the  prognostication  of  the 
case.  Bendove  divides  the  circulatory  changes 
resulting  from  the  deflation  of  one  lung  into 
two  groups. 

1.  Cases  with  an  adequate  reserve  power 
of  the  heart,  which  is  able  to  adapt  itself 
to  the  altered  pneumodynamics.  Such  cases 
usually  show  an  increase  in  the  systemic 
blood  pressure.  After  the  first  few  inflations, 
the  pulmonic  second  sound  becomes  more 
accentuated.  Compensatory  emphysema  de- 
velops in  the  functioning  portion  of  the 
lungs,  and  the  heart  becomes  enlarged  in  the 
course  of  the  treatment.  All  of  these  signs, 
jointly  or  singly,  indicate  a favorable  prog- 
nosis. 

2.  Cases  in  poor  condition,  the  cardiac 
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reserve  power  of  which  has  become  exhaust- 
ed by  the  long  continued  toxemia  and  its 
compensatory  mechanism  has  been  damaged. 
Such  cases  rarely  develop  vicarious  em- 
physema, the  heart  does  not  hypertrophy, 
the  pulmonic  second  sound  is  seldom  ac- 
centuated, and  the  vital  capacity  reduction 
is  marked  and  associated  with  dyspnea.  The 
ultimate  results  of  treatment  in  such  cases 
are  not  very  successful. 

Close  observation  and  study  of  our  cases, 
both  before  and  after  the  use  of  pneumotho- 
rax, has  caused  us  to  accept  this  conclusion 
as  to  the  circulatory  changes,  and  has  been 
a great  aid  to  us  in  arriving  at  a prognosis. 

There  are  certain  disadvantages  which 
have  usually  been  considered  more  or  less 
necessary  accompaniments  to  artificial  pneu- 
mothorax. Frequently  the  importance  of 
these  calls  for  serious  consideration  to  de- 
termine the  advisability  of  artificial  pneu- 
mothorax, and  consequently  limits  the  num- 
ber of  cases  selected  according  to  the  op- 
erator’s conservatism  or  enthusiasm.  But 
relatively  high  pressure  forms  the  basis  of 
most  of  these  objections,  the  most  usual  of 
which  are: 

1.  Displacement  of  the  mediastinum,  com- 
pelling the  heart  to  function  under  unfavor- 
able mechanical  condition's,  the  extra  work 
caused  by  the  increased  resistance  in  the 
pulmonary  circulation  because  of  the  altered 
intra-thoracic  pressure. 

2.  Obstruction  of  the  venous  return  to 
the  right  heart. 

3.  Interference  wbth  the  compensatory 
hypertrophy  and  function  of  the  contralat- 
eral lung. 

4.  Displacement  of  the  diaphragm  with 
resulting  increased  intra-abdominal  pressure, 
with  displacement  of  the  abdominal  viscera, 
causing  indigestion.  This,  no  doubt,  is  to 
some  extent  responsible  for  the  almost  con- 
stant loss  of  weight  accompanying  the  be- 
ginning of  this  form  of  treatment. 

5.  The  extra  burden  placed  on  the  con- 
tralateral lung,  with  the  risk  of  reactivating 
a latent  process  or  increasing  the  possible 
activity  present  in  this  lung. 

6.  Danger  of  rupture  of  the  lung,  either 
through  superficial  cavities  or  by  adhesions, 
which  is  usually  followed  by  pyothorax. 

7.  The  disturbance  of  the  intrathoracic 
equilibrium  caused  by  large  refills  displac- 
ing the  intrathoracic  viscera  and  causing 
cardiac  embarrassment. 

8.  The  compression  of  comparatively 
healthy  tissues. 

9.  The  frequency  of  pleural  exudates. 

10.  The  displacement  of  the  mediastinum 
and  diaphragm,  retraction  of  chest  wall  on 
treated  side,  on  re-expansion  of  the  treated 
lung,  with  danger  of  reactivation.. 


11.  Failure  of  oxygenation  of  arterial 
blood,  which  is  the  chief  cause  for  the  loss 
of  weight  in  these  cases. 

Most,  if  not  all,  of  these  objections  are 
due  to  faulty  intra-pleural  pressure  main- 
tained during  treatment,  and  can  be  over- 
come only  by  securing  and  maintaining  the 
proper  intra-pleural  pressure.  With  a flex- 
ible mediastinum  the  introduction  of  air 
into  one  pleural  cavity  immediately  causes 
a change  of  the  ultra-pleural  pressure  on  the 
opposite  side  to  a lower  negative  pressure. 
The  intra-abdominal  pressure  is  increased. 
The  diaphragm  and  other  respiratory  mus- 
cles must  work  against  this  increased  pres- 
sure. The  respiratory  rate  is  much  increased. 
The  heart  is  embarrassed  not  only  because 
of  the  displacement  of  the  thoracic  and  ab- 
dominal viscera,  but  also  because  of  the 
change  of  the  intra-thoracic  and  intra-ab- 
dominal pressure.  The  right  heart  is  bur- 
dened because  of  the  increased  resistance 
in  the  pulmonary  circulation.  The  blood  re- 
turning to  the  heart  from  the  lungs  is  only 
oxygenated  in  proportion  to  the  amount  of 
lung  not  collapsed.  This  throws  extra  work 
on  the  heart  in  its  effort  to  compensate  by 
a more  rapid  flow  of  the  blood.  Since  these 
conditions  are  all  in  direct  proportion  to  the 
degree  of  collapse,  pressure  and  displacement, 
we  should  use  as  little  pressure  as  will 
bring  about  the  desired  results. 

While  knowledge  of  these  facts  might 
prejudice  one  against  the  use  of  positive 
intra-pleural  pressure,  especially  high  posi- 
tive pressure,  if  it  causes  him  to  attempt 
to  obtain  results  with  maintained  negative 
pressure  he  will  become  an  artificial  pneu- 
mothorax enthusiast  because  of  the  remark- 
able results  to  be  obtained  by  negative  intra- 
pleural pressure,  with  very  few  of  the  un- 
pleasant obstacles  discussed  previously. 

The  following  objections  have  been  made 
to  low  pressure: 

1.  That  negative  pressure  will  not  stretch 
the  pleural  adhesions  which  often  exist  over 
the  pathological  portion  of  the  lung.  But 
operators  using  negative  pressure  have  all 
frequently  observed  the  stretching,  and 
sometimes  disappearance  of  adhesions.  Fur- 
thermore, when  we  admit  that  these  ad- 
hesions are  over  diseased  lung  tissues,  if 
artificial  pneumothorax  is  given  it  requires 
quite  a bit  of  nerve  or  indifference  to  use 
a positive  pressure  considering  the  danger 
of  rupturing  the  lung  and  pyothorax. 

2.  Cavities  not  collapsed  by  negative 
pressure — but  most  cavities  will  collapse 
under  negative  pressure,  if  at  all.  The  object 
should  be  to  separate  the  lung  from  the 
chest  wall,  permitting  the  pathological  por- 
tion to  contract  as  an  active  process,  which 
is  the  natural  tendency  of  all  fibrosing  lung 
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tissue,  and  not  depend  on  a passive  collapse 
as  the  result  of  positive  pressure.  If  time 
enough  is  given  collapsible  cavities,  certainly 
most  of  them  will  be  obliterated  under  nega- 
tive pressure. 

3.  That  partial  collapse  with  negative 
pressure  requires  so  much  attention  as  to 
limit  the  number  one  may  treat.  But  no 
one  is  worthy  of  administering  artificial 
pneumothorax  who  would  neglect  such  im- 
portant consideration  and  who  would  not 
willingly  give  his  time  to  the  few  whom  he 
could  offer  the  best  hopes  for  recovery. 

Some  have  claimed  that  the  diseased  lung 
is  collapsed  only  after  collapse  of  the  healthy 
lung.  This  is  true  if  the  operator  immedi- 
ately resorts  to  a positive  pressure.  But  if 
small  quantities  of  air  are  introduced,  and  a 
negative  pressure  maintained,  it  is  interest- 
ing to  watch  the  gradual  expansion  of  the 
healthier  pulmonary  tissue,  and  at  the  same 
time  the  gradual  progressive  collapse  of  the 
diseased  areas.  When  we  consider  the  elas- 
ticity of  normal  lung  tissue  and  the  tendency 
of  all  diseased  fibrosing  tissue  to  contract, 
it  is  only  reasonable  to  expect  the  collapse 
of  pathological  pulmonary  tissue  with  a 
negative  pressure  maintained. 

Without  artificial  pneumothorax,  contrac- 
tion of  pulmonary  tissues  must  displace  the 
mediastinum,  diaphragm  or  chest  wall.  While 
a fibrosing  lung  will  contract,  overcoming 
the  resistance  of  these,  and  drawing  them 
closer  together,  it  does  so  very  slowly.  This 
displacement  is  in  proportion  to  the  mobility 
of  these  parts  and  the  contractile  force  of 
the  normal  elasticity  of  the  lung  will  col- 
lapse the  fibrosing  portion,  causing  the  air 
to  collect  over  the  diseased  area.  As  the  air 
is  drawn  about  the  healing  portion,  the 
healthy  lung  is  drawn  out  approximating 
the  chest  wall,  replacing  this  air.  This  even- 
tually permits  the  patient  to  have  almost 
normal  negative  intra  pleural  pressure  and 
to  breath  with  the  healthy  portion  of  the 
lung,  while  the  pathological  tissue  is  practi- 
cally at  rest. 

Artificial  pneumothorax  which  fails  to 
obliterate  existing  cavities  is  never  satis- 
factory, regardless  of  symptomatic  results. 
Unless  cavities  present  can  be  either  ob- 
literated or  reduced  to  an  insignificant  de- 
gree of  potency,  artificial  pneumothorax 
must  be  continued  indefinitely  or  abandoned 
in  favor  of  some  more  favorable  form  of 
treatment.  But  such  a collapse  should  usual- 
ly be  accomplished  by  frequent  refills  under 
negative  pressure.  Reexpansion  of  the  health- 
ier portion  will  invariably  result  if  the  lung 
is  not  too  firmly  adhered  to  permit  the 
collapse  of  the  pathological  portion.  If  there 
are  present  adhesions  which  make  high  pos- 
itive pressure  necessary,  the  case  is  usually 


not  one  suitable  for  artificial  pneumothorax. 

By  means  of  negative  pressure  with  fre- 
quent roentgenograms  or  fluoroscopic  ex- 
aminations, all  the  good  to  be  had  from  arti- 
ficial pneumothorax  may  be  had  without  the 
unpleasant,  undesirable  features  accompany- 
ing mediastinal  and  diaphragmatic  displace- 
ment. Of  course,  one  using  negative  pressure 
must  give  his  patients  more  time  and  the 
patient  must  wait  longer  for  the  desired 
results.  But  I believe  that  this  is  more  than 
compensated  for  by  the  absence  of  the  dis- 
tressing symptoms  and  complications  which 
so  often  accompany  a positive  pressure  col- 
lapse. Cases  kept  on  negative  pressure  are 
relatively  free  from  dyspnea,  tachycardia 
and  the  gastro-intentinal  symptoms  often 
encountered  in  cases  treated  by  positive 
pressure.  We  have  to  resort  to  positive  pres- 
sure in  order  to  control  profuse  or  continual 
hemorrhage,  and  we  have  often  prolonged 
or  saved  a life  by  such  a procedure.  In  such 
an  emergency,  positive  pressure  is  justified, 
but  otherwise  positive  pressure  is  seldom  in- 
dicated. All  who  have  urged  high  pressure 
extensively  have,  of  course,  had  some  cases 
to  improve  greatly  with  positive  pressure. 
But  this  does  not  prove  its  value,  and  we 
must  consider  the  fact  that  most  cases 
might  have  done  as  well  or  better  on  nega- 
tive pressure,  to  say  nothing  of  the  dangers 
of  positive  pressure. 

Complications  or  Dangers 

The  complications  accompanying  pneu- 
mothorax are:  Pleural  effusion,  serous  or 
purulent;  surgical  emphysema,  spontaneous 
pneumothorax  or  collapse  following  puncture 
of  the  lung,  pleural  shock,  hemorrhage,  and 
air  embolism.  All  of  these  except  the  first 
are  quite  rare.  It  is  estimated  that  about  75 
per  cent  of  all  cases  treated  develop  a pleural 
effusion  during  some  time  of  the  treatment 
A small  percentage  of  these  result  in  em- 
pyema. Fortunately,  only  a few  experience 
more  than  a little  temporary  discomfort,  and 
only  a small  per  cent  become  actually  ill. 
But  I beg  to  repeat  that  fluid  is  much  less 
likely  to  develop  under  negative  pressure. 

The  period  over  which  pneumothorax 
should  be  continued  varies  with  each  indi- 
vidual case.  It  may  be  discontinued  in  one 
year  with  the  more  favorable  patient,  but 
it  is  sometimes  necessary  to  continue  it 
through  life. 

Results 

With  this  method  of  treatment  we  often 
see  the  most  spectacular  results.  Cases 
acutely  ill,  with  high  temperatures,  rapid 
pulse,  severe  cough,  profuse  expectoration, 
night  sweats,  rapid  loss  of  weight,  etc.,  in 
a few  months  lose  all  symptoms  and  start 
gaining  weight  every  week.  The  unilateral 
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progressive  case  is  usually  the  type  who 
gives  above  results.  In  the  case  of  chronic 
fibrosis  there  is  nothing  spectacular  to  offer, 
and  this  is  the  type  who  needs  constant  en- 
couragement. While  the  walls  of  a cavity 
are  gradually  approaching,  there  is  often  no 
change  of  symptoms,  and  an  occasional  ele- 
vation of  temperature  above  his  pretreat- 
ment days  may  develop.  However,  when  the 
cavity  is  obliterated,  and  with  it  the  sputum 
has  disappeared,  it  isn’t  difficult  to  make 
the  patient  appreciate  what  has  happened. 

These  are  the  two  extreme  cases,  the 
larger  per  cent  falling  between,  who  show 
consistent  gain,  with  absence  of  tubercle 
bacilli  from  sputum,  etc.  This  is  providing 
one  uses  proper  judgment  in  selecting  his 
case  and  properly  administering  the  pneu- 
mothorax. 

One  point  to  which  I wish  to  call  atten- 
tion with  this  method  of  treatment,  a large 
per  cent  will  be  able  to  return  to  active  life 
who  would  otherwise  be  confined  to  bed  at 
intervals  with  acute  exacerbations  the  re- 
mainder of  their  lives.  Tuberculosis  being 
essentially  an  economic  problem,  they  can 
readily  see  the  advantage  of  getting  their 
refills  and  immediately  going  on  with  their 
work. 

It  is  very  difficult  to  tabulate  the  results 
of  artificial  pneumothorax  with  any  degree 
of  accuracy  because  of  the  varying  factors 
influencing  results.  But  with  carefully  select- 
ed cases,  and  also  careful  administration  of 
pneumothorax,  with  close  fluoroscopic  ob- 
servation, the  results  justify  the  high  place 
the  procedure  has  taken  in  late  years.  If  we 
would  use  pneumothorax  in  earlier  cases  the 
results  wrould  be  much  more  favorable.  The 
fact  that  many  operators  employ  pneumotho- 
rax usually  as  a last  resort  accounts  to  a 
great  extent  for  their  unfavorable  results. 
Of  course,  all  of  us  receive  terminal  cases 
which  have  no  chance  without  artificial  pneu- 
mothorax, and  administer  it  as  a last  resort 
or  palliative  measure.  These  far  advanced 
cases  should  be  given  every  possible  chance 
to  live  more  comfortably  wiiile  they  last. 
But  let  us  hope  that  knowiedge  of  tuber- 
culosis will  advance  among  the  medical  pro- 
fession generally,  so  wre  may  receive  these 
cases  earlier.  Again  I wish  to  state  that 
nearly  every  case  of  tuberculosis  passes 
through  a stage  when  it  could  be  greatly 
benefited  by  artificial  pneumothorax.  I hope 
that  this  will  not  lead  to  the  belief  that  I am 
too  enthusiastic  as  regards  artificial  pneu- 
mothorax, for  I think  that  I realize  the 
seriousness  of  this  form  of  therapy,  except 
when  given  in  small  amounts,  under  close 
observation  and  constant  study.  No  doubt 
much  harm  has  been  done  by  the  improper 
selection  of  cases  and  the  introduction  of  too 


much  air.  We  must  conclude  that  though 
artificial  pneumothorax  has  its  limitations 
and  is  by  no  means  a cure  for  tuberculosis, 
nevertheless,  it  has  a definitely  established 
place  in  the  treatment  of  tuberculosis.  It 
should  be  used  as  an  aid  and  not  as  a sub- 
stitute for  other  proven  means  of  treatment. 
Occasional  spectacular  results  should  not 
create  blind  enthusiasm.  Neither  should  an 
occasional  failure  cause  the  discontinuance 
of  its  use.  It  should  be  used  with  care,  with 
close  clinical  and  fluoroscopic  observation, 
with  alert  apprehension  and  with  sober  but 
confident  zeal. 


CEREBROSPINAL  FEVER,  WITH  SPE- 
CIAL REFERENCE  TO  PRESENT 
EPIDEMIC 
F.  C.  JORDAN,  M.  D. 

Phoenix,  Arizona 

(Read  before  the  Arizona  State  Medical  Associa- 
tion, at  the  thirty-eighth  annual  meeting,  held  at 
Prescott,  April  18-20,  1929.) 

The  first  epidemic  of  cerebrospinal  fever 
was  reported  by  Vieusseur,  in  1805.  In  1806, 
there  was  an  outbreak  in  Massachusetts. 
Since  then,  numerous  epidemics  have  been 
reported,  but  it  wras  not  until  1904  that  the 
great  pandemic  occurred.  There  were  6,735 
cases,  with  3,455  deaths,  reported  in  Newr 
York. 

During  the  first  three  months  of  this  year, 
142  cases  of  cerebrospinal  fever  were  report- 
ed in  Arizona ; ninety-one  of  these  were  in 
Maricopa  County. 

Before  the  advent  of  serum,  the  mortality 
rate  was  uniformly  about  seventy-five  to 
eighty  per  cent. 

In  Texas,  in  1911,  1912  and  1913,  there 
w*ere  1,956  cases  reported.  The  mortality  rate 
in  the  562  that  did  not  receive  serum  wras 
seventy-seven  per  cent,  while  the  1,394  cases 
that  received  one  or  more  doses  of  serum  had 
a mortality  rate  of  thirty-seven  per  cent. 

In  Shreveport.  La.,  seventy -four  cases  were 
treated  with  serum  with  a mortality  rate  of 
thirty  per  cent. 

Frequent  spinal  punctures  without  the  use 
of  serum  have  failed  to  lowrer  the  mortality 
rate  to  any  appreciable  extent.  Serum,  if 
given  early  and  in  sufficient  amounts,  should 
reduce  the  mortality  to  about  thirty  per  cent. 

Cerebrospinal  fever  is  spread  mostly  by 
means  of  carriers;  hence,  the  difficulty  of 
eradicating  the  disease.  It  has  been  estimat- 
ed by  competent  observers  that  the  ratio  of 
carriers  to  those  wiio  really  develop  the  dis- 
ease is  about  twenty  to  one. 

In  the  army,  during  the  height  of  an  epi- 
demic, eighty  per  cent  of  the  men  w*ere  car- 
riers. Vaccines  vert  useless  in  treating  them, 
but  chemical  sprays  did  aid  materially  in 
clearing  up  these  carriers. 
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Unfortunately,  the  thorough  methods  used 
in  the  army  are  not  practicable  in  civilian 
practice,  and  we  must  seek  some  easier  meth- 
od for  the  tretament  of  the  carriers. 

The  onset  of  cerebrospinal  fever  is  usual- 
ly abrupt.  High  fever  with  vomiting  is  al- 
most always  present  in  the  infants  and  young 
children.  Older  children  have  fever  and  head- 
ache. Hypersensitiveness  is  very  common  in 
children.  They  complain  when  they  are 
moved  and  handled.  Rigidity,  especially  in 
the  neck  region,  is  quite  common,  although  it 
may  be  difficult  to  elicit  in  young  children 
until  the  second  or  third  day.  The  rigidity 
of  the  spine  increases  and  becomes  quite 
marked  and  is  one  of  the  last  symptoms  to 
disappear. 

Leukocytosis  is  invariably  present  and  is 
usually  25,000  or  more  with  ninety  to  ninety- 
five  per  cent  polymorphonuclears. 

Positive  blood  culture  is  quite  frequently 
found.  Herrick  states  that  positive  blood  cul- 
tures are  found  in  twenty-five  per  cent  of 
the  cases. 

The  Great  Lake  Training  Station  found 
seventeen  positive  blood  cultures  in  twenty- 
one  cases,  and,  in  this  series,  eighteen  re- 
covered. Purpuric  rashes  occur  in  about 
twenty-five  per  cent  of  the  cases.  These 
usually  appear  on  the  first  or  second  day, 
and  positive  cultures  have  been  obtained  from 
these  cutaneous  lesions. 

Early  spinal  puncture  should  be  done  if 
any  of  these  symptoms  are  found,  especially 
if  there  are  other  cases  in  the  vicinity.  Spinal 
punctures  should  be  repeated  if  the  previous 
fluid  is  clear  and  the  cell  count  within  nor- 
mal limits,  if  the  symptoms  of  meningitis 
are  still  present.  A practically  no'rmal  fluid 
may  become  turbid,  with  a high  cell  count 
and  meningococci  present,  within  twenty- 
four  hours.  Thirty  cubic  centimeters  of  a 
potent  serum  should  be  available  and  be  in- 
jected through  the  same  needle  if  there  is 
any  cloudiness  of  the  spinal  fluid. 

Serum  treatment,  if  it  is  to  be  effective, 
must  begin  at  the  earliest  possible  moment. 
It  should  be  given  at  regular  intervals,  usual- 
ly of  twenty-four  hours,  and  in  slightly  less 
quantities  than  the  amount  of  spinal  fluid 
removed.  Thirty  cubic  centimeters  for  the 
adult  and  fifteen  cubic  centimeters  for  the 
child  are  the  average  doses.  The  serum 
should  be  given  until  the  spinal  fluid  is  clear, 
the  cell  count  fairly  low  and  until  no  menin- 
gococci are  found  on  smear  or  culture.  Spinal 
puncture  for  drainage  and  examination  of 
the  fluid  should  be  continued  for  several  days 
after  the  discontinuance  of  the  serum.  Re- 
lapses sometimes  occur,  with  the  reappear- 
ance of  a cloudy  fluid,  and  usually  mean  an 
extension  of  the  infected  area.  Relapses  are 


usually  of  bad  import  as  most  of  these  cases 
die  in  spite  of  vigorous  serum  treatment. 

English  bacteriologists  have  established  a 
classification  placing  all  the  various  types  of 
meningococci  into  four  classes  which  they 
designate  one,  two,  three,  four.  They  have 
made  serums  for  each  type,  but  have  only 
succeeded  in  making  a serum  of  high  cura- 
tive value  from  type  one.  A series  of  sixty- 
three  cases  of  type  one  meningitis  were  treat- 
ed with  type  one  serum ; of  these,  only  four 
died.  They  recommend  that  all  cases  should 
be  given  a potent  polyvalent  serum  until  the 
specific  type  is  determined,  then  type  one 
meningitis  serum  should  be  used  exclusively 
in  type  one  meningitis. 

Antimeningococcic  serum  is  given  intra- 
spinally  in  most  cases;  however,  in  the  last 
few  years,  cistern  puncture  is  being  used 
more  and  more.  It  would  seem  that  the  cis- 
tern method  is  the  most  logical  method,  for 
the  serum  is  placed  in  direct  contact  with  the 
infected,  area.  Serum  given  intravenously  is 
often  useful  and  should  be  used  in  cases  that 
do  not  respond  to  intraspinal  therapy.  In 
children,  it  may  be  given  intramuscularly  or 
intraperitoneally  with  good  results.  Serum 
reactions  may  cause  alarm,  but  they  can  be 
controlled  with  adrenalin  and  atropine  and 
the  serum  should  not  be  discontinued,  if 
needed,  when  these  reactions  are  present. 

The  immunity  conferred  by  thai  injections 
of  vaccines  has  not  been  definitely  deter- 
mined and,  until  there  is  more  proof  of  its 
effectiveness,  it  will  not  be  generally  used. 
We  have  seen  one  case  develop  six  weeks  af- 
ter taking  three  prophylactic  doses  of  vac- 
cine. 

There  were  ninety-one  cases  of  cerebrospi- 
nal fever  in  Maricopa  County  in  January, 
February  and  March  of  this  year;  fifty-sev- 
en were  males,  and  thirty-four  females;  six- 
ty died,  a mortality  of  sixty-six  per  cent. 


Years 

Cases 

Deaths 

Mortality 

1 to  5 

30 

26 

86  per  cent 

6 to  10 

16 

10 

62  per  cent 

11  to  15 

13 

6 

46  per  cent 

16  to  20 

10 

4 

40  per  cent 

21  to  25 

8 

7 

87  per  cent 

31  to  60 

9 

5 

55  per  cent 

26  to  30 

4 

1 

25  per  cent 

Over  60 

1 

1 

100  per  cent 

Replies  to  a questionnaire  sent  to  all  the 
physicians  in  Maricopa  County  give  the  fol- 
lowing data  in  thirty-five  cases: 


Males  were  affected  twice  as  frequently  as 
females. 

• # 

Thirty-two  cases  received  serum,  with  thir- 
teen deaths,  a mortality  rate  of  forty  per 
cent. 

Three  cases  not  receiving  serum,  died. 

The  average  amount  of  serum  per  patient 
was  ninety  cubic  centimeters. 

The  smallest  amount  of  serum  given  was 
ten  cubic  centimeters. 
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The  largest  amount  of  serum  540  c.c.  Both 
patients  recovered. 

There  were  very  few  sequelae.  One  devel- 
oped a blindness  in  one  eye.  Meningococci 
were  found  in  smears  of  the  purulent  con- 
junctivitis. This  child  is  also  deaf  in  both 
ears.  Three  other  cases  had  minor  sequelae ; 
one  developed  pupillary  changes,  two  devel- 
oped weakness  of  the  legs. 

Conclusion:  The  high  mortality  rate  in 
this  epidemic  was  due,  first,  to  the  large 
number  of  fulminating  cases;  second,  many 
patients  were  not  given  serum  in  adequate 
amounts. 

DISCUSSION 

DR.  C.  C.  HEDBERG,  (Jerome) : I think  the  doc- 
tor has  covered  this  subject  very  thoroughly.  . In 
this  district  we  have  been  very  fortunate  in  having 
few  cases;  to  date  I think  there  have  been  three. 
My  own  experience  dates  back  several  years  in  the 
contagious  pavillion  of  the  Los  Angeles  General  Hos- 
pital. 

Meningococcus  is  the  only  organism  invading  the 
meninges  not  having  a mortality  of  100  per  cent. 
To  obtain  results,  early  diagnosis  is  of  the  first  im- 
portance, early  recognition  of  symptoms  before  the 
permanent  symptoms  occur.  Of  course  to  make  the 
differential  diagnosis  spinal  puncture  must  be  done. 
With  a purulent  fluid,  especially  in  the  presence  of 
other  cases,  I think  one  is  safe  in  diagnosing  menin- 
gitis, and  should  give  serum  immediately  without 
waiting  for  examination  of  the  fluid. 

In  examining  the  fluid,  a point  to  be  remembered 
is  that  if  no  organisms  are  found,  it  is  either  tuber- 
culous or  meningococcic.  In  any  other  form  of  puru- 
lent fluid,  organisms  are  said  to  be  present  in  large 
numbers  from  the  beginning,  whereas  in  menin- 
gococcus meningitis  they  may  not  be  found  early, — 
there  may  be  nonq  present  at  all.  If  one  thinks  of 
that  as  tuberculous  meningitis,  treatment  may  not 
be  established  early  enough. 

At  the  time  I took  care  of  some  of  these  cases, 
the  attending  staff  questioned  the  value  of  serum. 
At  the  present  time  I believe  the  concensus  of 
opinion  is  that  it  has  definite  value,  but  its  value 
is  not  comparable  to  that  of  the  antitoxin  of  diph- 
theria, etc. 

Free  drainage  of  the  meninges  is  thought  to  be 
an  important  part  of  the  treatment  and  frequent 
lumbar  punctures,  of  course  with  the  administra- 
tion of  serum,  is  a means  of  establishing  drainage. 
Many  cases  will  apparently  have  much  relief  from 
lumbar  puncture  without  administration  of  serum. 
It  is  considered  that  if  these  punctures  can  be  done 
at  other  sites  than  the  usual  lumbar  region,  for 
instance  the  cistern  puncture  mentioned  in  Dr. 
Jordan’s  paper,  or  even  farther  up,  the  chances  of 
recovery  are  increased.  It  requires  the  co-opera- 
tion of  the  surgeon  for  it  may  mean  trephining  or 
draining  the  ventricles.  If  the  serum  has  value, 
the  closer  it  is  administered  to  the  site  of  the  cis- 
tern the  better  the  possibilities  of  recovery.  In  in 
fants,  before  the  closure  of  the  fontanel  you  have 
there  a very  effective  place  for  treatment,  espe- 
cially as  it  is  very  difficult  to  continue  treatment 
through  lumbar  puncture  for  any  length  of  time. 
It  can  bq  carried  out  several  times  without  appar- 
ent damage  to  the  child. 

DR.  ROBERT  S.  FLINN,  (Prescott):  I would 
like  to  make  a plea  for  more  frequent  use  of  cis- 
tern puncture.  It  is  no  more  dangerous  and  as  Dr. 
Jordan  has  said,  is  theoretically  the  ideal  place  in 
which  to  inject  the  fluid. 


In  Prescott,  as  far  as  I know,  there  have  been 
only  two  cases  in  the  last  year.  Irf  my  large  num- 
ber of  cases,  i.  e.  one  Mexican  child,  I used  the 
serum  early  and  the  patient  returned  to  normal 
in  several  days.  In  a few  days  the  child  had  an 
acute  relapse.  After  four  or  five  days  I was  able 
to  get  the  original  brand  of  serum,  gave  that  and 
recovery  was  rapid.  At  the  time  of  discharge  there 
were  no  demonstrable  sequellae. 

DR.  R.  J.  STROUD,  (Tempe):  I saw  four  cases 
in  this  epidemic,  all  males;  two  succumbed,  both 
fulminating  cases;  one  lived  and  the  other  one  I 
don’t  know  about  as  I left  it  with  another  physi- 
cian when  I came  here.  In  one  case  of  the  fulminat- 
ing type,  seen  in  consultation  ten  hours  after  the 
first  symptom,  the  temperature  was  about  107, 
the  spinal  fluid  clear,  the  laboratory  reported  no 
increase  in  cell  count  and  no  meningococci.  In 
one  case  I saw  four  days  after  the  appearance  of 
disease,  a Mexican  child  of  two  years,  cell  count 
was  1,280.  For  five  successive  days  serum  was 
given  and  the  child  recovered  with  only  the  right 
pupil  fixed  and  small.  The  third  case,  Mexican 
child  two  years,  was  brought  to  me  about  eight 
hours  from  time  of  discovery.  They  described 
every  imaginable  symptom  of  the  disease.  The 
child  died  about  four  hours  later,  although  serum 
was  given.  Spinal  tap  showed  over  2000  cell  count. 
The  fourth  case,  boy  of  nine,  seen  first  by  a chiro- 
practor and  treated  for  typhoid  for  one  week.  They 
said  the  child  had  apparently  got  better.  At  the  en  1 
of  a week  severe  symptoms  developed  and’  a physi- 
cian was  called.  After  all  this  time,  the  spinal  fluid 
was  clear  with  125  cell  count  and  no  meningococci; 
in  a very  short  time  the  fluid  was  cloudy  and  the 
count  of  some  2000.  I believe  in  always  taking  out 
ten  or  fifteen  cc.  more  than  is  put  in.  I don’t  know 
whether  we  could  call  this  a relapsed  case,  or  just 
one  which  ran  along  with  very  few  symptoms.  The 
cell  count  can  not  always  be  relied  upon  because  of 
the  swelling  at  the  base  of  the  brain. 

DR.  C.  N.  PLOUSSARD,  (Phoenix):  I believe, 
during  the  present  epidemic,  I have  seen  along  with 
some  other  physicians,  probably  thirteen  or  four- 
teen cases.  There  are  probably  no  two  of  them 
alike  in  the  way  they  react  to  serum,  or  in  degree, 
time  and  intensity  of  the  symptoms.  Will  mention 
two  or  three  of  the  most  interesting  cases.  In  one 
of  them,  the  father  brought  the  baby  to  hospital 
and  then  called  the  doctor.  They  had  just  buried 
another  baby  the  day  before  which  they  said  had 
died  of  meningitis,  and  this  child,  four  years  old, 
was  sick  like  the  baby  they  buried.  This  was  three 
o’clock  in  the  morning;  did  a lumbar  puncture  and 
gave  serum.  (The  concentrated  serum  is  very  ad- 
vantageous for  use  in  babies  because  usually  we 
can  not  draw  out  very  much  fluid.)  This  child 
was  unconscious,  temperature  105.  seen  about  four 
hours  after  the  onset;  had  had  two  convulsions. 
The  spinal  fluid  was  clear;  at  10:30  the  same  morn- 
ing another  puncture  was  done,  the  fluid  still  be- 
ing clear,  and  cell  count  2;  at  4 p.  m.  another  punc- 
ture was  done,  cell  count  16,000,  and  more  serum 
given  at  that  time.  Two  more  injections  of  serum, 
10  c.c.  each,  were  given  and  in  four  or  five  days 
the  child  was  apparently  normal  in  every  way.  If 
there  had  not  been  that  history  of  meningitis  in 
the  family,  we  would  not  have  given  the  serum 
until  the  third  puncture,  which  would  probably 
have  been  too  late.  While  this  child  was  in  hos- 
pital, another  baby  from  the  same  family  was 
brought  in.  Serum  was  begun  immediately  but  the 
child  died  on  the  fourth  day.  In  another  interest- 
ing case, — a baby  of  eleven  months, — I gave  all  to- 
gether 420  c.c.  of  serum  over  a number  of  days  and 
the  baby  apparently  recovered.  About  twenty-one 
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days  later  it  developed  chills,  high  temperature;  an- 
other lumbar  puncture  revealed  the  cell  count  to  be 
32,000;  the  baby  died  about  three  hours  after  this 
relapse. 

I think  if  serum  is  begun  early  enough'  the  mor- 
tality would  be  very  much  less  than  thirty  per  cent. 

DR.  W.  WARNER  WATKINS,  (Phoenix):  There 
are  two  reasons  why  we  get  clear  fluid,  with  low 
cell  count  early  and  sometimes  late.  The  bacteria 
first  invade  the  blood  and  then  the  meninges; 
there  will  be  a stage  of  meningitis'  with;  hyperemia 
and  edema  of  the  meninges,  prior  to  the  exudate 
into  the  spinal  fluid.  I am  sure  the  doctors  have 
had  some  cases  which  they  have  seen  in  this  stage, 
and  it  speaks  well  for  their  diagnostic  ability  to 
catch  them  then. 

Swelling  and  edema  of  the  meninges  blocks  the 
passage  from  the  surface  of  the  brain  to  the  spinal 
canal.  At  one  puncture  you  may  pei'haps  get  a 
residue  of  spinal  fluid  below  the  cistern  and  at  the 
next  tap  you  wilf  get  fluid  that  has  come  down  to 
take  its  place,  bringing  the  cellular  exudate  from 
the  meninges.  This  is  a good  argument  for  cistern 
puncture,  for  the  same  thing  could  happen  in  re- 
verse direction;  it  could  prevent  serum  from  going 
up.  In  the  cases  where  the  spinal  fluid  is  cloudy 
and  then  becomes  clear,  and  the  patient  dies,  the 
explanation  undoubtedly  is  that  there  is  organiza- 
tion of  exudate  over  the  brain,  or  infection  is 
walled  off  in  the  ventricles  or  higher  up,  and  the 
cells  do  not  come  down  into  the  fluid. 

Cistern  puncture  will  undoubtedly  be  more  and 
more  used.  In  a recent  article  the  author  says  he 
is  quite  confident  it  will  take  the  place  of  lumbar 
puncture  eventually,  not  only  in  meningitis  but 
where  any  puncture  is  required.  It  i-s  not  quite 
so  easy  but  it  is  less  dangerous,  in  many  cases. 

DR.  A.  W.  MATSCHKE,  (Clemenceau) : This 
discussion  of  clear  spinal  fluid  brings  to  my  mind 
a case  which  some  of  the  men  saw  with  me, — a 
baby  sixteen  days  old.  When  I was  called  the  baby 
had  been  sick  for  two  days,  with  slight  coryza, 
and  had  been  having  convulsions  for  fifteen  to 
forty-five  minutes,  temperature  107.  Dr.  Powers 
did  a spinal  puncture  that  afternoon  and  report- 
ed fluid  under  pressure  but  clear.  The  tempera- 
ture came  down  gradually;  about  ten  o’clock  the 
baby  suddenly  died.  It  became  quite  rigid  before 
death  and  bad  bulging  of  the  fontanel.  Dr.  Pow 
er’s  diagnosis  was  cerebral  hemorrhage.  I would 
like  to  ask  if  that  could  have  been  meningitis. 

DR.  F.  I.  POWERS,  (Jerome):  This  fluid  was 
clear  to  look  at,  but  under  the  microscope  showed 
a considerable  quantity  of  old  blood  cells,  a great 
many  degenerated  blood  cells.  I think  the  child  had 
a cerebral  hemorrhage. 

I might  mention  that  we  have  two  recent  cases  of 
meningitis  here  (Jerome)  which  developed  this  week. 
I would  like  to  ask  Dr.  Jordan  when  we  may  expect 
more  cases  to  develop.  How  long  has  the  incuba- 
tion period  been? 

DR.  JORDAN  (closing):  I knew  this  paper 

would  bring  out  some  interesting  discussion  be- 
cause we  have  had  quite  an  epidemic. 

We  should  do  at  least  two  spinal  punctures.  We 
have  seen  the  first  puncture  clear  too  many  times 
to  stop  there.  Ayer,  as  you  know,  is  the  father  of 
cistern  puncture.  He  began  in  Boston  in  1920  to 
use  this  method.  He  has  injected  into  the  spinal 
canal  of  cadavers  20  c.  c.  of  india  ink,  and  found 
that  the  whole  base  of  the  brain  was  bathed  in  the 
ink  where  he  used  the  cistern  method. 

Concerning  the  clear  fluid,  in  the  case  of  a child, 
a fulminating  case,  which  was  posted  while  still 
warm,  a positive  culture  was  obtained  from  the 
heart  blood,  the  spleen  and  the  base  of  the  brain, 


yet  there  was  no  increase  of  fluid  at  this  time. 
Of  course,  if  a spinal  puncture  had  been  done  at 
this  time,  there  would  have  been  no  increase  of 
pressure  on  cell  count,  but  we  find  meningococci 
on  culture  from  these  places.  And  in  another  case, 
child  died  within  twelve  hours, — we  took  some  heart 
blood  and  some  spinal  fluid,  but  not  from  the  heart 
blood  and  some  spinal  fluid  and  obtained  a positive 
culture  from  the  spinal  fluid,  but  not  from  the  heart 
blood.  We  doubted  that  this  case  was  one  of  men- 
ingitis. t 

In  regard  to  this  cerebral  hemorrhage,— if  the 
hemorrhage  is  so  it  can  get  into  the  spinal  canal, 
of  course  you  will  get  straw  colored  fluid  and 
many  times  blood.  I have  seen  many  cases  where 
two  ounces  of  pure  blood  have  been  drawn  out  in 
spinal  puncture.  I think  this  case  was  one  of 
cerebral  hemorrhage.  They  do  have  high  tempera- 
ture, especially  towards  the  end. 

The  incubation  period  of  cerebro-spinal  fever,  we 
do  not  know.  In  some  cases  it  is  as  short  as  one 
day  and  many  cases  four  days  after  exposure.  It 
is  probably  a fairly  short  incubation  period. 

About  when  we  may  expect  more  cases.  People 
don’t  like  to  go  to  California  because  of  poliomye- 
litis; it  is  a disease  of  the  warmer  months  and 
people  like  to  go  to  California  in  the  warmer 
months.  Meningitis  is  spread  by  carriers,  and  my 
theory  is  the  same  about  Phoenix  in  the  winter 
time. 

It  is  a question  to  know  how  to  handle  these  car- 
riers. It  would  be  easier  if  we  could  find  some  way 
to  diagnose  them  or  treat  them;  like  taking  smears 
of  the  posterior  pharynx.  But  the  organisms  have 
to  be  agglutinated  to  find  whether  or  not  they  are 
virulent. 

Our  means  of  vaccinating  certainly  has  been 
disappointing  in  a number  of  ways,  although  we 
like  to  do  something  (and  people  demand  that  we 
do  something).  It  is  a question  whether  the  vac- 
cine gives  any  immunity.  It  has  not  been  proven 
like  the  typhoid  vaccine,  and  until  we  have  some 
meai  of  raising  our  resistance  or  developing  an 
immunity,  this  disease  is  going  to  reapper. 


REPORT  OF  THE  MEETING  OF  THE 
AMERICAN  COLLEGE  OF  PHYSICIANS 
IN  BOSTON,  APRIL  9 to  13,  1929. 

M.  K.  WYLDER,  M.  D. 

Albuquerque,  N.  M. 

(Read  at  meeting  of  the  Staff  of  St.  Joseph’s  Hos- 
pital, Albuquerque,  N.  M.,  May  21,  1929.) 

As  I did  not  reach  Boston  until  12:30  of 
April  9,  and  the  meeting-  started  at  2:30,  I 
did  not  get  to  the  meeting  in  time  to  hear 
all  of  the  first  address  of  welcome,  which 
was  delivered  by  Dr.  Christian  of  the  Har- 
vard Medical  School. 

Dr.  A.  S.  Beggs  delivered  the  address  of 
welcome  for  Boston  University.  He  mention- 
ed the  fact  that,  when  that  great  ship 
brought  over  the  ancestors  of  over  thirty 
million  people,  it  had,  among  its  passengers, 
Dr.  Samuel  Fuller,  the  physician,  and  from 
that  time  to  this,  Boston  has  been  known  for 
its  illustrious  physicians.  Several  early  presi- 
dents of  Harvard  were  physicians.  The  first 
medical  school  in  America  was  in  Philadel- 
phia; the  second,  in  New  York;  the  third,  in 
Boston.  The  records  of  the  early  New  En- 
gland Female  College,  which  was  one  of  the 
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early  medical  schools  in  Boston,  divided  the 
women  into  two  classes:  the  ladies  who 
raised  funds  for  the  school  and  the  females 
who  attended  the  school.  Dr.  Beggs  made 
us  all  feel  most  welcome  and  invited  us  to 
visit  any  of  the  schools  and  hospitals  and 
see  anything  they  were  doing. 

Dr.  A.  Warren  Stern,  Dean  of  Tufts  Medi- 
cal College,  stated  that  no  shore  was  so 
chilly  but  it  would  be  emotionally  stirred  by 
any  organization  headed  by  Dr.  Martin ; that 
they  like  to  think  of  Boston  as  a stage  on 
which  New  England  displays  its  talents.  He 
said  that  the  descendants  of  the  people  who 
made  Boston  famous  have  migrated  to  all 
parts  of  the  country;  that,  at  the  present 
time,  one-third  of  the  people  in  Boston  are 
foreign  born  and  two-thirds  of  them  either 
are  in  foreign  birth  or  their  parents  were 
born  in  some  foreign  land ; that  the  old  Bos- 
ton stock  is  scattered  throughout  the  coun- 
try ; that  the  emigrants  who  have  recently 
come  to  Boston  have  the  same  stimulus  as 
the  old  New  Englander,  as  they  have  had  to 
undergo  hardships  and  privations  and  that, 
due  to  these  hardships  and  privations,  they 
confidently  expect  that  their  children  will 
rise  and  that  Boston  will  retain  the  suprem- 
acy it  claimed  in  the  old  days. 

Dr.  John  M.  Birnie,  President  of  the  Mass- 
achusetts Medical  Society,  stated  it  was  a 
duty,  as  well  as  a pleasure,  as  president  of 
the  oldest  medical  society  in  the  United 
States,  to  welcome  this  meeting  of  physi- 
cians. He  emphasized  the  fact  that  the 
young  men  now  are  going  in  for  surgery; 
that  they  all  want  to  be  surgeons.  He  cited, 
as  example,  conditions  in  a hospital  that 
was  opened  two  years  ago,  in  which  there 
were  places  for  twelve  medical  and  twelve 
surgical  internes.  Before  the  hospital  was 
on°ned,  there  was  a waiting  list  for  surgical 
internes,  but  now,  after  two  years,  there 
has  never  been  the  full  quota  of  medical  in- 
ternes. 

Dr.  Lincoln  Davis,  President  of  the  Suf- 
folk District  Medical  Society,  delivered  an 
address  of  welcome  in  which  he  stated,  in 
behalf  of  everyone  who  had  not  been  heard 
from  through  representatives,  that  he  want- 
ed to  make  us  welcome  and  as  much  at 
home  as  we  could  be. 

Dr.  Cbas.  F.  Martin,  President  of  the  Am- 
erican College  of  Physicians  and  Dean  of 
the  Medical  School  of  McGill  University,  re- 
sponded to  various  addresses.  He  said  he 
considered  it  a great  privilege  to  express  his 
own  appreciation  for  the  courtesies  and  also 
his  appreciation  of  the  very  friendly  rela- 
tionship that  obtained  between  the  medical 
profession  of  the  United  States  and  that  of 
Canada  and  especially  between  the  medical 


schools  of  the  states.  He  said  that  we  bow 
at  the  shrine  of  American  medicine;  he 
hoped  our  deliberations  would  be  serious 
and  tempered  with  kindly  criticism,  and  de- 
clared that  he  saw  no  time  so  rich  in  pro- 
mise as  today. 

Dr.  Lawrason  Brown,  of  Saranac  Lake, 
spoke  on  “Tuberculosis ; A Confession  of 
Faith”.  He  stated:  “Articles  of  Faith  are 
of  value  to  point  out  a ford  across  the  water. 
There  may  be  many  fords,  but  the  Articles 
of  Faith  of  any  one  denomination  point  out 
their  path  across  the  waters”.  He  said  that 
appearances  of  health  do  not  exclude  tu- 
berculosis. It  must  be  kept  constantly  in 
mind  in  examining  any  patient.  Tuberculosis 
is  nearly  always  discovered  before  the  twen- 
tieth year.  Exposure  to  cold,  due  to  insuf- 
ficient modern  dress,  may  be  one  of  the 
causes  of  tuberculosis.  A history  of  fistula, 
adenitis,  pleurisy  with  effusion,  temperature 
of  blood  are  all  things  that  point  toward 
tuberculosis. 

Your  patient,  your  family  or  your  friend 
may  contract  it.  The  symptoms  are  many. 
Temperature  and  pulse  may  be  normal ; 
weight  below  normal.  To  fail  to  detect  signs 
of  tuberculosis  may  be  forgiven  but  failure 
to  make  a careful  examination  cannot  be 
forgiven  by  anyone.  No  single  sign  is 
pathognomonic.  Auscultation  is  most  import- 
ant. Rales  in  the  upper  third  of  chest  are 
exceeded  only  by  the  finding  of  bacillus  tu- 
berculosis in  the  sputum.  The  x-ray  is  of 
definite  help.  Many  of  the  newer  signs, 
such  as  Pottenger’s  muscle  spasm,  have  not 
proved  of  value  in  the  hands  of  others.  The 
finding  of  tuberculosis  bacillus  is  necessary 
to  determine  that  the  base  of  lesion  is  tu- 
berculosis. Stereo  films  are  the  only  thing 
to  rely  upon.  The  fluoroseope  often  fails. 
When  physical  signs  are  not  conclusive,  the 
mottling  of  the  stereo  film  is  often  of  great 
value,  and  of  considerably  more  importance 
in  children  than  in  adults.  Laryngeal  in- 
filtration is  suggestive  evidence  of  tuber- 
culosis. Sero  diagnosis  is  of  no  value.  The 
points  of  value  in  making  a diagnosis  are, 
first:  the  finding  of  the  bacillus  tuberculo- 
sis; second,  hemoptysis;  third,  pleurisy  with 
effusion;  fourth,  moist  rales  in  upper  part 
of  the  lung;  fifth,  mottling  on  the  film. 
Treatment  demands  little  knowdedge  of  drugs 
but  much  knowledge  of  the  disease  and  of 
the  patient.  The  time  allotted  is  too  short 
to  go  into  all  phases  of  treatment.  The 
struggle  is  from  diagnosis  to  death.  The 
physician  must  have  imagination,  sympathy 
and,  most  of  all,  must  realize  his  own  limi- 
tations. Patients  may  recover  anywhere ; it 
matters  more  how  they  live  than  where  they 
live.  Stimulation,  but  not  fatigue,  and  a 
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fresh  air  conscience  are  a great  help.  A 
permanent  arrest  follows  effective  treat- 
ment. Never  consider  a case  as  recovered 
under  two  or  three  years.  Food  should  be 
taken  to  gain  up  to  twenty  pounds  above 
the  usual  weight.  If  you  want  your  patient 
to  gain  in  weight,  increase  the  carbohy- 
drates. Rest  is  efficient;  if  rest  fails,  wait 
on  the  chest  phrenicotomy  and  thoracoplas- 
ty. Work  should  be  commenced  with  great 
care.  A change  of  food,  change  of  climate, 
any  change,  helps.  It  is  a crime  to  advise  a 
patient  to  change  climate  without  expert 
medical  advice.  Heliotherapy  is  of  value ; 
organotherapy  is  only  of  historical  interest; 
Serotherapy  has  failed.  Heavy  metals  are 
associated  with  great  risk. 

Dr.  Lewellys  F.  Barker,  of  Baltimore,  dis- 
cussed the  “Diagnosis  of  Milder  Affective 
Disorders”.  He  stated  that  the  feeling  tone 
of  patients  is  often  overlooked  and  misun- 
derstood by  the  physician.  The  outspoken 
cases  are  recognized  by  everyone,  but  the 
milder  depressive  or  expansive  states  are 
often  missed.  He  gave,  as  an  instance,  a 
woman  fifty-two  years  of  age,  who  was 
nervous ; unable  to  make  decisions,  with 
ringing  in  her  ears,  burning  in  the  rectum, 
nausea.  On  close  questioning,  it  was  found 
she  had  suffered  from  despondency  and  in- 
somnia twenty-three  years  before.  She  was 
found  to  be  a depressive  type.  She  had  been 
operated  on  to  relieve  the  burning  in  the  rec- 
tum ; had  also  had  a stomach  operation,  but 
had  gained  no  relief.  Her  trouble  was  of 
the  depressive  type  and  nervous  condition, 
which  operations  would  not  benefit.  A finan- 
cier came  to  the  hospital  complaining  of  loss 
of  vigor  and  interest.  He  complained  of 
being  much  more  depressed  in  the  morning 
than  in  the  afternoon ; has  a feeling  of 
anxiety,  thinks  slowly,  talks  less;  is  given 
much  to  self-accusation.  The  expansive  states 
are  the  exact  counterparts  of  these  depres- 
sive types  or  negative  states.  In  the  ex- 
pansive types,  patients  are  over-optimistic; 
they  have  lost  their  sense  of  value.  Money 
means  nothing  to  them.  They  surprise  their 
family  and  friends  with  their  wonderful 
energy;  they  are  capable  of  long  concentrat- 
ed effort;  they  write  many  letters.  The  re- 
cognition of  these  affective  disorders  is  of 
vast  importance,  much  more  than  the  treat- 
ment, because  the  treatment  is  nil.  They 
run  their  course  and  have  their  periods  of 
relaxation  and  exacerbation.  Regardless  of 
the  treatment,  the  cases  are  not  shortened. 
The  first  doctor  who  treats  the  case  always 
gets  a black  eye  and  the  last  doctor,  no 
matter  what  he  does,  always  gets  the  credit. 

Dr.  I.  M.  Rabinovitch,  of  Montreal,  dis- 
cussed “Juvenile  Diabetes”.  His  paper  was 


largely  illustrated  with  tables,  but  his  con- 
clusions were  that,  with  children,  using  in- 
sulin, you  can  reduce  the  blood  sugar  and 
by  keeping  the  blood  sugar  low  constantly, 
not  allowing  it  to  come  up  in- the  night  and 
come  down  in  the  morning,  you  can  in  time 
reduce  the  amount  of  insulin.  You  can  bene- 
fit a high  percentage  of  these  cases  and  can 
cure  quite  a number. 

Dr.  James  E.  Paullin,  of  Atlanta,  Geor- 
gia, read  a paper  on  “Glycosuria”.  This  paper 
also  was  largely  slides  and  tables,  but  his 
conclusions  were  that  glucose  per  se  does 
not  occur  in  the  human  urine;  lactose  and 
levulose  do. 

Dr.  M.  C.  Pincoffs,  of  Baltimore,  discussed 
“The  Clinical  Aspects  of  Paroxysmal  Hyper- 
tension. By  paroxysmal  hypertension  he 
meant  coming  on  suddenly : a sudden  rise  in 
the  systolic  pressure  of  as  much  as  fifty  mil- 
limeters, coming  on  in  a half  hour’s  time.  He 
cited  different  things  which  might  cause 
this;  namely,  cardiac  angina  pectoris,  ure- 
mia, eclampsia,  asphyxia,  gastric  crises  and 
paraganglioma  of  the  adrenals.  These  tumors 
of  the  adrenals  stimulate  the  vaso-constrie- 
tors  and  there  is  great  danger  of  apoplexy 
in  these  paroxysms.  Many  cases  of  apoplexy 
are  caused  by  any  condition  which  brings 
on  a sudden  rise  in  the  blood  pressure. 

Dr.  A.  M.  Snell,  of  Rochester,  Minn.,  dis- 
cussed the  study  of  100  cases  of  Addison’s 
disease.  This  paper  was  also  largely  of 
charts  and  tables  and  made  a special  study 
of  the  acidity  of  the  gastric  contents  and 
found  that  in  fifty  per  cent  of  the  cases 
there  was  a complete  an-acidity;  low  acidity 
in  twenty-five  per  cent  and  normal  acidity  in 
the  other  twenty-five  per  cent.  The  only 
therapy  he  suggested  was  adrenalin  therapy. 
Most  of  these  cases  died  suddenly.  They 
absolutely  will  not  stand  surgery  and  they 
all  die. 

Dr.  George  R.  Minot,  of  Boston,  discussed 
the  “Fundamental  Nature  of  Deficiencies”. 
He  stated  that  ill  health  arises  from  some 
essential  lack  of  ingredient  used  in  the  man- 
ufacture of  hormones,  as  a lack  of  vita- 
mines;  a deficiency  of  vitamines  and  fluids 
in  the  food  may  give  rise  to  many  types  of 
disorders.  The  diseases  due  to  excesses  are 
much  better  understood.  The  diseases  due 
to  a deficiency  come  on  as  a result  of  a 
lack  running  over  a period  of  years  before  it 
manifests  itself.  If  we  study  the  dietary 
history  of  our  patients,  we  will  be  able  to 
ferret  out  many  of  these  deficiencies.  A 
great  many  people  live  on  diets  low  in  vita- 
mines.  These  deficiencies  are  more  notice- 
able during  the  period  of  growth.  Pale  and 
undernourished  children  usually  do  not  re- 
ceive sufficient  vitamines.  He  cites  the  case 
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of  a woman  of  45  years,  colored.  She  suf- 
fered from  indigestion,  loss  of  weight,  an- 
emia. Her  hemoglobin  was  48.  For  years  she 
had  had  practically  no  meat.  She  was  put 
on  a diet  of  liver,  green  vegetables  and  milk, 
and  quickly  recovered.  Another  case  was 
cited : a man  who  had  taken  a great  deal  of 
broth  complained  of  cardiac  asthma,  diar- 
rhea and  nausea.  He  was  found  to  be  an- 
emic, with  a low  hemoglobin.  This  man 
was  placed  on  a liver  ration  and  he  has  been 
well  for  one  and  one-half  years.  Anemia  and 
indigestion  can  often  be  alleviated  by  the 
proper  diet.  Inability  to  obtain  proper  food 
may  cause  pernicious  anemia.  Liver  diet, 
in  pernicious  anemia,  brings  up  the  blood 
count,  relieves  the  peripheral  neuritis,  but 
the  achylia  gastrica  does  not  improve.  In- 
fections lower  the  sugar  tolerance  and  are 
the  chief  cause  of  lowered  blood  count,  in 
diabetics.  Degrees  of  deficiency  vary  in 
individuals  and  each  case  is  a law  unto  it- 
self. Attempt  to  make  the  blood  count  nor- 
mal. Many  types  of  deficiency  occur  in 
man  and  should  be  corrected. 

“The  Pathology  of  Deficiencies”,  by  S. 
Bert  Walbach  of  Boston.  He  said  this  sub- 
ject was  entirely  too  large  to  cover.  Many 
of  these  deficiencies  have  certain  things 
in  common  as  sterility  in  both  sexes  due  to 
a lack  of  vitamine  A and  E.  The  anti-steril- 
ity vitamines  are  found  in  butter,  cod-liver 
oil  and  the  germs  of  seeds.  If  deprived  of 
these  vitamines  over  a stretch  of  one  or  two 
generations,  the  offspring  become  sterile. 
Vitamine  B has  been  divided  into  three  sub- 
classes and  it’s  likely  that  what  we  have 
considered  as  vitamine  B is  in  reality  three 
different  vitamines.  Beri-beri  in  man  can 
ibe  cured  in  a few  hours  by  the  use  of 
vitamine  B.  Rickets — vitamine  D.  Changes 
in  animals  are  practically  the  same  as  in 
humans.  Cannot  get  material  in  many  of 
these  cases  as  very  few  of  them  die. 

“Pernicious  Anemia”,  by  Randolph  West, 
of  New  York.  The  idiopathic  anemia  af- 
fects the  gastro-intestinal  tract,  the  blood 
and  the  central  nervous  system.  Achylia 
gastrica,  with  a complete  absence  of  acid, 
has  been  reported  by  numerous  workers.  The 
achylia  antedates  the  anemia.  With  the 
liver  diet,  the  blood  is  built  up  but  the 
achylia  persists.  The  b’ood  cholesterol  is 
reduced,  the  blood  improves.  The  marrow 
also  becomes  normal  on  feeding  of  liver,  the 
blood  cells  become  practically  normal.  Short- 
ly after  beginning  the  liver  diet,  these  pati- 
ents will  develop  a diuresis  and  the  edema 
disappears  but  the  achylia  persists.  Tape- 
worm is  another  common  cause  of  anemia. 

Dr.  William  James,  of  the  Panama  Canal 
Zone,  gave  a paper  on  “Amebiasis”.  He  stat- 


ed that  there  must  be  two  types  of  amebae ; 
in  fact,  there  are  two  types,  one  that  is 
pathogenic  and  one  non-pathogenic.  It  is 
impossible  to  distinguish  the  pathogenic 
from  the  non-pathogenic.  His  paper  was 
illustrated  with  several  hundred  slides  show- 
ing conditions  in  the  intestinal  mucosa  in- 
fected by  the  ameba.  He  stated  that  he  did 
not  feel  that  he  belonged  on  the  program 
with  Deficiency  Diseases  unless  it  was  that 
the  ameba  certainly  caused  a great  deficiency 
in  the  intentinal  mucosa.  He  had  slides  to 
show  how  the  amebae  had  buried  themselves 
in  the  sub-mucosa  and  the  muscular  coats 
of  the  intestines,  making  it  impossible  to 
scare  them  out  with  a few  doses  of  emetine. 

Dr.  Frederic  Lord,  Massachusetts  General 
Hospital,  showed  some  cases  of  pulmonary 
and  bronchial  trouble.  He  states  that  sup- 
purative lesions  of  the  lung  should  be  x- 
rayed,  bi’onchoscoped,  examined  for  spiro- 
chetes, tuberculosis  and  elastic  tissue.  He 
does  not  advise  the  use  of  Lipiodol  as,  he 
stated,  there  is  danger  of  planting  infection 
in  healthy  tissue  and  the  information  gained 
by  it  is  not  valuable.  Lobectomy  is  advised 
only  when  the  trouble  is  confined  to  one 
lobe;  incision  and  drainage  in  some  cases; 
thoracoplasty  in  others.  Pneumothorax  is 
not  applicable  to  chronic,  suppurative  pro- 
cesses. Simple  phrenectomy,  without  re- 
moving any  part  of  the  nerve,  hoping  that 
the  nerve  will  regenerate  and  reunite  and 
then  you  can  tell  whether  it  did  any  good 
or  not.  Lung  abscesses  that  last  over  eight 
weeks  do  not  heal  spontaneously.  Spirochetes 
are  frequently  found  in  suppurative  pul- 
monary processes ; he  does  not  know  whether 
they  are  the  cause  or  simply  an  incident. 
Has  used  salvarsan  without  any  benefit. 
Bronchoscopy  helped  because  it  helped  to 
establish  drainage. 

Dr.  James  E.  Paullen,  of  Atlanta,  Ga.,  dis- 
cussed several  cases  of  Luetic  Heart.  He 
stated  that  the  pupils  do  not  react;  that 
dyspnea,  pain  over  the  second  intercostal 
space  in  the  aortic  area,  increased  percus- 
sion area,  a blow  over  the  aortic  area  trans- 
mitted down  the  border  of  the  sternum,  are 
all  signs  that  look  suspicious.  Wassermann 
helps  but  will  be  negative  in  twenty  per  cent 
of  these  cases.  For  treatment,  he  advised  be- 
ginning with  mercury  and  K.I. : the  mercury, 
intramuscularly;  the  K.I.  by  mouth,  and  then 
bismuth  for  at  least  six  months  before  us- 
ing arsphenamine.  If  you  use  arsphenamine 
at  first,  there  is  grave  danger  of  killing 
your  patient. 

Dr.  Howard  B.  Sprague,  at  the  Massa- 
chusetts General  Hospital,  showed  several 
cases  of  angina  pectoris  and  stated  that 
cervical  sympathectomy  had  not  proven  of 
value.  He  said  that  the  alcohol  injection  in 
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the  para-vertebral  space  had  given  more 
relief.  Removal  of  the  dorsal  ganglion  also 
gave  relief.  He  showed  the  case  of  a girl 
who  had  suffered  for  years  with  pericarditis 
and  serositis  of  the  pericardium,  in  which 
the  pericardium  was  removed,  and  fat  laid 
over  the  heart.  This  girl  is  able  to  swim, 
dance  and  do  practically  anything  any  girl 
does. 

Dr.  Walter  Bauer  showed  a case  of  para- 
thyroid tetany  and  a hypoparathyroid  show- 
ing Chvostek’s  sign  and  carpopedal  spasm, 
serum  calcium  low,  serum  phosphorus  high, 
the  metabolic  rate  low  and  profuse  sweat- 
ing. For  treatment,  raise  the  serum  calcium 
by  the  use  of  parathyroid  extract  and  give 
calcium  salts.  Enough  parathyroid  extract 
to  keep  your  patient  comfortable  costs  about 
ten  dollars  a day.  Calcium  chloride  intra- 
venuously  is  most  effective  way  of  raising 
the  calcium. 

Dr.  Dwight  L.  Cisco  showed  a case  of 
acromegaly,  who  was  not  tall  because  her 
trouble  did  not  come  on  until  after  the  union 
of  the  epiphyses.  She  had  the  large  head, 
broad  nose  and  large,  thick,  stubby  hands. 
Also  a case  of  Froelich’s  disease:  A fat  boy 
who  weighed  32  pounds  at  six  months.  His 
memory  is  poor,  does  not  play  with  other 
children.  He  is  content  to  sit  in  a corner  and 
read  or  muse.  Shows  sexual  infantilism,  and 
the  axillary  fold  and  abdominal  girdle;  long 
tapering  fingers ; low  metabolic  rate.  The 
sella  is  very  small ; visual  field  normal.  An- 
tuitrin  does  not  give  any  permanent  relief 
in  these  cases ; in  fact,  there  is  practically 
no  treatment. 

Dr.  W.  L.  Holman,  of  Toronto,  gave  a 
talk  on  “Fatigue  and  Infection”.  His  talk 
brought  out  the  fact  that  fatigue  in  a cell 
makes  microbic  invasion  easier.  The  port  of 
entry  is  through  the  mucous  membrane.  He 
cited  an  experiment  with  rats  who  were  fed 
meal  containing  bacterial  cultures  and  died 
as  a result  of  it.  The  same  amount  of  meal 
was  fed  to  rats  that  were  not  fatigued  and 
they  were  able  to  throw  off  the  infection. 
He  cited  many  instances  but  the  principal 
point  that  he  brought  out  in  all  of  them 
was  the  fact  that  fatigue  makes  us  much 
more  susceptible  to  infections  and  that  the 
constant  sources  of  infection  have  their  op- 
portunity of  invasion  when  the  person  is 
fatigued. 

Dr.  0.  H.  Perry  Pepper,  of  Philadelphia, 
discussed  “The  Relation  of  Neisserian  In- 
fection to  the  Various  Types  of  Arthritis”. 
He  stated  that  it  is  a difficult  thing  to  tell 
whether  arthritis  is  Neisserian  or  not;  that 
frequently  polyarthritis  is  found  to  be  Neis- 
serian the  former  opinion  being  that  Neis- 
serian arthritis  was  always  limited  to  one 


joint  and  that,  unless  associated  with  acute 
Neisserian  infection,  it  was  almost  impos- 
sible to  tell.  He  stated  that  primary  articular 
rheumatism  seldom  occurs  after  twenty  years 
of  age  and  it  occurs  about  equally  in  males 
and  females.  The  presence  of  endocarditis 
accompanying  it  argues  for  a rheumatic  pro- 
cess. The  same  also  applies  to  pericarditis. 
The  complement  fixation  test  is  of  valune; 
however,  you  may  be  led  astray  on  that,  as 
a positive  test  may  be  the  result  of  a vaccine 
that  has  been  given  previously.  Joint  punc- 
ture is  not  found  to  be  of  value.  Biopsy  may 
give  information.  Salicylates  give  much 
more  relief  in  rheumatic  types  than  in  the 
Neisserian.  In  other  words,  it  is  very  dif- 
ficult to  be  sure  whether  you  have  a true 
Neisserian  arthritis  or  whether  it  is  a rheu- 
matic condition. 

Dr.  Harlow  Brooks,  of  New  York,  dis- 
cussed “The  Treatment  of  Angina  Pectoris”. 
He  stated  that  angina  pectoris  is  not  a dis- 
ease but  simply  a symptom  complex;  that 
the  lesions  may  and  do  exist  a great  deal 
of  the  time  without  any  symptoms;  that 
these  symptoms  are  dangerous  when  the 
cause  is  a dangerous  one.  They  may  be 
caused  by  coronary  thrombosis,  aortitis, 
myocarditis.  The  symptoms  are  produced 
by  nervous  irritability.  The  basic  pathology 
is  cardiovascular  lesion.  Over-exertion  in 
these  cases  is  very  dangerous;  adequate  ex- 
ercise is  to  be  encouraged.  Excesses  of  all 
kinds  should  be  prohibited.  Emotional  stress- 
es should  be  avoided.  Habits  of  health  and 
adequate  sleep  are  necessary;  in  short,  be 
temperate  in  all  things.  Infections  should 
be  treated  carefully  and  early.  Immuniz-e 
against  typhoid  fever  and  other  infections. 
Taking  vacations  is  a great  help.  Old  men 
who  try  to  play  tennis  with  their  sons,  out- 
jump  or  out-swim  them,  often  hasten  their 
own  deaths.  Early  recognition  of  syphilis 
should  be  followed  by  treatment  with  mer- 
cury and  iodides.  Early  cases  can  be  cured, 
late  cases  can  be  helped,  but  don’t  use  sal- 
varsan.  Rheumatic  infections  lead  to  these 
troubles.  Salicylates  and  colchicum  are  of 
great  help.  He  sees  no  objections  to  the 
moderate  use  of  tobacco  and  recommends  a 
drink  of  whiskey  at  bed  time  for  those  sub- 
ject to  nocturnal  attacks.  Determination  of 
the  amount  of  rest  required  calls  for  an 
intimate  knowledge  of  the  patient.  Give 
nitrites  both  at  the  time  of  the  attack  and 
between  attacks.  Digitalis  often  makes  them 
worse.  Caffein  helps  in  small  doses  and  also 
strychnine  in  small  doses.  Diet  is  unimport- 
ant. Surgery  fails  as  often  as  medicine  in 
these  cases.  Removal  of  the  sympathetic 
ganglion  gives  some  relief,  but  usually  short- 
ens life,  as,  after  the  removal  of  the  gan- 
glion, no  warning  is  giving  of  impending 
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danger  and  the  danger  is  approached  blind- 
ly. This  operation,  if  performed,  should  be 
done  by  a neural  surgeon  and  one  who  is 
thoroughly  familiar  with  the  dangers  con- 
nected therewith. 

“The  Coronary  Problem”,  by  Dr.  Arthur 
K.  Elliott,  of  Chicago.  Coronary  pathology 
may  exist,  and  often  does,  without  any  signs 
or  symptoms.  Next  to  the  aorta,  the  coronary 
is  the  artery  most  often  affected.  Heart 
muscle  weakness  more  often  occurs  from 
coronary  pathology  than  any  other  cause. 
Some  cause  great  pain  and  others  none. 
After  the  obstruction  has  come  on,  new 
anastomosis  seems  to  help.  In  these  cases  of 
angina  pectoris  the  electrocardiogram  will 
indicate  muscle  lesions.  If  we  live  long 
enough,  we  will  develop  coronary  troubles, 
but  our  hearts  are  no  older  than  the  rest  of 
our  bodies.  Every  man  above  forty  is  either 
a fool  or  a physician.  He  either  takes  advice 
and  takes  the  best  care  of  himself,  or  goes 
on  like  a fool  to  his  death.  Tachycardia 
coming  on  after  middle  life  should  make  us 
look  for  the1  cause  and  make  us  look  out. 
These  cases  require  careful  study. 

Dr.  Lewis  A.  Conner,  of  New  York,  dis- 
cussed the  Clinical  Aspects  of  Trichiniasis, 
stating  that  most  cases  are  isolated  or  spora- 
dic ; that  the  onset  often  resembles  typhoid 
fever.  The  fever  begins  somewhat  abruptly 
and  runs  from  ten  days  to  several  weeks  and 
then  goes  down  by  lysis.  Muscular  pain 
may  be  great,  mild,  or  absent.  There  is  also 
a cough  and  sweating.  No  one  of  the  above 
symptoms  is  essential.  After  the  initial 
gastro-intestinal  attack  there  may  be  no 
fever.  Eosinophilia  is  usually,  but  not  al- 
ways, present.  Eosinophilia  may  remain  low 
for  weeks  and  then  increase  suddenly.  The 
Widal  test  is  often  positive.  Some  cases  re- 
semble meningitis ; others  show  throat  symp- 
toms with  edema  of  the  glottis,  edema  of 
the  eyes  and  face.  Epigastric  pain  is  the 
chief  symptom. 

Dr.  Austin  F.  Riggs,  of  Stockbridge,  Mass., 
discused  “Psychiatry  in  Relation  to  Medi- 
cine”. He  stated  that  psychiatry  is  a major 
expression  of  neurology  and  should  be  spok- 
en of  as  neuropsychiatry.  Psychiatry  may 
play  an  important  part  in  every  disease. 
Medicine  needs  a full  partnership  with  psy- 
chiatry. You  may  neglect  the  orthopedic 
features  of  the  disease  but  not  the  psychia- 
tric, fcr  the  patient’s  personal  reaction  de- 
termines the  outcome.  He  cited  the  case  of 
a patient  much  depressed,  with  duodenal 
ulcer.  The  ulcer  was  removed,  but  the  de- 
pression did  not  recede.  Patient  was  sent 
home  and  died  from  her  most  important 
disease  by  suicide.  Neurosis,  neurasthenia, 
is  a poor  diagnosis.  Psychiatry  can  help 


medicine.  How?  Teach  more  neurology  and 
more  neuropsychiatry  in  the  medical  schools ; 
educate  physicians  at  large;  urge  the 
members  of  the  medical  profession  to  read 
reports  with  particular  reference  to  nervous 
conditions.  More  hospital  beds  are  filled  by 
nervous  and  mental  cases,  in  this  country, 
than  by  all  other  causes. 

Dr.  Alfred  S.  Warthin,  of  Ann  Arbor, 
spoke  of  “Syphilis  of  the  Adrenals  and  its 
Relationship  to  the  So-called  Idiopathic  Ad- 
dison’s Disease”.  Hypo-adrenalism  is  not 
noted  by  clinicians.  Simmons  showed  that 
the  adrenals  were  often  affected  in  syphilis. 
About  fifteen  per  cent  of  Addison’s  disease 
were  caused  by  syphilis  and  many  of  the  so- 
called  Addison’s  disease  cases  are  cases  of 
syphilis.  His  conclusions  were  that  a large 
per  cent  of  the  cases  of  Addison’s  disease 
were  really  syphilis  of  the  adrenals. 

Dr.  R.  I.  Rizer,  of  Minneapolis,  discussed 
a case  of  Syphilis  of  the  Lung,  in  which  he 
made  the  diagnosis  and  the  autopsy  findings 
proved  his  diagnosis  correct. 

At  the  Boston  Children’s  Hospital,  Dr. 
Osgood.  Orthopedist,  showed  a number  of 
cases  of  bone  sepsis,  in  which  he  stated  he 
thought  they  had  gotten  better  results  by 
conservation,  waiting  until  the  suppuration 
had  pointed,  so  that  the  pus  could  be  re- 
moved by  what  he  called  a simple  medical 
incision.  He  said  that  above  all  you  must 
observe  the  constitutional  trend  of  the  pa- 
tient, and  if  he  seems  to  be  getting  along 
nicely,  be  conservative,  but  if  he  starts  the 
other  way,  it  is  time  to  act  quickly. 

Dr.  Cook  showed  a case  of  a Foreign  Body 
in  the  Esophagus,  a case  of  Acute  Edema  of 
the  Lung  from  Anaohylactic  Shock,  and  a 
child  with  Encephalitis  due  to  Lead  Poison- 
ing. It  was  found  that  the  child  had  been 
eating  naint  off  the  furniture.  Dpath  in  these 
cases  is  a respiratory  death.  They  can  be 
helped  with  magnesium  sulohates ; however, 
magnesium  may  prove  dangerous,  so  you 
should  always  have  calcium  chloride  on  hand 
when  using  it,  as  they  are  absolute  antagon- 
ists. Use  magnesium  sulnhate  by  mouth  and 
intravenuously.  The  action  is  sedative  and 
it  also  dehydrates.  Moving  pictures  were 
shown  of  different  types  of  acidosis  and 
tetany,  showing  a child  brought  in  in  a state 
of  coma  from  diabetes.  They  showed  the 
treatment  and  the  same  child  the  next  day 
beating  on  a drum.  There  were  also  moving 
pictures  of  a case  of  tetany,  different  types 
of  encephalitis  and  a case  of  meningitis.  In 
this  way  the  most  typical  cases  are  pre- 
served and  can  be  shown  at  any  time  by 
putting  them  on  the  screen. 

Dr.  Bronson  Crothers  spoke  of  Neurology 
in  Children,  stating  that  neurologists  like  to 
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name  the  degeneration  syndromes.  He  said 
syndromes  do  exist  but  are  not  important. 
Many  infections  hit  the  child  and  leave  the 
nervous  system  damaged  and  the  need  is  to 
fix  it.  He  prefers  the  physiological  diagnosis 
to  a diagnosis  of  syndromes.  Birth  injury 
is  one  of  the  common  things  that  cause 
neurosis  in  infants.  Spasms,  paralysis  and 
difficulty  of  control  with  the  use  of  obstetri- 
cal forceps  and  the  result  of  long,  hard  labor, 
tear  the  tentorium,  which  gives  a hemor- 
rhage around  the  basal  ganglion  and  will  give 
a muscle  uncertainty.  If  the  hemorrhage  is 
around  the  cortex,  the  mentality  will  be  af- 
fected. 

Dr.  Harry  C.  Solomon,  of  Boston,  discuss- 
ed “The  Treatment  of  General  Paresis”.  He 
said  that  not  all  forms  can  be  arrested.  If 
treated  early  they  can  be  arrested.  Mercury 
and  iodides  and  salicylates  will  arrest  a 
good  many  of  these  cases.  Ventricular  in- 
jections have  made  spectacular  arrests. 
Thirty  per  cent  of  these  are  benefited  by 
malaria.  Tryparsamid  helps,  perhaps,  a little 
more  than  the  malaria.  Cases  of  the  more 
malignant  types  of  nervous  syphilis  can  be 
arrested.  In  an  occasional  case,  a combina- 
tion of  malaria  with  typarsamid  will  be 
found  better  than  either  one  alone.  These 
are  not  valuable  in  the  later  cases.  One  pa- 
tient received  183  injections  of  tryparsamid 
in  five  years.  It  does  not  seem  to  have  any 
cumulative  effect. 

Dr.  Arthur  H.  Ruggles,  of  Providence, 
discussed  “Psychiatry’s  Part  in  Preventive 
Medicine”.  He  said  that  nervous  diseases  are 
not  increasing,  but  more  cases  are  being  rec- 
ognized today  than  formerly.  We  should 
study  the  patient’s  mind  as  well  as  his  body. 
Focal  infections  should  not  be  neglected  but 
there  is  danger  of  over-enthusiastic  physi- 
cians exaggerating  their  importance  and 
making  neurasthenics  of  their  patients.  Psy- 
chiatry has  a great  mission  in  medicine  in 
bringing  about  a better  understanding  of 
the  patient’s  personality.  Adjust  the  pa- 
tient’s personality  as  early  as  possible.  Some 
of  our  large  universities  have  full  time 
psychiatrists.  He  cited  the  case  of  a fresh- 
man student  who  could  not  sleep.  Upon  in- 
vestigation it  was  found  that  his  father  had 
broken  down.  The  psychiatrist  succeeded  in 
encouraging  the  boy  and  got  his  mind  off 
his  troubles  and  he  was  able  to  complete  his 
course.  It  is  not  so  much  a question  of  rec- 
ognizing a disease  as  it  is  of  recognizing 
conditions. 

Dr.  R.  Cook,  of  New  York,  spoke  of  “De- 
layed Hypersensitive  Reactions  in  Man”, 
giving  instances  of  people  who  had  been 
eating  a certain  food  for  a long  time  with- 
out any  reactions  and  then  developed  severe 


reactions.  He  spoke  of  a woman  who  had 
been  eating  pork  all  her  life  when  suddenly 
she  developed  an  edema  for  which  they 
could  give  no  cause.  After  checking  up  the 
various  foods  she  was  eating,  they  suspect- 
ed the  pork.  She  left  off  eating  pork  and  the 
edema  disappeared.  After  a few  weeks  she 
ate  pork  again  and  the  edema  returned. 
Another  woman,  who  developed  urticaria, 
had  been  eating  chocolates  all  her  life.  Being 
unable  to  lay  it  to  any  other  food,  they  cut 
out  the  chocolates  and  the  urticaria  disap- 
peared. When  she  started  eating  chocolates 
again,  the  urticaria  returned.  Dr.  Cook  cited 
instances  where  various  other  foods,  as 
clams,  had  done  the  same  thing,  but  he  of- 
fered no  explanation  as  to  why  this  sensi- 
tiveness developed;  in  fact,  the  only  explan- 
ation he  offered  was  that  it  was  a delayed 
hypersensitiveness  that  came  on  after  a 
long  time  but,  once  it  was  established,  it 
was  permanent. 

Dr.  J.  B.  Herrick,  of  Chicago,  discussed 
“Acute  Coronary  Obstruction”.  He  said  that 
patients  have  died  but  the  subject  lives;  that 
he  had  had  several  cases  that  lived  long 
enough  for  study.  In  many  of  these  cases, 
the  sign  is  simply  a very  slight  pain,  like  a 
stitch  pain,  which  lasts  for  a short  time  and 
then  disappears.  This  is,  likely,  a thrombus 
in  some  of  the  smaller  branches  of  the  cor- 
onary artery.  Many  of  these  cases  never 
even  see  a doctor.  One  man  had  noticed  a 
slight  pain,  in  the  left  side  of  his  chest,  at 
repeated  intervals,  for  two  or  three  days. 
He  thought  it  was  of  no  consequence ; how- 
ever, he  told  his  family  about  it.  After  three 
days,  while  walking  down  the  street,  he 
dropped  dead.  A woman  who  had  been  in  bed 
on  account  of  pre-cardiac  pain,  awoke  in  the 
morning  and  said  she  was  feeling  better; 
she  got  up,  fixed  her  own  hair,  ate  a hearty 
dinner,  then  lay  down  to  take  a nap  and  was 
found  dead  in  bed  that  afternoon.  Some  of 
the  most  serious  cases  have  very  little  pain. 
A marked  drop  in  blood  pressure  is  very 
significant  and  a great  aid  in  diagnosis. 
Diagnosis  is  difficult  in  a patient  with  gall- 
stones and  coronary  trouble.  One  patient 
with  gall-stones  died  on  the  table  during  a 
gall-bladder  operation.  The  autopsy  showed 
occlusion  of  the  coronary  artery,  but  the 
gall-bladder  pathology  was  also  there.  In- 
fection with  arteritic  changes,  is  a usual 
cause.  The  picture  must  not  be  drawn  with 
too  definite  lines,  you  must  allow  for  many 
differences.  If  we  only  keep  this  in  mind, 
we  will  recognize  these  conditions  earlier. 

Dr.  David  Riesman,  of  Philadelphia,  spoke 
of  “The  Failing  Heart  of  Middle  Life”.  He 
said  that  many  men  go  to  pieces  at  fifty. 
What  causes  this?  Middle  life  is  a phys- 
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iological  period.  Men  are  trying  to  push  it 
on  to  later  years  and  women  are  pushing  it 
forward.  The  increase  in  deaths  at  this  age 
is  due  to  myocardial  failure;  syphilis  and 
rheumatism  play  a small  part.  Worry,  over- 
eating and  loss  of  sleep  are  also  factors. 
Focal  infections,  over-exercise,  excesses  of 
any  kind,  also  hereditary  constitutional  fac- 
tors are  of  great  importance.  Familial  ten- 
dencies, family  history,  myocarditis  and 
myocardosis,  shortness  of  breath.  A myo- 
cardial patient  has  a cough.  A digestive  type 
of  patient,  with  a poor  appetite,  is  diagnosed 
as  stomach  and  liver  trouble  because  he 
insists  on  it  being  called  that.  He  was  given 
digitalis,  rhubarb  and  soda  and  got  better 
at  once.  More  heart  cases  are  without  val- 
vular trouble  than  those  that  have  it.  In 
the  oppressive  type  we  have  a galloping 
rhythm.  A double  sound  indicates  a myo- 
cardial disease.  The  electrocardiograph  may 
lead  you  into  error.  It  is  something  like  a 
Wassermann.  If  the  cardiograph  indicates 
trouble,  it  is  there,  and  if  it  does  not  indi- 
cate trouble,  the  trouble  may  be  there  any- 
way. If  your  family  history  shows  a tend- 
ency to  heart  trouble,  don’t  use  tobacco. 
Treatment  should  consist  of  absolute  rest 
in  bed  for  at  least  four  weeks ; light  diet 
of  1200  c.c.  of  milk,  water  and  orange  juice 
with  sugar.  Chewing  gum  helps  the  dry 
mouth.  Morphine  quiets  patients  better  than 
anything  else.  Don’t  use  digitalis  until  the 
acute  symptoms'  have  abated.  Caffeine  and 
sodium  benzoate  are  good.  Encouragement  is 
the  most  important  factor  in  the  treatment. 
First  have  the  patient  rest,  then  sit  up  for 
a few  minutes,  then  out  on  the  porch,  but 
advance  very,  very  slowly. 

Dr.  George  Blumer,  of  New  Haven,  dis- 
cussed “Undulant  Fever  in  the  United 
States”.  He  said  that  it  seems  to  be  present 
in  every  state  in  the  Union  and  seems  to  be 
independent  of  the  goat.  Some  cases  were 
traced  directly  to  cow’s  milk  in  cows  affect- 
ed with  bacillus  abortus.  Many  cows,  all 
over  the  country,  are  affected  with  bacillus 
abortus.  Undulant  fever  is  most  common 
among  children.  Cultures  of  the  organism 
are  dangerous.  It  is  difficult  to  distinguish 
the  bovine  from  the  porcine  types.  Most 
cases  studied  have  been  of  the  porcine  type. 
Dr.  Blumer  believes  that  many  of  the  cases 
of  obscure  fevers  that  last  a long  time  have 
been  of  this  infection. 

Dr.  Benjamin  White,  of  Boston,  discussed 
“Vaccines  and  Serums”.  He  stated  that  the 
acne  vaccine  has  a low  antigenic  index  and 
its  action  is  slight.  Many  people  seem  to  be 
benefited  by  the  cold  vaccines,  others  do 
not.  Some  people  who  use  them  escape  colds, 
not  because  of  them,  but  in  spite  of  them. 
Colon  bacillus  vaccine:  Colon  bacillus  is  a 


member  of  a large  family:  the  autogenous 
vaccines  are  much  more  valuable.  The  com- 
bined vaccines  for  cellulitis  and  infections 
seem  to  be  a hit  or  miss  remedy.  Diphtheria 
toxin  for  use  in  making  Schick  test,  must  be 
frequently  made  and  always  kept  cold.  Al- 
ways make  a Schick  test  six  months  after 
giving  T.A.T.  In  the  use  of  T.A.T.  Toxoid 
and  Anti-Toxin  give  the  dose  exactly  ac- 
cording to  directions.  There  has  been  much 
discussion  as  to  whether  these  injections 
leave  some  children  allergic  or  not ; that 
question  is  not  yet  settled.  Goat  serum  is  re- 
commended by  some  in  the  place  of  horse 
serum  but  Dr.  White  says  that  goat  serum 
gives  a worse  reaction  than  horse  serum. 
Gonorrheal  vaccine  will  not  arrest  acute 
process.  There  is  much  discussion  as  to  the 
benefits  of  pertussis  vaccine.  Many  believe 
that  it  does  not  prevent,  but  that  perhaps 
it  modifies  and  shortens  the  course  of  the 
disease.  The  results  are  not  spectacular. 
Vaccine  to  prevent  pneumonia  may  confer  a 
slight  immunity,  but  the  action  is  uncertain. 
Rabies  vaccine,  when  used  as  soon  as  a per- 
son is  bitten,  works  well;  however,  if  the 
wounds  are  severe,  use  the  twenty-one  dose 
course.  Rabies  vaccine  on  dogs  often  fails 
and  gives  a feeling  of  security  which  is 
false  and  very  dangerous.  In  immunization 
against  scarlet  fever,  the  Dicks  claim  five 
doses  will  produce  immunity  for  three  years. 
It  sometimes  gives  a severe  reaction  and  a 
prophylactic  course  immediately  after  ex- 
posure may  precipitate  an  attack.  Vaccine 
virus  for  smallpox  is  absolutely  dependable. 
Septicemia  is  not  benefited  by  vaccines. 
Tuberculins:  The  B.C.G.,  given  subcutane- 
ously, helps  some  perhaps,  but  it  has  not 
been  used  long  enough  to  draw  conclusions 
concerning  it.  Typhoid  vaccine  as  a prophy- 
laxis does  the  work  but  it  should  be  re- 
peated often.  Vaccines  are  made  for  every- 
thing, but  lots  of  them  are  no  good  and 
many  of  them  will  fall  into  disuse.  Serums 
can  be  evaluated  more  efficiently.  Polio- 
myelitis convalescent  serum,  if  given  early, 
gives  good  results,  but  will  not  remedy  any 
injury  to  the  cells.  Anti-measles  serum  is  a 
goat  serum  from  Tunnicliff’s  organisms  and 
seems  to  help.  Convalescent  serum  is  of 
value  and  dependable.  Meningitis  serum  is  of 
value.  It  is  polyvalent  and  should  be  given 
sub-durally  at  the  earliest  possible  moment 
and  under  serological  control.  Antipneumo- 
coccus serum:  Types  I and  II,  are  of  value 
if  given  early.  Antistreptococcus  serum  is  of 
value.  Antivenom  serum  is  of  value  if  given 
at  the  earliest  possible  moment.  Scarlet  fever 
antitoxin,  if  given  early,  is  of  help.  Do  not 
give  it  after  the  rash  has  faded.  Normal 
horse  serum  is  used  for  hemorrhages  and 
burns,  Burkhog’s  serum  for  erysipelas  is 
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valuable.  Physicians  cannot  expect  more  of 
these  serums  than  the  manufacturers  claim 
for  them. 

Dr.  Osgood,  of  the  Children’s  Hospital, 
discussed  “Tuberculosis”.  He  said  that,  from 
1850  to  1880,  the  death  rate  was  over  four 
hundred  per  hundred  thousand;  now,  it  is 
less  than  one  hundred  per  hundred  thousand. 
This  is  the  result  of  education  and  the  re- 
sult of  prevention,  rather  than  of  the  meth- 
ods of  curing.  Half  the  beds  in  the  ortho- 
pedic ward,  twenty-five  years  ago,  were 
filled  with  tuberculous  conditions;  today, 
he  has  only  one  case  of  tuberculosis  in  all 
their  wards.  The  first  duty  of  a surgeon  is 
to  do  no  harm.  He  said  that  the  diagnosis 
of  these  cases  by  Von  Pirquet’s  skin  reac- 
tion is  very  reliable.  Biopsy  should  never  be 
done,  for  the  incision  often  breaks  down 
tissue,  planting  a second  infection  which 
spells  the  doom  of  the  patient.  Heliotherapy 
gives  the  greatest  hope.  The  treatment  is 
rest,  complete  and  persistent;  keep  the  joint 
quiet  while  there  is  muscle  spasm  and  heat 
when  this  clears  up,  then  permit  slight 
movements.  For  abscesses,  don’t  incise  free- 
ly, but  aspirate.  Don’t  put  in  irritants;  give 
them  a chance  to  go  down.  Remember  Pare’s 
dictum,  that  he  treated  the  cases,  but  God 
healed  them. 

Dr.  McCann,  on  “Poliomyelitis”:  You 

must  recognize  it  in  the  pre-paralytic  stage 
to  get  results.  Convalescent  serum  is  the 
only  hope.  Sixty  per  cent  respond  and  forty 
per  cent  do  not;  of  those,  twenty  per  cent 
are  of  the  dromedary  type.  Twenty  per  cent 
of  those  who  developed  no  paralysis  had  the 
five  day  fever.  Meningismus  is  most  difficult 
to  exclude.  Meningismus  does  not  give  an 
increased  cell  count.  Treat  every  pre-paraly- 
tic case.  The  cases  treated  with  serum  only, 
showed  ten  per  cent  as  much  paralysis  as 
those  cases  that  were  not  treated  with  serum 
and  the  treated  cases  showed  paralysis  in 
direct  ^proportion  to  the  amount  of  serum 
used.  How  to  get  convalescent  serum  and 
have  it  on  hand  is  the  big  problem.  He 
states,  they  keep  track  of  their  polio  cases 
and,  as  soon  as  they  are  well  enough  to  spare 
a little  blood,  get  it  and  keep  the  serum 
ready.  They  bleed  their  patients  after  all 
symptoms  have  disappeared  and  the  blood  is 
potent  for  years. 

Dr.  Ely  showed  a number  of  cases  of 
hemophilia  in  which  he  is  keeping  the  co- 
agulation time  down  by  intra-dermal  injec- 
tions of  one-tenth  c.c.  horse  serum.  By  hav- 
ing them  come  to  the  clinic  regularly  for 
this  injection,  he  can  keep  the  coagulation 
time  down  to  normal  limits.  One  boy  who 
came  in  only  when  he  got  into  trouble,  bit 
Ms  tongue  and  bled  for  three  weeks.  Horse 


serum  stopped  it.  If  the  patient  becomes  de- 
sensitized to  horse  serum,  change  to  goat’s 
serum. 

Dr.  Henderson  showed  several  cases  of 
empyema.  Diagnosis  is  easy,  both  by  physi- 
cal signs  and  x-ray.  First  try  closed  drain- 
age, if  this  fails,  then  try  rib  resection. 

Dr.  Strange  showed  several  cretins.  The 
treatment  is  thyroid  extract.  The  results 
depend  on  how  early  the  treatment  is  begun. 

Dr.  Boty  showed  several  cases  of  Banti’s 
and  splenic  anemia.  Splenectomy  gives  the 
best  result  in  these  cases.  He  showed  several 
cases  that  had  been  operated  on  several 
years  ago  and  they  were  getting  along  well. 

Dr.  Bronson  Crothers  presented  some 
cases  of  birth  injury;  a breech  case  present- 
ing a brachial  palsy.  The  main  treatment  in 
these  cases  is  to  prevent  contractures. 

Dr.  Cecil  Drinker,  of  Boston,  spoke  on 
“The  Treatment  of  Acute  Asphyxia”,  em- 
phasizing the  importance  of  adding  ten  per 
cent  of  carbon  dioxide  to  the  oxygen  for  the 
purpose  of  stimulating  the  respiratory  cen- 
ters. 

Dr.  Walter  W.  Palmer,  of  New  York,  spoke 
on  “The  Significance  of  Abnormal  Metabolic 
Features  in  the  Management  of  Thyrotoxi- 
cosis”. He  said  that  in  some  hospitals  all  the 
thyroid  cases  are  sent  in  on  the  surgical 
side,  in  others  they  are  sent  in  on  the  medi- 
cal side  and  transferred  to  the  surgical  as 
the  case  warrants.  The  important  point  in 
deciding  as  to  whether  they  are  medical  or 
surgical  is  in  the  metabolic  rate.  He  cited 
one  patient  with  a metabolic  rate  of  plus 
30,  wrho  was  operated  on  and  recovered.  An- 
other patient  in  the  same  ward,  with  a meta- 
bolic rate  of  45,  was  put  to  rest  and  the 
rate  fell  to  normal.  This  showed  that  the 
case  with  the  highest  metabolic  rate  was 
in  much  better  physical  condition  and  re- 
covered without  an  operation.  He  stated 
that  phosphorus  and  creatin  play  an  im- 
portant part  in  the  metabolic  rate  in  goiter 
cases.  Muscular  weakness  is  a constant 
symptom.  He  cited  the  case  of  a Jewish 
school  girl  who  had  a high  metabolic  rate, 
who  was  put  on  a free  diet  and  creatin  and 
luminal.  She  was  soon  able  to  be  about  and 
able  to  take  up  her  studies.  In  some  cases 
calcium  is  deficient  and  for  these  he  uses 
calcium  iodide  with  radiated  ergosterol. 

Dr.  George  Bigelow,  of  Boston,  spoke  on 
“Can  or  Will  the  Internist  Practice  Preven- 
tive Medicine”.  He  stated  that  the  preven- 
tative medicine  man  stood,  according  to  his 
opinion,  in  the  same  relation  to  legitimate 
medicine  as  an  illegitimate  child  at  a wed- 
ding. He  said  some  physicians  still  advise 
against  the  use  of  typhoid  prophylaxis, 
others  still  advise  against  the  use  of  T.A.T., 
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while  diphtheria  kills  more  children  than  the 
automobile.  He  stated  that  the  safety  of  the 
milk  supply  is  delayed  by  the  action  of 
medical  men.  The  internist  is  a descendant 
of  the  old  family  physician.  In  some  com- 
munities the  practice  of  medicine  is  con- 
fused, by  the  laity,  with  birth  control,  as 
their  principal  business  is  birth  control.  He 
cited  the  case  of  one  man  who  went  to  the 
clinic  for  an  all  around  examination.  The 
man  claimed  that  all  he  got  out  of  it  was 
that  he  was  told  to  have  his  tonsils  removed 
and  several  doctors  had  already  told  him  to 
have  that  done.  The  medical  man  can  prac- 
tice preventive  medicine  if  he  will,  but  will 
he? 

Dr.  W.  W.  Herrick,  of  New  York,  dis- 
cussed “Factors  in  the  Prognosis  of  High 
Blood  Pressure”.  He  said  he  divided  the 
cases  of  high  blood  pressure  into  primary 
and  secondary  types.  The  primary  type  is 
that  not  associated  with  any  other  condition. 
The  secondary  types  are  those  that  are  as- 
sociated with  other  conditions.  These  early 
cases  often  complain  of  headaches  of  the 
migraine  type,  flushing  of  the  face,  peculiar 
responsiveness  of  the  emotion.  Auricular 
fibrillation  is  a bad  omen.  Mitral  insuffici- 
ciency  with  hypertension,  aortic  insuffici- 
ency, lues  with  hypertension,  are  all  bad. 
Aortic  stenosis  is  not  of  much  importance. 
Thickening  of  the  large  peripheral  arteries 
does  not  give  a bad  prognosis.  Hypertension, 
however,  with  a high  diastolic  pressure  is 
bad.  Tortuosity  of  the  retinal  vessels,  varia- 
tions in  the  caliber  of  these  vessels,  is  im- 
portant. These  are  often  syphilitic.  Varia- 
tions in  the  visceral  circulation  are  import- 
ant. The  height  of  the  blood  pressure  plays 
little  part.  Organic  changes  are  of  much 
more  importance. 

“Lead  Poisoning  from  Snuff”,  by  Dr.  R. 
J.  Reitzel  of  Galveston,  Texas.  He  reported 
several  deaths  from  lead  poisoning  from  the 
use  of  snuff.  He  called  attention  to  the  fact 
that  snuff  takers  might  develop  lead  poison- 
ing. 

Dr.  George  E.  Pfahler,  of  Philadelphia, 
discussed  the  results  to  be  expected  in  “Ma- 
ignancies  Treated  by  Radiotherapy”.  He 
had  gathered  together  a great  deal  of  data 
and  tables  of  all  which  tended  to  show  that, 
in  the  treatment  of  malignant  diseases  at 
any  stage  of  the  game,  radiotherapy  gives 
a much  higher  percentage  of  cures  than 
surgery. 

Dr.  Homer  H.  Swift,  of  New  York,  dis- 
cussed “Rheumatic  Fever”.  He  took  the 
ground  that  polyarthritis  is  not  an  acute 
disease,  but  that  it  is  chronic  disease,  a 
chronic  disease  with  acute  exacerbations; 
that  drugs  do  not  cure  this  disease  but  will 


remove  some  of  the  symptoms.  By  giving 
salicylates  or  neocinchophen,  the  patient 
will  be  greatly  relieved  of  symptoms,  but  the 
pathology  still  exists.  He  took  the  ground 
that  these  exacerbations  may  possibly  be 
an  allergic  reaction  to  the  products  of  the 
infection  and  he  thought  we  should  consider 
rheumatism  as  a chronic  disease  something 
like  tuberculosis. 

Dr.  Chas.  Hugh  Nielson,  of  St.  Louis,  dis- 
cussed “The  Problem  of  the  Nervous  Pa- 
tient”. He  said  that  we  should  consider  the 
emotional  element  in  classifying  patients. 
A large  number  of  our  patients  are  nervous. 
The  term  neurosis  is  a catch-all  for  cases 
not  easily  classified,  but  perhaps  all  of  us, 
at  times,  classify  as  neurotic  cases  that  have 
an  underlying  physical  basis ; that  these 
patients  are  self-centered  and  they  think  the 
physician  does  not  understand  them.  They 
present  an  autonomic  imbalance.  It  would 
be  interesting  to  know  what  part  the  phy- 
sician plays  in  causing  these  cases;  what 
part  the  vicissitudes  of  life  play;  what  part 
heredity  plays  and  what  part  previous  dis- 
eases play.  He  said  that  the  proper  study  of 
man  is  man.  He  fears  that  our  specialists 
get  so  rapt  up  in  their  own  specialty  that 
they  cannot  view  the  body  as  a whole;  they 
get  so  interested  in  a disease  that  they  for- 
get the  man — the  patient.  There  are  now 
forty  specialties  and,  while  he  believes  in 
specialists,  he  also  believes  in  alive,  wide- 
awake general  practtioners.  Now  what  about 
the  patient?  We  as  physicians  make  many 
neurotics  by  our  methods  of  diagnosis.  A 
patient  goes  to  an  expert  for  three  or  four 
days  and  then  back  to  an  internist  for  a 
report;  he  becomes  introspective;  he  be- 
comes discouraged  and  becomes  a neurotic. 
A young  Jewish  lawyer  was  labelled  an  en- 
docrine case  by  one  man,  a gastric  ulcer 
case  by  another,  and  still  another  diagnosed 
appendicitis.  The  fact  was,  he  had  none  of 
these  conditions.  These  patients  are  sus- 
ceptible to  suggestions ; and  who  is  not  ? 
First  impressions  are  often  correct  and  often 
they  are  not,  if  the  examination  does  not 
reveal  the  diagnosis.  If  the  diagnosis  is  not 
carefully  handled,  neurotic  symptoms  will 
be  developed.  The  fundamental  purpose  is 
accuracy.  The  diagnosis  of  many  diseases 
requires  accuracy.  The  physician  who  is  not 
afraid  to  say  “I  don’t  know”,  will  do  his 
patient  more  good  than  the  one  who  evades 
the  question.  Popular  medical  instruction 
causes  some  neurotic  cases.  Following  can- 
cer week  in  St.  Louis,  there  was  a big  crop 
of  medical  cancer.  There  is  a question 
whether  the  decrease  of  tuberculosis  is  due 
to  the  better  education  of  the  public  or  the 
education  of  physicians. 

Dr.  L.  H.  Hewberg,  of  Ann  Arbor,  dis- 
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cussed  “Endogenous  Obesity”.  He  stated 
that  it  is  an  absolute  misconception.  Obesity 
is  caused  by  an  inflow  of  energy  greater 
than  the  out-flow.  Normal  persons  store 
energy.  Hunger' notifies  us  when  we  need 
food  and  a sense  of  satisfaction  notifies  us 
when  we  have  had  enough.  Obese  people 
disregard  this  signal,  as  they  enjoy  the 
table.  Heredity  obesity  is  a fallacy.  Pleasure 
seeking,  alcoholism,  tend  towards  obesity. 
A diminished  basal  rate,  with  diminished 
activities,  tends  to  the  accumulation  of 
energy.  His  conclusions  were  that  obesity  is 
never  directly  caused  by  food  habits,  but  by 
more  food. 


INTERMITTENT  ORTHOPNEA  WITH 
WHEEZING 

(Discussions  of  Case  14401,  Case  Records 
of  the  Massachusetts  General  Hospital,  New 
Eng.  Jr.  of  Med.,  Nov.  22,  1928,  p.  1058.) 

CASE  RECORD 

A married  Italian  woman  forty-nine  years  old 
came  to  the  Emergency  Ward  December  8.  The 
complaint  was  dyspnea.  An  imperfect  history  was 
obtained  from  her  son,  as  the  patient  spoke  no  Eng- 
lish. 

Ten  years  before  admission  she  had  swelling 
of  the  left  leg,  not  of  the  right,  with  some  dyspnea, 
tachycardia  and  palpitation  on  exertion.  She  con- 
tinued to  do  hard  housework,  although  at  the  end 
of  the  day  she  was  unusually  tired.  She  had  occa- 
sional headache  but  no  dizziness.  From  time  to  time 
the  leg  would  be  less  swollen  and  she  would  tire 
less  easily.  About  once  a year  her  physician  put 
her  to  bed  for  a week  or  two.  Six  months  before 
admission  her  blood  pressure  was  230.  Since  that 
time  her  urine  had  shown  albumin.  Three  months 
before  admission  she  began  to  be  tired  all  the  time. 
Her  left  leg  became  more  swollen  and  her  right  leg 
began  to  swell  also.  She  began  to  sleep  on  two  pil  - 
lows and  recently  had  required  three.  Her  physi- 
cian made  her  stop  working.  She  walked  only  from 
her  bed  to  her  chair.  She  had  indigestion  and  re- 
cently had  tolerated  only  the  simplest  foods.  Oc- 
casionally at  night  she  had  to  sit  upright  in  order 
to  breathe.  At  these  times  there  was  wheezing.  She 
urinated  once  at  night.  Her  physician  made  five 
dry  taps  of  the  abdomen.  She  had  taken  digitora 
pills,  one  every  six  hours  for  twenty  days.  The 
date  of  starting  was  not  known.  Later  she  took 
ten  drops  of  digitalis  three  times  a day. 

Her  family  history  is  irrelevant  except  that  one 
living  son  had  a weak  heart. 

Clinical  examination  showed  an  obese  woman 
lying  propped  up  in  bed,  dyspneic  and  orthopneic, 
with  cyanotic  lips  and  possible  jaundice.  (The  light 
was  poor.)  There  were  two  carious  teeth.  The  ton- 
sils were  large,  injected  and  boggy.  The  apex  im- 
pulse of  the  heart  was  not  seen  or  felt.  She  was 
too  obese  for  accurate  percussion  measurements. 
There  was  apparent  enlargement.  The  action  was 
regular,  with  gallop  rhythm.  The  sounds  were  poor. 
There  was  a blowing  systolic  murmur  at  the  apex, 
heard  also  at  the  base.  There  was  alternation  of 
pulse.  The  blood  pressure  was  150/110.  The  ab- 
domen was  greatly  distended.  The  wall  showed 
edejna.  There  was  shifting  dullness.  No  organs 
were  felt.  There  was  massive  edema  of  the  legs, 


less  of  the  thighs.  The  pupils  were  normal.  The 
knee-jerks  and  ankle-jerks  were  not  obtained. 

The  amount  of  urine  is  not  recorded.  A catheter 
specimen  was  dark  and  showed  specific  gravity 
1.012,  large  trace  of  albumin,  10  to  15  leukocytes 
and  0 to  1 red  cell  per  high  power  field.  Renal 
function  20  per  cent.  Hemoglobin  80  per  cent,  reds 
5,820,000,  no  achromia,  slight  anisocytosis,  rare 
poikilocytosis  and  polychromatophilia,  platelets  nor- 
mal, 10,200  leukocytes,  78  per  cent  polymorphonu- 
clears,  3 per  pent  young  polymorphonuclears.  Was- 
sermann  negative.  Stool  negative. 

Temprature  97°  by  mouth  to  101.5°  by  rectum. 
Pulse  118  to  148.  Respirations  34  to  19. 

Venesection  was  attempted  December  9,  but  the 
blood  pressure  was  so  low — 110/90 — that’  only  20 
cubic  centimeters  was  withdrawn.  An  abdominal 
tap  done  below  and  to  the  left  of  the  umbilicus 
with  the  patient  in  the  left  lateral  position  was  dry. 

December  9 the  patient  died. 

Discussions  by  Group  III,  of  the  Yavapai 
County  Medical  Society  and  the  Medical  Of- 
ficers of  Fort  Whipple,  at  their  meeting  of 
March  19,  1929. 

DR.  GEORGE  S.  McCARTY,  Whipple,  Ariz. 

We  have  for  discussion  the  case  of  a woman  of 
forty-nine  years,  suffering  with  a disease  which 
has  covered  a period  of  perhaps  ten  years.  She  was 
brought  to  the  hospital  in  an  extremely  critical 
condition,  a terminal  condition.  Her  history  and 
symptoms  given  us  are  indefinite. 

We  know  that  she  was  an  extremely  obese  wo- 
man of  middle  age;  the  physical  signs  given  tell 
us  that  she  had  a cardiac  enlargement.  We  know 
that  she  had  an  increased  amount  of  albumin  in  the 
urine  and  that  she  had  a high  blood  pressure.  They 
evidently  were  not  able  to  obtain  a blood  culture  to 
determine  to  what  extent  the  blood  was  able  to 
take  care  of  this  kidney  deficiency. 

With  these  symptoms  we  believe  that  we  have 
cardiac  hypertension,  a cardiac  decompensation  with 
renal  involvement.  It  is  extremely  difficult  to  de- 
termine which  is  in  excess.  We  do  know  that  with 
hypertension  and  decompensation,  when  the  circu- 
lation in  the  heart  itself  is  not  interfered  with  too 
much,  as  in  arterial  sclerosis  of  the  coronary  ar- 
teries, and  where  it  is  not  exaggerated  by  inter- 
stitial nephritis,  it  is  apt  to  exist  a long  time 
without  any  marked  symptoms. 

As  to  whether  it  is  heart  or  kidney,  it  is  rather 
difficult  to  say.  We  know  that,  when  the  blood  pres- 
sure is  high  and  there  is  a possible  enlargement  of 
the  heart,  with  albumin  present  in  the  urine  also,  it 
is  not  only  a cardiac  but  a renal  complication. 
Whether  it  is  a heart  insufficiency  or  a kidney  in- 
sufficiency, we  do  know  that  the  more  the  heart 
fails  the  lower  would  be  the  blood  pressure  and  the 
greater  the  amount  of  albumin  in  the  urine.  The 
more  the  kidney  fails  the  less  would  be  the  blood 
pressure  (especially  the  diastolic).  The  location  and 
extent  of  the  edema  will  also  assist  us  to  a certain 
extent  in  deciding  which  condition  is  most  in  evi- 
dence. If  the  edema  of  the  lower,  or  pendant,  ex- 
tremities is  present  and  disappears  at  night  when 
the  patient  is  in  the  recumbent  position,  to  appear 
again  when  the  patient  is  up  and  about  during  the 
day,  we  are  inclined  to  believe  it  is  caused  by  heart 
decompensation.  If,  on  the  contrary,  there  is  a gen- 
eral edema,  not  only  of  the  dependent  portions  of 
the  body  but  also  an  ascites,  anasarca,  edema  of  the 
eye-lids  and  eyes,  which  does  not  disappear  when 
the  patient  is  in  the  recumbent  position,  we  are 
much  inclined  to  say  it  is  a kidney  condition. 

We  note  in  the  history  that  this  woman  had  edema 
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of  the  left  leg,  which  had  existed  for  some  time.  I 
doubt  very  much,  that  it  would  be  due  to  the  heart 
condition  as  pictured  at  the  time  she  was  admitted 
to  hospital.  In  all  probability  she  had  a thrombosis 
from  an  old  heart  condition  of  ten  or  twelve  years 
ago. 

DR.  B.  L.  JONES,  Whipple,  Ariz. 

We  are  convinced  that  this  is  a case  of  heart 
failure.  In  making  a diagnosis  of  a heart  condition 
we  must  look  at  the  case  from  three  points  of  view: 
etiologic,  anatomical  and  physiological  or  functional. 
Under  the  first  (etiology)  we  must  think  of  rheu- 
matism, syphilis,  bacterial  infection,  thyroid  (hyper 
or  hypo),  mineral  or  vegetable  poisoning,  chronic 
nephritis,  diabetes,  hypertension,  trauma  or  congen- 
ital defects.  Under  the  second  (anatomical),  we 
have  gross  cardiac  variations,  endocardial-valve  le- 
sions, myocardial-heart  chambers,  hypertrophy  and 
dilatation  or  hypertrophy  alone.  Then  there  are  the 
true  myocardial  lesions,  degenerative  type,  chronic 
fibrous  myocarditis  of  arterio-sclerotic  origin,  in- 
fectious rheumatic  heart  disease;  coronary  lesions 
and  lesions  of  conduction  system;  pericardial  infec- 
tions, pneumococcus,  or  acute  pericarditis  with  effu- 
sions, or  chronic  pericarditis  with  mediastinal  adhe- 
sions. Under  function,  we  have  changes  of  the  nor- 
mal mechanism  of  the  heart,  such  as  heart-block 
and  the  arrhythmias:  fibrillations,  pulsus  alternans, 
tachycardia,  etc., — and  the  myocardial  failure,  func- 
tional insufficiency  of  the  chambers;  and  the  con- 
gestive type  with  dyspnea,  cyanosis,  edema  of  va- 
rious degrees  of  severity. 

We  have  some  evidence  in  this  case  of  cardiac 
enlargement.  The  patient  was  too  obese  for  accu- 
rate percussion,  but  they  state  that  the  heart  was 
enlarged.  They  could  not  see  or  feel  the  apex  im- 
pulse, but  they  did  determine  a “gallop  rhythm”  and 
pulsus  alternans.  They  say  the  heart  was  regular — 
we  take  it  they  meant  in  rate  only.  The  blood 
pressure  at  that  time  was  150/110;  six  months  be- 
fore it  was  230;  at  the  time  of  a few  hours  before 
death  it  had  dropped  toll0/90.  It  is  abnormal  for 
a woman  of  forty-nine  years  to  have  a , pressure  of 
150  systolic  and  110  diastolic.  Pulsus  alternans  may 
occur  and  still  not  be  fatal,  but  such  cases  are  very 
uncommon.  The  same  may  be  said  of  “gallop 
rhythm.” 

We  have  a woman  dyspneic  and  orthopenic,  with 
massive  edema  of  the  legs,  edema  of  the  abdom- 
inal wall,  cyanosis,  distended  abdomen,  enlarged 
heart,  arhythmic,  wiht  pulsus  alternans  and  gallop 
rhythm — which  points  to  a failing  myocardium. 

Ten  years  ago  this  woman  had  swelling  of  the 
left  leg,  dyspnea,  palpitation,  tachycardia  on  exer- 
tion, all  pointing  to  the  heart.  What  she  had  at  that 
time  would  be  difficult  to  state,  but  I will  name  a 
few  things  that  might  have  happened  at  that  time: 
phlebitis  could  have  caused  that  swelling  of  the  leg, 
thrombosis — but  the  peculiar  thing  about  it  is  that 
it  is  unilateral,  six  months  ago  both  legs  became 
swollen.  Remember  this  woman  gives  a history  of 
becoming  markedly  fatigued,  gradually  coming  on 
over  years,  and  being  put  to  bed  for  rest.  This  was 
not  an  acute  condition.  There  is  another  condition 
that  sometimes  accompanies  phlebitis — thrombo- 
angiitis obliterans.  She  does  not  have  symptoms  of 
that;  no  pain,  no  pallor  of  the  limb,  on  history  of  the 
pulse  of  the  legs  being  obliterated.  We  know  that 
one  could  have  hypertension  over  a long  period  of 
years,  could  continue  at  work,  and  then  in  a very 
short  time  break  down  completely  and  die.  Hyper- 
tension could  go  on  to  death  with  cardiac  failure, 
with  very  little  evidence  of  arteriosclerosis  and  prac- 
tically normal  kidneys.  Hypertension  over  a period 
of  years  will  naturally  produce  cardiac  enlargement. 


In  this  case  we  have  hypertension,  evidence  of 
nephritis  and  apparently  no  arteriosclerosis.  The 
question  is,  which  is  the  primarv  condition  ? I don’t 
believe  it  can  be  stated  that  nephritis  caused  hyper- 
tension and  finally  cardiac  failure.  It  could  be  hy- 
pertension, kidney  and  heart,  or  it  could  be  hyper- 
tension and  heart  alone.  There  was,  in  a catheter- 
ized  specimen,  shortly  before  death,  a larce  trace  of 
albumin  only.  Kidney  function  was  only  20  per 
cent,  but  the  patient  was  dying. 

Rheumatic  endocarditis  can  be  eliminated,  as 
there  is  no  evidence  of  an  arthritic  condition.  She 
did  have  injected,  boggy  tonsils,  which,  no  doubt, 
were  infecting  her  system,  but  there  is  no  evidence 
of  rheumatic  history.  There  is  some  evidence  for 
acute  bacterial  endocarditis,  but  we  have  no  blood 
cultures  and  we  expect  some  organisms  there.  There 
would  be  marked  leukocytosis,  recurrent  fevers  and 
chills  and  acute  onset.  Sub-acute  bacterial  endocar- 
ditis can  be  eliminated  because  of  the  absence  of 
history  of  chills,  fever,  remittent  or  intermittent, 
marked  weakness  and  the  absence  of  blood  culture. 
There  is  no  history  of  congenital  heart  disease.  In 
fact,  in  these  cases  there  may  be  no  complaints 
referring  to  the  heart.  There  is  present  a moderate 
anemia,  tendency  to  leukocytosis,  10,000  whites. 

Let  us  discuss  embolism.  When  it  is  present  the 
patient  has  severe,  stabbing  pains,  coldness  and 
numbness,  the  skin  is  white  as  marble,  markedly 
disturbed  tendon  reflexes,  no  pulses  in  distal  arter- 
ies. The  history  does  not  give  this  information  in 
our  case. 

Why  do  we  believe  there  is  hypertensive  heart 
disease  ? In  the  first  place,  it  is  one  of  the  most 
common  conditions,  and  then  there  is  that  blood 
pressure:  230  six  months  before  and  150  at  time 
of  admission  to  hospital.  There  are  two  remarkable 
things  in  this  case.  There  is  no  dizziness  and  very 
little  headache.  If  she  had  marked  hypertension 
with  a nephritic  condition,  she  would  certainly  have 
had  severe  headaches.  They  tell  us  she  had  head- 
aches only  occasionally. 

From  the  etiologic  point  of  view  we  must  think 
of  hypertension  and  nephritis.  From  the  anatomi- 
cal we  must  take  the  meager  evidence  that  there  was 
hypertrophy  and  dilatation — there  could  have  been 
pericarditis. 

We  have,  as  a diagnosis,  hypertensive  cardiac  dis- 
ease, congestive  heart  failure,  tonsillitis  and  obesity. 

Discussions  at  the  Massachusetts  General 
Hospital. 

RICHARD  C.  CABOT,  M.  D. 

Since  the  history  is  imperfect,  we  will  focus  our 
attention  mostly  on  the  physical  examination. 

1.  If  you  ask  how  we  account  for  the  swelling 
of  one  leg  before  the  other  I cannot  give  any  cer- 
tain answer,  but  I can  guess  that  it  is  varicose  veins 
plus  a little  passive  congestion.  That  would  make 
one  swell,  and  when  she  got  more  passive  conges- 
tion the  other  leg  swelled  too.  There  may  be  some 
venous  obstruction  from  a thrombus  on  that  side 
and  later  simply  edema  on  the  other. 

2.  Of  course  there  is  no  special  significance  in 
“wheezing.”  Under  these  conditions  anyone  who 
has  sufficient  dyspnea  to  keep  him  upright  is  like- 
ly to  wheeze. 

A Student:  Do  you  believe  in  cardiac  asthma.  Dr. 
Cabot. 

Dr.  Cabot:  I do  not  like  the  term.  I am  certain 
that  we  have  cardiac  dyspnea  which  seen  in  an  at- 
tack may  not  be  possible  to  tell  from  asthma.  I do 
not  like  to  make  a diagnosis  of  asthma  until  we 
have  some  relation  to  an  external  or  internal  irri- 
tant as  cause. 
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3.  “Her  physician  made  five  dry  taps  of  the  ab- 
domen.” He  was  a persevering  person.  I think 
four  would  be  enough. 

4.  I suppose  you  know  what  to  say  about  ten 
drops  of  digitalis  three  times  a day.  You  might 
just  as  well  pour  it  down  the  sink.  Yet  it  is  the 
commonest  dose  in  the  country  with  people  out  of 
reach  of  hospitals. 

5.  Gallop  rhythm  is  a very  convenient  term.  You 
listen  to  the  heart  and  you  say,  “I  do  not  know 
what  it  is,  but  it  sounds  like  a horse.”  You  do  not 
know  that  it  is,  but  say  it  is  gallop  rhythm.  I do 
not  like  the  term,  because  it  makes  us  content  to 
go  on  without  saying  what  it  is,  and  we  ought  to 
commit  ourselves  on  that,  it  seems  to  me.  I know 
no  one  thing  that  we  can  call  “gallop  rhythm,”  which 
means  three  heart  sounds,  some  two  of  them  close 
together.  I do  not  know  any  one  lesion  which  we 
can  say  that  means.  It  is  like  the  old  term  “delir- 
ium cordis,”  which  we  now  call  auricular  fibrilla- 
tion. I should  like  to  see  the  term  “gallop  rhythm” 
given  up. 

6.  “There  was  alternation  of  pulse.”  What  does 
that  mean  ? 

A Student:  A bad  prognosis. 

Dr.  Cabot:  I do  not  know  any  more  useful  prog- 
nostic sign  than  alternation  of  the  pulse.  But  it  is 
very  important  to  get  hold  of  the  right  thing  and 
to  be  sure  you  have  alternation  and  not  coupling.  In 
coupling  of  the  heart  beats  we  have  an  ordinary 
beat  and  then  a very  weak  beat  and  then  a pause. 
We  hear  it  best  at  the  apex;  it  means  ordinarily 
nothing  more  than,  that  there  is  a large  amount  of 
digitalis  in  the  system.  In  alternation  the  beats  go 
on  perfectly  regularly;  it  is  not  an  arrhythmia; 
whereas  in  coupling  of  the  heart  beats  there,  is  ar- 
rhythmia. In  alternation  there  are  often  also  ex- 
trasystoles, but  between  them  no  arrhythmia, 
though  every  other  beat  is  stronger  than  the  ones 
after  and  before  it.  We  cannot  feel  it  in  the  pulse. 
We  get  it  in  the  pulse  tracing,  and  when  we  are 
taking  the  blood  pressure  we  notice  that  every  oth- 
er sound  at  one  point  is  much  louder  or  that  the 
rate  suddenly  changes.  We  feel  and  hear  twice  as 
many  as  we  did  before.  It  is  a thing  to  notice  when 
we  are  taking  blood  pressure.  There  is  no  difference 
between  the  two  legs  now. 

I do  not  stress  the  absence  of  knee  and  ankle 
jerks  in  a patient  as  sick  as  this.  With  edema  we 
often  get  absent  reflexes  without  any  reason  to 
blame  the  cord  or  the  peripheral  nerves. 

The  important  points  in  the  urine  are  the  low 
gravity  and  the  absence  of  gross  blood. 

The  high  red  count  is  due  to  cyanosis.  That  is  a 
negative  blood  essentially. 

“Venesection  was  attempted only  20  cubic  cen- 

timeters was  withdrawn.”  That  is  very  often  the 
case  in  cardiac  cases.  It  is  rather  humiliating  at 
times.  There  may  not  be  blood  pressure  enough  to 
make  the  blood  come  out. 

DIFFERENTIAL  DIAGNOSIS 

In  a patient  with  clear  evidence  of  hypertension 
and  cardiac  death  we  usually  say  “cardiac  hyper- 
trophy and  dilatation.”  We  have  no  evidence  of 
valve  lesions,  no  reason  to  suppose  the  heart  will 
show  anything  in  particular  except  hypertrophy  and 
dilatation.  There  may  be  a fibrous  myocarditis,  but 
we  have  no  way  of  saying  that,  no  definite  signs 
of  that  condition. 

Dr.  Tracy  B.  Mallory:  There  is  an  x-ray. 

Dr.  Cabot:  Yes.  It  does  not  add  particularly,  I 

think,  to  what  we  have  reason  to  believe  without  it. 

What  shall  we  find  in  the  kidneys?  We  have 
rather  poor  information,  but  I should  say  we  are 
not  going  to  find  much.  We  do  not  know  whether 


they  could  concentrate  urine.  We  have  only  one 
specimen.  If  we  knew  they  could  not  we  should 
think  of  a definite  nephritis.  She  has  had  no  ure- 
mic symptoms.  On  the  whole  1 should  say  the 
best  guess — and  it  cannot  be  better  than  a guess — 
is  that  the  kidney  will  not  show  nephritis;  but  it  is 
perfectly  possible  that  it  will  show  a vascular  type 
of  nephritis. 

The  lungs  and  the  rest  of  the  body  ought  to  show 
passive  congestion.  I do  not  see  why  they  should 
show  anything  more. 

After  reading  the  history  of  this  case)  we  should 
say  we  have  a case  of  primary  hypertension — with- 
out quite  knowing  what  that  means  except  that  we 
find  no  cause  fori  the  hypertension — leading  to  hy- 
pertrophy and  dilatation  of  the  heart  and  finally  to 
failure  of  the  heart,  perhaps  to  a nephritis,  although 
I am  inclined  to  think  nofy  perhaps  to  marked  ar- 
teriosclerosis, though  I do  not  see  any  particular 
reason  to  say  so.  I believe  the  usual  sequence  of 
events  is  hypertension,  hypertrophy  and  dilatation, 
sometimes  (later)  arteriosclerosis  and  nephritis. 

A Student:  Is  that  the  common  sequence? 

Dr.  Cabot:  It  was  not  believed  to  be  common  ten 
years  ago.  I should  say,  though,  that  it  is  now. 
That  is  not  denying  that  ther  are  some  cases  in 
which  the  kidney  lesion  comes  first.  But  I think 
the  ordinary  sequence  is  hypertension,  first. 

A Student:  How  about  the  large  trace  of  albumin 
in  the  urine  ? 

Dr.  Cabot:  Passive  congestion  she  certainly  had, 
and  that  is  enough  to  account  for  that.  It  might 
also  go  with  nephritis,  but  we  have  no  sufficient 
evidence  of  that. 

A Student:  Could  you  have  a low  specific  gravity 
with  such  a large  trace  of  albumin  ? 

Dr.  Cabot:  That  is  a good  point,  in  view  of  pas- 
sive congestion.  Yes;  the  low  gravity  is  against 
passive  congestion,  but  it  does  not  exclude  it. 

A Student:  There  is  shifting  dullness  and  the  ab- 
dominal tap  was  dry.  How  do  you  account  for  that? 

Dr.  Cabot:  She  was  very  fat.  When  you  come 
to  tap  fat  patients  you  will  find  that  now  and  then 
you  will  not  get  fluid.  You  have  to  go  a long  way 
and  you  do  not  want  to  hit  the  intestine,  so  you 
do  not  want  to  push  the  needle  any  further. 

A Student:  How  do  you  account  for  the  differ- 
ence in  temperature  by  rectum  and  by  mouth? 

Dr.  Cabot:  I do  not  know.  My  guess  is  that  she 
did  not  shut  her  mouth.  If  we  have  just  been  run- 
ning and  someone  puts  a thermometer  in  our 
mouths  we  are  liable  to  open  our  mouths  and  let  in 
some  cold  air. 

A Student:  Is  that  urine  a catheter  specimen? 

Dr.  Cabot:  Yes.  That  rules  out  vaginal  discharge, 
but  it  does  not  seem  to  be  enough  to  back  any 
diagnosis  of  urinary  infection  on. 

A Student:  Does  not  the  fact  that  she  has  had 
albumin  for  six  months  fit  the  kidney  involvement? 

Dr.  Cabot:  I should  say  you  could  have  albumin 
for  six  months  without  nephritis.  But  the  point 
that  you  question  is  exactly  the  weak  point  in  my 
diagnosis.  I do  not  know  enough  about  the  kidney. 
It  is  perfectly  possible  that  I am  going  to  be  wrong 
on  that. 

CLINICAL  DIAGNOSIS  (FROM  HOSPITAL 
RECORD). 

Hypertensive  and  arteriosclerotic  heart  disease 
with  congestive  failure. 

Chronic  nephritis? 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS 

Primary  hypertension. 

Hypertrophy  and  dilatation  of  the  heart. 
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ANATOMIC  DIAGNOSES 

1.  Primary  disease. 

(Primary  hypertension.) 

2.  Secondary  or  terminal  lesions. 

Hypertrophy  and  dilatation  of  the  heart. 

Coronary  sclerosis,  smaller  radicles. 

Arteriosclerosis,  slight. 

Bronchopneumonia. 

3.  Historical  landmarks. 

Chronic  cholecystitis. 

Adenomyomata  of  the  uterus. 

(DR.  MALLORY) 

She  did  have  ascites  in  large  amount,  estimated 
between  fifteen  and  twenty  liters. 

The  abdominal  wall  showed  approximately  8 
centimeters  of  fat.  The  trocar  that  was  used  in 
attempting  to  get  in  was  7 centimeters  long  and 
had  never  reached  the  peritoneum. 

Her  heart  was  quite  enormous,  weighing  over 
700  grams,  with  normal  valves.  Hearts  of  that 
size  very  often  show  no  pathology  in  themselves. 
It  is  also  my  impression  that  one  does  not  usual- 
ly find  a chronic  nephritis  with  a heart  as  large 
as  that,  and  in  this  case  the  kidney  showed  noth- 
ing but  passive  congestion,  as  did  the  other  or- 
gans. 

The  lungs  were  almost  completely  atelectatic 
from  the  enormous  amounts  of  fluid  in  each  pleu- 
ral cavity. 

There  was  a very  slight  cystitis,  which  probably 
accounts  for  the  leukocytes  in  the  urine. 

Big  hearts  of  course  do  occur  with  aortic  re- 
gurgitation, sometimes  almost  as  big  as  this.  The 
biggest  hearts,  800  and  900  grams,  rarely  show 
pathology  in  themselves. 

A Student:  Do  you  think  the  hypertension  was 
the  only  cause  of  that  enlarged  heart? 

Dr.  Cabot:  Probably. 

Dr.  Cabot:  Was  there  any  arteriosclerosis? 

Dr.  Mallory:  Almost  none. 

Dr.  Cabot:  It  seems  to  me  it  is  a good  case;  to 
file  away  in  your  memory, — (1)  no  kidney 
trouble,  very  little  arteriosclerosis,  the  big  heart 
and  nothing  to  show  for  it  but  hypertension,  and 
(2)  a low  gravity,  1.012,  with  passive  congestion. 


DIAGNOSTIC  FORUM 

Thei  following-  cases  are  to  be  studied  and 
discussed  by  the  Yavapai  County  Medical  So- 
ciety and  Medical  Officers  of  Fort  Whipple 
during  October.  Any  county  society,  hos- 
pital staff,  or1  group  of  doctors,  will  be  wel- 
come to  submit  discussions  of  these  cases 
for  publication  in  this  journal. 

At  the  Yavapai  County  Society  meeting  of 
October  1,  1929,  the  following  two  cases  are 
to  be  discussed: 

Case  1,  by  GROUP  1. — Recurent  Hemiplegia  in  a 
Young  Man. 

An  American  engineer  thirty-six  years  old,  en- 
tered July  26. 

At  fourteen  he  had  an  attack  of  rheumatic  fever 
with  apparently  complete  recovery.  After  it  his 
tonsils  were  removed.  He  had  never  had  another  at- 
tack, or  chorea.  He  felt  perfectly  well,  lived  a life 
of  normal  activity,  and  played  tennis'  and  golf  with 
no  bad  effects.  During  the  war  however  he  was  re- 
jected by  both  the  Canadian  and  American  armies. 
Five  years  before  admission,  after  an  evening  of 
bowling  he  had  epigastric  pain  lasting  twenty-four 
hours,  not  relieved  by  soda.  At  this  time  he  had 


very  transient  right-sided  paralysis  and  was  men- 
tally confused  for  a few  minutes.  After  nine  months 
of  rest  and  medical  treatment  he  was  able  to  work 
again,  continuing  treatment.  Six  months  later  he 
fell,  had  severe  pain  on  the  right  side  of  the  head, 
and  paralysis  of  the  left  side  of  the  body.  He  had 
aphasia  for  a long  time,  and  since  that  time  had 
never  been  able  to  think  and  speak  quite  so  rapidly. 
The  paralysis  cleared  up  in  time.  He  gave  up  work. 
A year  later,  three  years  before  admission,  he  had 
a third  attack  of  the  same  sort  affecting  the  left 
side,  again  clearing  up.  Twenty  months  before  ad- 
mission he  had  two!  milder  attacks  within  a month. 
After  each  of  these  attacks  he  rested  in  bed  three 
weeks,  then  gradually  got  up  and  about  again.  Five 
weeks  before  admission  he  had  his  latest  and  worst 
attack,  with  left-sided  paralysis.  During  the  last 
four  attacks  he  had  partial  loss  of  sphincter  con- 
trol. Most  of  the  symptoms  cleared  up  after  the 
last  attack,  but  he  did  not  regain  strength  or  com- 
plete sphincter  control.  He  was  very  nervous  and 
slept  fitfully.  Until  this  week  he  had  never  had 
more  than  very  slight  dyspnea.  For  the  past  forty- 
eight  hours  he  had  been  increasingly  weak  and  dysp- 
neic. 

He  had  had  hospital  treatment  for  cholecystitis 
and  influenza,  as  well  as  for  his  chief  illness.  He 
had  had  many  abscessed  teeth.  For  four  years  he 
had  had  gallstone  attacks — severe  colicky  pain  in 
the  right  upper  quadrant  with  jaundice  and  pruri- 
tus. X-ray  showed  the  gall-bladder  to  be  full  of 
stones.  The  last  attack  was  a year  before  admission. 

His  father  was  said  to  have  a “leaky  valve,” 
though  he  seemed  well. 

Clinical  examination  showed  a very  sick  looking, 
sallow,  cyanotic  man  propped  up  in  bed  in  moder- 
ate respiratory  distress.  Sclerae  slightly  injected. 
Apex  impulse  of  the  heart  diffuse  and  heaving,  the 
point  of  maximum  intensity  in  the  fifth  and  sixth 
spaces  eleven  to  twelve  centimeters  from  midster- 
num. Also  impulse  in  the  second  space  to  the  left 
of  the  sternum.  Left  border  of  dullness  12+  centi- 
meters to  the  left  of  midsternum,  midclavicular  line 
7.5  centimeters,  right  border  4,5  centimeters,  supra- 
cardiac  dullness  5 centimeters.  Sounds  of  fair  qual- 
ity. Rate  160.  A systolic  thrill  at  the  apex.  A sys- 
talic  murmur  and  also  a questionable  diastolic 
at  the  aoex.  Pulmonic  second  sound  accentu- 
ated. Radial  pulse  weak  and  irregular  in  volume 
and  rate.  Blood  pressure  90/?  to  120/80.  Lung 
signs:  diminished  breath  sounds,  whispered  voice, 
tactils  fremitus  and  rales  right  anterior;  dullness 
and  moist  rales  right  posterior.  Liver  dullness  3 
centimeters  below  the  costal  margin.  A question- 
able edge  felt  at  this  point.  Spastic  paralysis  and 
beginning  contractures  of  the  left  arm.  Increased 
tendon  reflexes.  Clonus  and  questionable  Babinski 
on  left  leg.  Tongue  deviated  slightly  to  the  left. 
Left-sided  facial  weakness.  Pupils  equal,  pin  point 
(morphia),  slight  reactions  to  light  and  distance. 

Urine:  amount  recorded  only  once,  then  normal, 
specific  gravity  1.030  at  two  examinations,  a trace 
to  a large  trace  of  albumin  at  both,  occasional  leuko- 
cytes at  both,  two  red  cells  once.  Blood:  15,500) 
leukocytes,  83  per  cent  polymorphonuclears,  hemo- 
globin 70  per  cent,  reds  4,900,000.  Smear  normal. 
Hinton  not  recorded. 

Temperature  98°  to  107°;  steady  general  rise  with 
morning  drop.  Pulse  64  to  165  with  deficit  of  12  +o 
36  beats.  Respirations  17  to  38. 

The  patient  continued  in  an  extremely  critical 
condition.  The  morning  after  admission  the  apex 
beat  was  160  to  180.  By  evenic  the  rate  was  108. 
He  was  incontinent  and  irrational.  He  grew  weak- 
er. July  28  the  left;  chest  was  full  of  rales  and  there 
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were  rales  at  the  right  base.  He  had  no  bowel 
movement,  but  the  abdomen  was  perfectly  soct. 
July  30  he  died. 


Case  2,  by  GROUP  2.  Case  of  Cardiac  Pain. 

An  American  factory  superintendent  fifty  years 
old  entered  November  21. 

Three  years  before  admission  he  had  to  stop  play- 
ing tennis  because  of  dyspnea.  For  three  years  he 
had  had  “dull  palpitating  ache”  over  the  heart, 
dyspnea  and  pounding  of  the  heart  on  running  up- 
stairs. He  had  so  many  “rheumatic”  pains  at  the 
time  that  he  did  not  remember  whether  the  pain 
radiated.  Occasionally  he  had  very  slight  swelling 
of  the  ankles.  All  the  symptoms  grew  slowly  worse 
until  seven  months  before  admission.  Then  he  woke 
one  morning  with  a sharp  shooting  pain  over  the 
precordium  darting  across  the  chest  to  the  ri"ht 
side  and  down  both  arms.  He  had  to  make  a des- 
perate effort  to  catch  his  breath.  He  felt  an  in- 
tense constriction  over  his  neck  and  chest  and  a 
sense  of  impending  death.  His  physician  gave  him 
white  pills  and  laid  him  on  the  floor  with  his  feet 
elevated.  At  this  the  patient  fainted.  He  was  given 
narcosis,  but  knew  that  the  same  pain  and'  attaack 
returned  spasmodically  during  the  next  day.  For 
five  days  he  was  propped  up  in  a chair.  He  was 
able  to  return  to  work. 

At  this  point  in  the  history  taking  the  patient  had 
the  attack  described  below  and  died. 

Clinical  examination  showed  a well  nourished, 
slightly  cyanotic,  orthopneic,  very  ill  looking  man 
with  slightly  slow  mental  reactions.  Speech  dis- 
tinct but  slow.  Pyorrhea.  Tonsils  enlarged,  right 
more  than  left.  Right  posterior  pillar  occluded  most 
of  the  right)  half  of  the  posterior  pharynx,  slightly 
red.  good  view  not  obtained,  lungs'  emphysematous, 
resonant,  a few  rales  in  the  left  base.  Tactile  frem- 
itus and  spoken  voice  normal.  Apex  impulse  of 
the  heart  not  seen  or  felt.  Left  border  of  dullness 
11.5  centimeters  to  the  left  of  midsternum,  3.5  centi- 
meters outside  the  midclavicular  line,  right  border 
4 centimeters,  supracardiac  dullness  6.  Apex  rate 
too  rapid  to  count,  over  190.  Sounds  irregular  in 
rate  and  of  tic-tac  quality.  No  murmurs,  accentu- 
tion  or  thrills  made  out.  Peripheral  pulse  very  weak 
and  irregular,  rate  80  to  100.  (Could  not  be' count- 
ed accurately.)  Blood  pressure  140/105.  Liver  two 
to  three  centimeters  below  the  costal  margin.  Slight 
tenderness.  Stomach  area  very  tympanitic.  No 
other  organs  or  masses  felt.  Slight  swelling  of 
the  feet  which  appeared  more  edematous  but  pit- 
ted only  slightly  on  pressure.  Erythematous  area 
over  the  left  instep.  Pupils  and  reflexes  normal. 

Urine:  amount  not  recorded,  cloudy  at  the  single 
examination,  specific  gravity  1.030,  a slight  trace 
of  albumin,  ferric  chloride  strongly  positive,  about 
20  leukocytes  per  field.  Renal  function  40  per  cent. 
Blood:  20,950  to  25,000  leukocytes,  84  per  cent  poly- 
morphonuclears,  hemoglobin  100  per  cent,  reds 
5,200,000,  smear  normal.  Wassermann  negative. 

Temperatures  98.4°  to  100.8°,  rectal;  pulse  62  to 
102,  respirations  32  to  22. 

The  day  of  death,  November  23,  Dr.  Paul  D.  White 
wrote,  “The  electrocardiogram  this  morning  was 
very  interesting,  almost  unique — (we  have  seen 
only  one  such  record  here  in  thirteen  years) — par- 
oxysmal ventricular  tachycardia  from  two  ectopic 
foci  (often  alternating).”  The  ventricular  rate  was 
180,  the  auricular  rate  108  (?).  P was  best  seen  in 
Lead  III. 

During  the  history  takin~  the  patient  said  that  n - 
wanted  to  stretch  his  leg,  leaned  towards  the  side  of 
the  bed  as  if  to  do  so  and  said  quietly — “Now  I am 
going  . . . ”.  Suddenly  his  whole  body  stiffened,  his 
head  fell  back,  his  eyes  took  an  ominous'  stare  and 


he  gave  a spasmodic  gasp.  On  the  arrival  of  the 
house-officer  he  was  cyanotic  and  pulseless.  No 
cardiac  sounds  could  be  heard.  He  was  apneic  for 
about  a minute,  then  gave  a loud  gasping  inspira- 
tory cry  followed  by  about  forty-five  seconds  of 
apnea  and  a second  gasp  which  was  his  last  respira- 
tory effort.  These  gasps  sounded  as  though  pul- 
monary edema  was  marked.  Artificial  respiration 
was  continued  for  about  nine  minutes  after  the  la»t 
inspiration.  Then  the  patient  died. 


At  the  Yavapai  County  Society  meeting  of 
October  15th,  the  following  two  cases  will  be 
discussed : 

Case  1,  by  GROUP*  1.  Case  of  Paroxysmal  Dysp- 
nea and  Wheezing. 

A Scotch  machinist  fifty-nine  years  old  entered 
Julv  10  complaining  of  asthma. 

He  had  chronic  colds  and  bronchitis  in  boy- 
hood. At  twenty  a diagnosis  of  asthma  was  made. 
Since  that  time  he  had  had  the  trouble  almost 
constantly  except  for  eighteen  months  following 
an  operation  on  an  abscess  of  the  larynx.  Since 
he  came  to  Dorchester  from  Scotland  seventeen 
years  before  admission  his  symptoms  had  been 
worse.  He  was  worse  at  night  and  early  in  the 
morning.  He  felt  better  when  he  lived  in  the 
higher  part  of  Dorchester,  away  from  the  beacn. 
His  symptoms  were  worse  in  August.  Attacks 
were  caused  by  hay,  golden-rod,  feathers,  cod- 
fish. cabbage,  potatoes,  cheese,  ordinary  dust  and 
perfumes.  Until  six  months  before  admission  hi.; 
symptoms  had  nearly  always  been  shortness  of 
breath  and  easy  exhaustion,  with  a choking  sen- 
sation and  a desire  to  straighten  up  during  the 
attacks.  Warm  weather  and  talking  made  the 
shortness  of  breath  worse.  Kidder’s  asthma  pas- 
tilles gave  relief.  He  had  had  hacking  cough  all 
the  time,  worse  in  the  morning,  lasting  about  half 
an  hour.  For  twenty  years  he  had  had  some  pain 
in  the;  chest,  worse  on  the  left  and  during  attacks. 
For  nine  years  he  had  been  unable  to  work  because 
of  exhaustion.  Eight  years  before  admission  he  war 
sent  tof  a sanatorium  for  tuberculosis,  but  was  sent 
home  at  the  end  of  a month  with  the  diagnosis  “not 
tuberculosis.”  For  six  years  he  has  been  gaining 
weight.  In  December,  seven  months  before  admis- 
sion. he  came  to  the  Out-Patient  Department  of  this 
hospital.  At  that  time  examination  showed  wheez- 
ing breathing,  sallow  complexion,  cyanotic  lios  and 
buccal  mucous  membranes,  soft  glandular  swelling 
in  the  region  of  the  larvnx.  A large  soft  movable 
gland  in  the  left  supraclavicular  fossa.  Sibilant  and 
crepitant  rales  throughout  the  chest.  Hyoerreso- 
nance,  especially  on  the  left.  At  the  Anaphylactic 
Clinic  dermal  tests  showed  slight  reaction  to  orris 
nowder  and  dog  hair,  positive  test  to  Baldinelli  and 
Rowe  dust.  Other  tests  were  absolutely  negative. 
For  the  past  six  months  he  thought  his  asthmatic 
symptoms  in  general  had  decreased.  Several  of  his 
symptoms,  however,  had  increased.  He  had  hQcn 
more  orthonneic.  He  became  very  dysnneic  after 
he  talked.  For  two  weeks  his  ankles  had  been  swol- 
len. For  a week  he  had  had  palpitation.  His  appe- 
tite was  poor. 

X-rav  examination  in  the  Out-Patient  Department 
June  27  showed  the  diaphragm  on  both  sides  irregu- 
lar in  outline  and  its  excursion  limited.  There  was 
extensive  mottled  dullness  involving  the  left  upper 
lung  field,  also  some  decreased  radiabiiitv  of  the 
right  lung  field.  The  examination  was  unsatisfac- 
torv  on  amount  of  motion. 

His  Anther  died  of  shock  at  seventy  years.  One 
brother  and  one  sister  had  had  mild  asthma.  He 
thought  his  mother  had  a weak  heart.  His  wife  had 
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had  pne  miscarriage  at  three  months  and  lost  one 
child  in  infancy. 

He  had  enteric  fever  (typhoid?)  forty-three  years 
before  admission,  bronchitis  the  following  year, 
pneumonia  with  pleurisy  twenty-one  years  before 
admission,  followed  by  rheumatic  fever.  The  abscess 
or  cyst  over  the  larynx  lasted  for  several  years.  It 
was  opened  from  the  outside.  His  right  nostril  was 
partially  obstructed.  He  had  had  occasional,  attacks 
of  diarrhea  following  taking  foods  to;  which  he  was 
hypersensitive.  These  attacks  were  preceded  by 
vomiting  or  nausea.  For  six  months  he  had  had  to 
take  frequent  laxatives  while  taking  some)  medicine 
for  asthma. 

Clinical  examination  showed  a somewhat  emaci- 
ated, man  in  acute  respiratory  distress.  There  was 
cyanosis  of  the  lips,  fingers  and  toes  and  pigmenta- 
tion of  the  buccal  mucous  membrane.  Pulsating 
vessels  in  the  supraclavicular  region.  Vessels  of  the 
fundi  showed  arteriosclerotic  changes.  Over  the  thy- 
roid was  a scar  and  cystlike  structure  the  size  of 
a walnut  in  the  midline,  apparently  attached  to  the 
thyroid  cartilage.  There  was  asthmatic  breathing. 
The  lungs  showed  bronchi  and  wheezes  throughout; 
at  both  bases  diminished  breath  sounds  and  whis- 
pered voice  and  a few  coarse  moist  rales.  Apex  im- 
pulse of  the  heart  seen  and  felt  in  the  fourth  and 
fifth  spaces.  Left  border  of  dullness;  9 centimeters 
to  the  left  of  midsternum,  1.5  centimeters  outside 
the  midclavicular  line.  No  other  enlargement  to 
percussion.  Sounds  somewhat  obscured  by  noisy 
respiration.  No  definite  murmurs  heard.  Protodi- 
astolic gallop  rhythm.  At  times  the  heart  seemed 
to  be  fibrillating;  at  other  times  it  was  regular. 
Questionable  pulsus  alternans  in  the  wrist  follow- 
ing attacks  of  respiratory  distress.  Artery  walls 
normal.  Blood  pressure  120/75.  Examination  of  the 
abdomen  in  the  partially  sitting  position  was  un- 
satisfactory. There  was  questionable  enlargement 
of  the  liver  to  one  centimeter  below  the  costal  mar- 
gin. Varicocele  on  the  left.  Slight  pitting  edema  of 
the  ankles.  Pupils  and  reflexes  normal. 

Amount  of  urine  nfc>t  recorded,  urine  normal 
except  for  6 leukocytes  per  high  power  field  at  the 
single  sediment  examination.  Blood:  11,500  leuko- 
cytes, 76  per  cent  polymorphonuclears,  hemoglobin 
80  per  cent,  reds  4,110,000,  smear  normal  except  for 
occasional  Turk’s  irritation  cells.  Hinton  negative. 
Non-protein  nitrogen  33.  Icteric  index  5.  Sputum 
negative  at  the  single  examination.  Stool,  bile  posi- 
tive. 

Temperature  98°  by  mouth  to  100.8°,  rectal. 
Pulse  60  to  118.  Respirations  54  to  28. 

The  morning  of  July  11 'the  patient  suddenly  be- 
came very  pale  and  cyanotic,  with  sweating  and  dis- 
orientation. The  heart  was  rapid;  the  pulse  weak 
and  irregular  in  force.  There  was1  marked  dyspnea 
and  restlessness.  After  adrenalin,  caffein  and  mor- 
phia he  rallied,  but  remained  in  a very  critical  state 
and  the  following  morning  died. 

Case  2,  by  GROUP  3.  Case  of  Hoarseness  and  Pain 
in  Right  Shoulder. 

An  American  fifty-five  years  old  entered  July-  31 
complaining  of  shortness  of  breath  and  hoarseness. 

He  was  in  good  health  for  many  years  until  two 
years  before  admission.  Then  he  had  a feeling  of 
mild  lassitude  and  malaise.  He  had  slight  pain  back 
of  the  right  ear.  He  stopped  work  and  since  that 
time  had  done  only  light  odd  jobs.  The  December 
before  admission  he  noticed  hoarseness.  This  had 
grown  worse.  In  May  his  breathing  began  to  be 
wheezy.  A diagnosis  of  asthma  was  made,  which 
he  doubted.  He  had  no  cough  at  any  time.  His  right 
shoulder  began  to  be  a little  “rheumatic.”  For  two 
weeks  his  sleep  had  been  broken  by  dyspnea  and 


wheezing;  after  raising  mucus  he  was  able  to  sleep 
again.  During  the  day  he  had  a little  more  sputum 
than  formerly.  Ten  days  before  admission  he  had  a 
bad  attack  of  dyspnea  and  increased  hoarseness.  A 
physician  quieted  him  with  hypodermics  and  gave 
digitalis  for  a week. 

His  family  history  is  not  significant. 

At  twenty-two  he  had  gonorrhea.  He  had  had 
repeated  exposures  to  venereal  disease,  but  denied 
symptoms  of  syphilis.  (The  reliability  of  this  state- 
ment was  questioned.)  He  had  taken  no  alcohol  for 
seven  years.  He  had  gone  to  sea  most  of  his  life, 
working  in  factories  and  shiD-building  yards  in  the 
intervals.  He  had  malaria  off  and  on  for  ten  years 
beginning  when  he  was  twenty-three.  In  his.  youth 
he  had  several  attacks  of  sore  throat.  His  left 
arm  was  amputated  below  the  elbow  in  a machine. 
During  the  past  few  years  he  had  had  some  ab- 
scessed teeth.  He  had  had  a few  sharp  momen- 
tary pains  in  the  region  of  the  heart,  scarcely  no- 
ticeable. He  had  had  some  palpitation,  principal- 
ly on  emotion.  Ten  years  before  admission  he 
weighed  216  pounds,  his  best  weight.  He  now 
weighed  160.  He  had  lost  25  pounds  in  the  last 
two  months. 

Clinical  examination  showed  a well  nourished 
man  with  constant  hacking,  brassy  cough,  gurg- 
ling as  though  trying  to  raise  some  secretion. 
There  was  slight  obstruction)  to  the  breathing.  The 
lips  were  cyanotic.  There  were  capped  teeth,  bridge 
work  and  moderate  pyorrhea.  The  tonsillar  region 
was  somewhat  reddened.  The  trachea  was  pushed 
to  the  left.  Beneath  the  sternoclavicular  and  pal- 
pable in  the  median  part  of  the  supraclavicular 
fossa  and  the  suprasternal  fossa  was  a pulsating 
expansile  tumor  over  which  the  heart  sounds  were 
audible.  No  murmurs..  There  was  a movement  of 
the  trachea  and  of  the  head  with  each  heart  beat. 
The  point  of  maximum  intensity  of  the  heart  re- 
clining was  10.5  centimeters  from  midsternum  in 
the  fifth  interspace  2 centimeters  outside  the  mid- 
clavicular  line,  sitting  up  9.5  centimeters;  right 
border  2.5  centimeters,  supracardiac  dullness  7 
centimeters.  Aortic  second  sound  muffled,  equal 
to  pulmonic  second.  Throughout  the  entire  pre- 
cordium  was  a loud  high  pitched  systolic  murmur. 
Over  the  aortic  area  an  early  short  diastolic  was 
transmitted  down  the  left  border  to  the  apex, 
loudest  along  the  left  border.  Right  temporal  pulse 
greater  than  left  and  right  temporal  artery  more 
prominent  than  left.  Right  radiai  pulse  of  the  Cor- 
rigan type.  Blood  pressure,  right  160/50,  left 
198/58.  No  marked  peripheral  sclerosis.  Chest 
thickened  in  the  anteroposterior  diameter.  Flaring 
costal  margins.  Expansion  very  slight.  Breathing 
very  coarse  throughout  the  lungs.  The  inspiratory 
phase  at  times  sounded  like  coarse  rales,  probably 
because  of  obstruction  to  breathing  liver  edge  pal- 
pable (two  finger-breadths?)  below  the  costal  mar- 
gin. Relaxation  of  the  right  external  abdominal  ring 
and  considerable  impulse  on  coughing.  Abduction 
of  the  right  shoulder  limited  and  painful  in  extreme 
degrees,  of  motion. 

Urine  not  remarkable.  Before  operation  blood 
normal.  Hinton  and  Wassermann  strongly  positive. 
Non-protein  nitrogen  41  milligrams. 

Before  operation  chart  normal  except  for  rapid 
pulse  at  admission. 

X-ray  showed  the  heart  shadow  slightly  increas- 
ed in  size  downward  and  to  the  right  in  the  region 
of  the  ventricle.  There  wTas  marked  increase  in  the 
supracardiac  shadow,  apparently  due  to  tortuosity 
and  dilatation  of  the  aorta.  Above  the  aorta  in  the 
region  of  the  innominate  there  was  a dense  shadow 
with  sharply  defined  margins  which  extended  to 
the  right  of  the  midline  for  a distance  for  about  3 
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centimeters.  This  shadow  was  continuous  with  the 
shadow  of  the  spine  and  disappeared  in  the  dense 
shadows  of  the  neck.  The  trachea  was  displaced  to- 
ward the  left.  In  the  oblique  view  the  mass  could 
be  separated  from  the  spinal  shadow.  There  was 
no  visible  pulsation  in  the  mass.  The  lung  fields 
were  clear.  The  diaphragm  was  in  the  usual  posi- 
tion on  both  sides  and  moved  normally  with  respira- 
tion. The  spine  showed  rather  extensive  prolifera- 
tive changes. 

A heart  consultant  advised  operation.  A surgeon 
doubted  its  value  but  asked  time  for  further  con- 
sideration. Another  heart  consultant  “agreed  with 
the  opinions  expressed.” 

August  17  operation  was  done.  The  patient  did 
well  after  it,  though  he  was  quite  hoarse.  August 
22  a second  operation  was  done.  Again  he  did  well. 
He  had  a good  deal  of  difficulty  in  breathing  and 
had  to  sit  upright.  Potassium  iodide  seemed  to  give 
some  relief.  August  25  his  temperature  rose  to 
104.8°.  The  potassium  iodide  was  omitted.  A throat 
consultant  reported,  “The  cords  move  freely  al- 
though perhaps  a trifle  sluggishly.  The  left  aryte- 
noid is  slightly  infiltrated;  no  edema.  Mucosecre- 
tion  plentiful.  Pyriform  sinuses  well  filled  with 
the  same.  Impression:  no  laryngeal  obstruction.” 
The  leukocyte  count  was  25,600.  Two  days  later  the 
patient  was  very  uncomfortable,  with  incessant 
coughing,  and  sleeping  only  for  short  periods  in  spite 
of  a quarter  grain  of  morphia  every  three  hours. 
The  temperature  ranged  from  100.1°  to  103°.  X-ray 
showed  the  right  lung  less  radiant  than  the  left 
and  the  outline  of  the  diaphragm  a little  hazy  on 
the  axillary  margin.  There  was  no  appreciable 
change  in  the  midshadow. 

August  31  the  pulse  rose  to  150  and  the  patient 
died. 

At  the  Yavapai  County  Society  meeting  of 
October  29th,  the  following  two  cases  will  be 
discussed : 

Case  1,  by  CROUP  2.  Case  of  Dyspnea  and 
Weakness. 

First  admission.  A German-American  salesman 
sixty  years  old  entered  January  24  complaining  of 
dyspnea,  weakness  and  edema. 

His  illness  had  come  on  during  five  years  of  un- 
successful business  and  increasing  worry.  For  a 
year  he  had  not  felt  well.  He  hadv  however  had  no 
definite  symptoms  until  late  in  the  last  September. 
Then  he  had  severe  and  rapidly  increasing  dyspnea, 
which  became  incapacitating.  From  October  1 to 
January  22  he  was  in  a Christian  Science  sana- 
torium, where  he  never  had  medication  or  com- 
plete rest  in  bed.  After  the  first  week  he  was 
confined  to  his  room  until  shortly  before  he  left. 
Early  in  October  he  was'  seized  with  dropsy,  which 
became  very  severe.  He  had  orthopnea,  and  oc- 
casionally urinated  once  at  night.  In  the  latter 
part  of  December  and  in  January  the  edema  be- 
came less.  He  had  been  hoarse  for  some  time,  and 
occasionally  had  sputum.  January  23,  the  day  af- 
ter his  discharge,  he  was  suddenly  seized  in  the 
night  with  respiratory  distress,  weakness  and  a 
vague  thoracic  discomfort  bordering  on  pain.  The 
morning  of  admission  he  thought  his  sputum  con- 
tained blood. 

His  father  died  of  Bright’s  disease. 

The  patient  had  been  subject  all  his  life  to  nose- 
bleeds, occurring  everyf  day  for  five  to\  ten  days  at 
intervals  of  two  to  five  years.  The  last  at«ack  was 
three  months  before  admission.  In  his  youth  he 
had  severe  headaches.  His  only  serious  illness 
wras  a left  renal  or  ureteral  stone.  At  twenty-five 
he  had  a fairly  severe  attack  of  breathlessness 


after  shoveling  snow.  In  the  past  ten  years  ne 
had  had  three  or  four  attacks  of  palpitation  fol- 
lowing severe  exertion.  Recently  he  had  had  some 
left  tinnitus.  He  denied  venereal  disease  but  not 
exposure. 

Clinical  examination  showed  a fairly  well  nour- 
ished man  lying  propped  up  in  bed,  restless  and 
breathing  rapidly.  The  subcutaneous  tissues  from 
the  waist  down  showed  brawny  edema.  Pyorrhea. 
Tongue  dry.  Tonsils  very  large.  Pharynx  inject 
ed.  Barrel  chest,  with  apparently  limited  expan- 
sion. Apex  impulse  of  the  heart  not  seen  or  felt. 
Left  border  of  dullness  9.5  centimeters  to  the 
left  of  midsternum,  half  a centimeter  outside  the 
mid-clavicular  line.  Right  border  3.5  centimeters, 
supracardiac  dullness  6 centimeters.  Action  reg- 
ular, rate  90.  Heart  sounds  heard  very  well  in 
the  axilla.  No  second  sound  at  the  apex.  Aortic 
second  sound  barely  heard.  A harsh  musical  sys- 
tolic murmur  heard  everywhere.  The  murmur  and 
the  sounds  in  the  pulmonic  area  seemed  dissociat- 
ed. Radials  and  brachials  hard,  brachials  very  tor- 
tuous. Blood  pressure  155/110  to  170/90.  Electro- 
cardiogram: normal  rhythm,  rate  75,  change  in  pace- 
maker in  Lead  II,  varying  shape  of  P wave.  Lungs: 
coarse  crepitant  rales  in  left  axilla,  medium  crepi- 
tant rales  in  lower  right  back  to  the  level  of  fourth 
rib;  in  left  lower  back  to  sixth  rib  dullness  to  flat- 
ness, diminished  tactile  fremitus,  breath  sounds, 
whispered  and  spoken!  voice,  coarse  crepitant  rales. 
No  egophony.  Examination  of  abdomen  obscured 
by  subcutaneous  edema  and  voluntary  spasm.  Dull- 
ness below  right  costal  margin.  Scrotum  and  penis 
showed  edema,  the  scrotum  a large  crusted  ulcera- 
tion due  to  irritation.  Very  hard  edema  of  legs  and 
ankles;  skin  red,  warm  and  scaling.  Hyperesthesia 
of  soles  of  feet.  Motion  of  knees  limited.  Pupils 
somewhat  small  (morphia?),  reacted  only  slightly 
to  distance,  not  at  all  to  light.  Knee-jerks  and  an- 
kle jerks  normal.  Arteries  of  both  fundi  slightly 
tortuous. 

Urine:  amount  normal  except  75  to  85  ounces 
January  27  and  28,  specific  gravity  1.008  to  1.024, 
a trace  to  a slight  trace  of  albumin  at  two!  of  five 
examinations,  rare  leukocytes  at  two,  rare  red  cells 
at  one.  Renal  function  15  to  25  per  cent.  Blood: 
19,400  to  10,800  leukocytes,  71  puer  cent  olymorpho- 
nuclears,  hemoglobin  90  to  75  per  cent,  reds\  4,700,- 
000  to  5,304,000,  anisocytosis  with  a tendency  to 
macrocytosis  and  occasional  basophilia  and  tailed 
forms,  platelets  slightly  reduced.  One*  Wassermann 
moderately  positive,  one  negative.  Hinton  negative. 
Non-protein  nitrogen  39. 

Temperature  100°  by  rectum  to  97°  by  mouth. 
Pulse  100  to  68,  with  a deficit  of  2 to  7 beats  Janu- 
ary 27  to  30.  Respirations  normal. 

By  X-ray  the  heart  shadow  appeared  large  and 
was  prominent  both  to  the  right  and  the  left.  The 
aorta  was  prominent  in  the  region  of  the  knob. 
Both  lung  fields  were  less  radiant  than  normal, 
especially  at  the  bases.  The  outline  of  the  left 
diaphragm  was  obliterated  in  part,  perhaps  by 
the  heart  shadow  and  motion.  The  larger  lung 
markings  were  particularly  prominent. 

January  25  the  systolic  murmur  was  loud, 
squeaking,  transmitted  to  the  axilla.  There  was  a 
questionable  systolic,  also  squeaking  and  at  the 
same  pitch,  over  the  tricuspid  area.  Next  day 
there  was  effusion  at  the  left  base.  During  the 
next  few  days  he  did  very  well,  lost  20  pounds,  and 
by  January  29  had  no  edema  of  the  legs,  abdom- 
inal wall  or  scrotum.  February  1 he  suddenly  be 
came  irrational.  The  next  day  he  was  mentally 
clear  again,  and  after  this  felt  well  except  for  oc- 
casional back  pain.  When  he  sat  up  long  he  felt 
tired  and  dyspneic.  His  urine  seemed  a little  warm- 
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er  than  usual.  February  7 there'  was  dullness  with 
bronchial  breathing  and  increased  spoken  and 
whispered  voice  at  both  apices,  marked  over  the 
right  posteriorly;  egophony  was  questionable  here, 
positive  on  the  left. 

February  8 he  was  discharged  improved. 

History  of  interval.  On  leaving  the  hospital  he 
stayed  for  three  weeks  in  convalescent  homes  and 
a hospital,  and  kept  fairly  quiet.  Then  he  went 
home,  and  from  that  time  did  a good  deal  of  walk- 
ing and  stair  climbing.  He  used  two  pillows  at 
night.  Toward  the  end  of  March  he  began  to  have 
swelling  of  the  legs  and  dyspnea,  sitting  up  mqst 
of  the  night.  These  symptoms  grew  progressive- 
ly worse.  About  the  middle  of  April  his  abdomen 
began  to  swell,  and  perhaps  a week  later  his 
penis  and  scrotum,  interfering  with  the  passage 
of  urine  and  causing  pain  on  starting  the  stream. 
For  two  weeks  he  had  been  in  bed.  His  physician 
increased  digitalis  to  two  grains  a day  and  three 
grains  every  other  day  and  gave  him  a tenth  of 
a grain  of  morphia  with  atropin  at  night.  For  a 
week  his  condition  had  been  about  the  same. 

Second  admission,  April  28,  eleven  weeks  after 
his  discharge. 

Clinical  examination  was  as  before  except  as 
noted.  He  had  marked  Cheyne-Stokes  respiration 
with  gasping  hyperpneic  phase.  His  lips  were  some- 
what cyanotic.  The  skin  was  dry,  inelastic;  over  the 
legs  tense  and  thickened,  somewhat  scaling.  There 
were  coarse  moist  rales  at  the  base  of  the  right 
lung  and  possible  fluid  at  the  left  base, — dullness 
with  absent  breath  sounds  and  fremitus.  The  car- 
diac impulse  was  strong.  The  apex  was  seen  and 
felt  in  the  fifth  space.  The  midclavicular  line  is 
now  recorded  as  8.25  centimeters  from  mid-ster- 
num, the  left  border  of  dullness  10.5,  right  border 
3,  supracardiac  dullness  5.5.  The  sounds  were  of 
poor  quality,  the  first  sound  obscured  by  a loud 
pitched  systolic  murmur.  There  was  a question- 
able systolic  thrill  at  the  apex.  No  diastolic  mur- 
mur was  heard.  There  was  no  pulse  deficit.  The 
blood  pressure  was  190/130.  The  sounds  were  of 
uniform  quality.  There  were  signs  of  ascites.  The 
abdominal  wall  was  tense,  tympanitic  over  the 
center.  There  was  tense  hard  edema  of  the  entire 
lower  legs  extending  up  over  the  lumbosacral  area 
and  back.  The  right  lower  arm  showed  pitting 
edema.  The  rest  of  the  examination  was  post- 
poned. 

Urine  not  recorded.  Blood:  13,750  leukocytes, 
84  per  cent  polymorphonuclears,  hemoglobin  80  per 
cent,  red  count  and  smear  normal. 

Temperature  99°  to  104.1°.  Pulse  80  to  108. 
Respirations  10  to  30. 

The  patient  was  given  digitalis  intramuscularly 
and  morphia  1/6  grain  every  three  hours.  Venesec- 
tion was  postponed  because  of  the  absence  of 
marked  cyanosis  and  edema  of  the  lungs.  He  re- 
mained in  about  the  same  condition  until  early  the 
morning  after  admission.  Then  he  had  tracheal 
rales,  restlessness  and  increased  dyspnea.  Morphia 
was  pushed  and  he  was  given  scopolamin  1/200 
grain.  250  cubic  centimeters  of  blood  was  withdrawn. 
During  the  venesection  the  blood  pressure  began  to 
drop;  within  half  an  hour  it  fell  from  200/135  to 
138/88.  He  failed  rapidly  and  at  midday  died. 

Case  2,  by  GROUP  3.  Case  of  Dyspnea  and 
Chest  Pain. 

An  American  iron  moulder  sixty-nine  years  old  en- 
tered April  14  complaining  of  shortness  of  breath 
and  swelling  of  the  legs. 

For  fifty  years  he  had  had  attacks  of  nocturnal 
dyspnea,  at  first  associated  with  “severe  colds  in 
the  chest”  but  for  years  coming  without  known 


cause,  waking  him  up  feeling  suffocated  and  puffing 
as  though  under  great  exertion.  The  attacks  lasted 
from  half  an  hour  to  five  hours.  Five  years  before 
admission  the  shortness  of  breath  came  on  insidious- 
ly, at  first  associated  with  exertion,  then  becoming 
progressively  worse  until  even  walking  brought  it 
on.  For  four  years  he  had  urinated  twice  at  night. 
Two  years  before  admission  at  the  end  of  a day’s 
work  he  became  dizzy  and  short  of  breath,  had  some 
dull  precordial  pain  and  was  unconscious  for  half 
an  hour.  Then  he  recovered  without  treatment  and 
went  home  unassisted.  Since  that  time  he  had  not 
worked.  He  had  felt  similar  attacks  coming  on,  but 
rest  seemed  to  prevent  their  developing.  For  four 
months  his  chronic  cough  had  been  more  frequent 
and  precipitated  by  exertion* 

His  father  died  of  gastric  cancer. 

Since  he  was  nineteen  the  patient  had  had  “bron- 
chitis”,— productive  cough  except  for  about  three 
months  each  year,  usually  in  summer.  At  twenty- 
five  he  had  Neisser  infection.  Since  the  fainting  epi- 
sode two  years  before  admission  his  memory  had 
been  steadily  failing.  Two  years  before  admission 
his  weight  was  235  pounds,  six  months  ago  223 
pounds.  He  had  been  losing  weight  for  the  past 
year. 

Clinical  examination  showed  an  obese,  cyanotic 
dyspneic,  wheezing  old  man  with  dehydrated,  al- 
most icteroid  skin.  Teeth,  old  carious  snags.  Barrel 
chest.  Lungs  full  of  piping  squeaks,  inspiratory 
and  expiratory  rales.  Apex  impulse  of  the  heart  not 
found.  Percussion  measurements:  left  border  15 
centimeters  from  midsternum,  7 centimeters  outside 
the  midclavicular  line,  right  border  1.5  centimeters 
to  the  right,  supracardiac  dullness  6 centimeters. 
Action  absolutely  irregular.  Fibrillation.  A rough 
systolic  murmur  heard  all  over  the  precordia  and  in- 
to the  neck.  No  diastolic  heard,  although  on  accouih 
of  the  rapid  heart  action  and  fibrillation  the  exam- 
ination was  not  satisfactory.  There  was  pulse  defi- 
cit. Pulses  not  synchronous.  Artery  walls  thickened 
and  tortuous.  Blood  pressure  190/100.  Liver  four 
finger-breadths  below  the  costal  margin,  tender, 
edge  felt.  The  legs  showed  massive  pitting  edema, 
the  sacrum  moderate  edema. 

Urine  and  blood  not  recorded.  Renal  function  50 
per  cent.  Non-protein  nitrogen  30  milligrams.  Was- 
sermann  not  recorded. 

Temperature  98.6°  to  103.5°  rectal,  pulse  80  to 
108,  respirations  55  to  35. 

The  patient  was  given  the  equivalent  of  15  grains 
of  digitalis  intramuscularly  within  twelve  hours  af- 
ter admission,  but  when,1  seen  during  the  night  was 
having  violent  dyspnea  and  orthopnea  and  could 
not  be  quieted  with  morphia.  The  rate  was  regular. 

The  morning  after  admission  the  temperature 
rose  to  103.5°.  An  electrocardiogram  showed  auricu- 
loventricular  dissociation,  auricular  rate  80,  ventri- 
cular 90,  irregular;  left  bundle  branch  block,  vary- 
ing; few  more  normal  beats  in  lead  I.  Another  elec- 
trocardiogram showed  idioventricular  rhythm  with 
variable  intraventricular  block;  no  evidence  of  auri- 
cular action;  rate  50,  almost  regular.  The  patient 
died  at  the  endi  of  the  electrocardiogram. 


SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Commerce. 
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THE  SOUTHWESTERN  MEETING 

A little  less  than  two  months  from  now, 
the  Medical  & Surgical  Association  of  the 
Southwest  will  hold  its  annual  meeting  in 
Phoenix.  This  will  be  the  third  time  the  As- 
sociation has  come  to  Phoenix,  and  it  should 
be  a banner  meeting.  Phoenix  is  better  pre- 
pared to  care  for  the  meeting  this  year  than 
on  either  of  the  two  previous  occasions.  With 
abundant  hotel  facilities,  adequate  hospital 
equipment  for  clinics,  and  a well  organized 
medical  profession,  there  is  no  reason  for  fail- 
ure to  stage  a very  successful  program  and 
clinical  conference. 

It  has  been  decided  to  return  to  the  former 
type  of  meeting,  with  a minimum  of  speakers 
from  outside  the  southwest  district,  and  a 
maximum  of  home  talent.  The  Maricopa 
County  Medical  Society,  who  will  be  the  hosts 
for  this  meeting,  will  furnish  the  surgical 
and  medical  clinics;  the  papers,  except  for  a 
few  selected  speakers  on  special  topics,  will 
be  supplied  by  members  of  the  Association 
from  New  Mexico,  El  Paso  County  and  dis- 
tricts of  Arizona  outside  of  Maricopa  County. 

The  dates  selected  for  the  meeting  are 
November  7,  8 and  9.  The  Committee  on  Gen- 
eral Arrangements,  appointed  by  the  Mari- 
copa County  Medical  Society,  are  Drs.  E. 
Payne  Palmer,  chairman;  Fred  Holmes,  and 
W.  Warner  Watkins.  The  chairmen  of  spe- 
cial committees  are  as  follows: — Dr.  Joseph 
M.  Greer,  Clinics;  Dr.  Victor  Randolph,  Fi- 
nance; Dr.  S.  I.  Bloomhardt,  Entertainment; 
Dr.  Frank  J.  Milloy,  Local  Arrangements 
and  Hotels. 

* The  General  Program  Committee  of  the 
Association  consists  of  Dr.  P.  G.  Cornish,  Jr., 
Albuquerque ; Dr.  W.  Warner  Watkins,  Phoe- 
nix; Dr.  Willard  Smith,  Phoenix;  Dr.  J.  R. 
Van  Atta,  Albuquerque;  Dr.  Willis  W.  Waite, 
El  Paso. 

Watch  for  full1  program  in  the  October  is- 
sue. 


CARL  HAYES  LUND. 

In  the  sudden  death  of  Dr.,  Carl  H.  Lund, 
of  Douglas,  Ariz.,  one  of  the  leading  practi- 
tioners of  the  state,  a faithful  member  of 
the  Cochise  County  Medical  Society  and  of 
the  Arizona  State  Medical  Association,  pass- 
ed away.  Dr.  Lund  was  visiting  in  the  east 
on  vacation  with  his  family,  when  he  was 
siezed  with  some  acute  cardiac  lesion  and 
died  rather  suddenly. 

He  came  to  Arizona  in  1906,  after  gradua- 
tion from  the  University  of  Michigan  in 
1900  and  subsequent  hospital  and  special 
training.  He  became  associated  with  Dr.  F. 
T.  Wright  in  the  A.  & C.  Hospital  in  Doug- 
las where  he  practiced  until  this  institution 
was  sold  by'  them  in  1928,  Dr.  Wright  retir- 
ing and  Dr.  Lund  entering  into  private  prac- 
tice in  Douglas.  He  will  be  sorely  missed 
from  the  medical  circles  in  Cochise  County. 


THE  ARIZONA  STATE  BOARD  OF 
HEALTH  BULLETIN 

We  welcome  with  great  pleasure  the  July 
number  of  the  Bulletin  of  the  Arizona  State 
Board  of  Health,  containing  the  proceedings 
of  the  second  annual  meeting  of  the  Arizona 
Public  Health  Association,  held  at  Prescott 
last  April.  For  some  time  past, I the  Bulletin 
has  published  nothing  except  the  vital  statis- 
tics, and  it  is  very  refreshing  to  have  some- 
thing readable  come  to  our  desk  from  this 
department.  All  the  articles  in  this  Bulletin 
are  interesting,  there  being  papers  on  Public 
Health  and  Sanitation,  Water  Works,  Sewage 
Disposal  and  Milk  Sanitation.  The  Bulletin 
will  be  mailed  to  any  physician  or  layman  in 
Arizona,  on  request,  without  charge,  and  un- 
doubtedly interested  physicians  in  the  south- 
west generally  could  secure  copies  of  it,  by 
writing  to  the  office  of  the  Board. 
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THE  OCTOBER  AND  NOVEMBER  MEET- 
INGS. 

For  one  who  wishes  to  spend  most  of  the 
month  of  October  in  postgraduate  work,  the 
series  of  clinical  conferences  in  the  middle 
west  offers  an  attractive  program.  The  first 
of  this  series  is  the  Fall  Clinical  Conference 
of  the  Kansas  City  Southwest  Clinical  Soci- 
ety, to  be  held  in  Kansas  City,  October  7 to 
11.  Announcement  of  this  will  be  found  else- 
where in  this  issue. 

The  American  College  of  Surgeons  will 
hold  its  nineteenth  annual  Clinical  Congress 
in  Chicago,  October1  14  to  18.  Announcement 
of  this  will  also  be  found  elsewhere  in  this 
issue. 

One  of  the  most  popular  meetings  is  the 
medical  assembly  of  the  Inter-State  Post- 
graduate Medical  Association  of  North  Amer- 
ica, whose  1929  gathering  will  be  held  in 
Detroit  October  21  to  25.  A very  elaborate 
program  has  been  prepared,  and  no  doubt  the 
meeting  will  be  largely  attended.  Further  de- 
tails and  program  can  be  secured  from  Dr. 
Wm.  B.  Peck,  Managing  Dir.,  Freeport,  111. 

Following  these  three  meetings,  the  physi- 
cians and  surgeons  of  the  southwest  will  be 
able  to  enjoy  more  thoroughly  the  Medical  & 
Surgical  Association  of  the  Southwest,  whose 
fall  gathering  will  be  in  Phoenix,  November 
7 to  9.  Those  who  do  not  attend  the  October 
meetings  in  the  middle  west  certainly  will 
desire  to  come  to  Phoenix  in  November. 
Those  who  do  venture  abroad  in  October  will 
be  all  the  better  prepared  to  enjoy  our  own 
meeting. 


ANTI-DIPHTHERIA  CAMPAIGN  IN 
ARIZONA 

Dr.  R.  J.  Stroud,  Superintendent  of  Public 
Health  for  Arizona,  is  carrying  on  a vigorous 
campaign  for  preventive  vaccination  against 
diphtheria  in  the  public  schools  of  Arizona. 
The  value  of  this  treatment  has  been  thor- 
oughly demonstrated,  and  no  community  can 
pretend  to  have  a modern  public  health  senti- 
ment or  health  regulation  which  does  not  car- 
ry on  a prevention  campaign  against  diph- 
theria by  vaccination  of  school  children.  This 
disease,  still  one  of  the  chief  dangers  of  child- 
hood, practically  disappears  from  a commun- 
ity, following  universal  treatment  with  diph- 
theria toxin-antitoxin. 

Several  county  health  officers  in  Arizona 
have  already  done  extensive  work  in  com- 
bating diphtheria  by  prophylactic  immuniza- 
tion, notably  in  Graham  County,  Oochise 
County,  Yuma  County  and  Yavapai  County. 
Incidentally,  in  Maricopa  County,  there  is  al- 
ready evident  the  usual  opposition  from 
1 the  chiropractors  and  anti-vaccinationists, 

: against  any  movement  for  good  health 
among  school  children. 


ST.  JOSEPH  S HOSPITAL  (Phoenix). 

(May  Staff  Meeting) 

At  the  regular  monthly  m'eeting  of  the  staff,  held 
on  May  13,  1929,  twenty-eight  members  were  pres- 
ent. Meeting  was  called  to  order  by  the  chairman 
(Dr.  E.  Payn'e  Palmer),  who  read  the  minutes  of 
the  last  meeting,  the  monthly  analysis  of  hospital 
service  and  the  honor  roll  for  completed  records. 
DR.  GEORGE  SHIELDS  was  given  honorable  men- 
tion for  having  an  autopsy  on  each  of  three  pa- 
tients who  died  on  his  service. 

Program  had  been  prepared  by  Dr.  Fred  Holmes. 


DR.  WIN  WYLIE  gave  a masterly  summary  of 
the  legal  and  professional  aspects  of  privileged  com- 
munications, and  the  following  excerpt  of  his  talk 
has  been  furnished: 

It  may  appear  to  some  of  us  that  the  privileged 
communication  is  something  new.  It  is  not.  I read 
from  the  Oath  of  Hippocrates: 

“Whatever  in  connection  with  my  professional 
practice,  or  not  in  connection  with  it  I see  or  hear 
in  the  life  of  men,  which  ought  not  to  be  spoken  of 
abroad,  I will  not  divulge,  as  reckoning  that  all 
such  should  be  kept  secret.  While  I continue  to 
keep  this  oath  unviolated,  may  it  be  granted  to  me 
to  enjoy  life  and  the  practice  of  the  art,  respected  by 
all  men,  in  all  times'.  But  should  I trespass  and  vi- 
olate this  oath,  may  the  reverse  be  my  lot.” 

This  oath  was  made  four  hundred  years  before 
Christ.  Note  the  following  quotation  from  the 
Principles  of  Medical  Ethics  of  the  American  Medi- 
cal Association : 

“Principles  of  Medical  Ethics,  ’ihe  confidences 
corcerning  individual  or  domestic  life  entrusted  by 
a patient  to  a physician,  and  the  defects  of  disposi- 
tion or  flaws  of  character  observed  in  patients  dur- 
ing medical  attendance,  should  be  held  as  a trust 
and  should  never  be  revealed  except  when  impera- 
tively required  by  the  laws  of  the  state.” 

No  state  requires  that  a physician  reveal  the  com- 
munication of  his  patient,  without  the  patient’s 
consent.  In  the  law  of  Arizona  it  says: 

“A  physician  or  surgeon  cannot  be  examined,  with- 
out the  consent  of  his  patient,  as  to  any  communica- 
tion made  by  his  patient  with  reference  to  any 
physical  or  supposed  physical  disease  or  any  knowl- 
edge obtained  by  personal  examination  of  such  pa- 
tient.” 

No  hospital  has  a right  to  let  its  records  go  out. 
They  are  privileged  communications,  and  the  privil- 
ege is  to  the  patient  and  not  to  the  doctor.  The  Mich- 
igan statutes  is  as  follows : 

“No  person  duly  authorized  to  practice  physic  or 
surgery  shall  be  allowed  to  disclose  any  informa- 
tion which  he  may  have  acquired  in  attending  any 
patient,  in  his  professional  character,  and  which  in- 
formation was  necessary  fo  enable  him  to  prescribe 
for  such  patient  as  a physician,  or  to  do  any  act 
for  him  as  a surgeon.” 

The  following  is  the  statement  of  the  Michigan 
Supreme  Court  regarding  conditions  found  at  au- 
topsy (Storrs  v.  Scougale,  48  Mich.  387,  12  N.  W. 
502)  : 

“In  a case  where  a physician  has  been  allowed  to 
testify  as  to  the  communications  privileged  by  the 
statute,  Mr.  Justice  Cooley,  speaking  for  the  court, 
said:  ‘This  evidence  ought  not  to  be  passed  over 
without  remark.  It  is  surprising  evidence  for  many 
reasons.  One  of  these  is  that  the  physician  had  no 
business  to  give  it.  (The  statute  is  cited  and  quoted). 
Every  reputable  physician  must  know  of  the  exis- 
tence of  this  statute,  and  he  must  know  from  its 
very  terms,  as  well  as  from  the  obvious  reasons 
underlying  it,  that  it  is  not  at  his  option  to  disclose 
professional  secrets.  A rule  is  prescribed  which  he 
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is  not  to  be  “allowed”  to  violate;  a privilege  is 
guarded  which  does  not  belong  to  him,  but  to  his 
patient,  and  which  continues  indefinitely,  and  can 
be  waived  by  no  one  but  the  patient  himself.’  ” 

“Death  certificates  made  by  attending  physicians 
on  file  in  office  board  of  health. 

They  are  excluded,  not  only  for  the  purpose  of 
protecting  parties  from  disclosure  of  information 
imparted  in  the  confidence  that  must  necessarily 
exist  between  physician  and  patient,  but  on  the 
grounds  of  public  policy  as  well.  The  disclosure  by 
a physician,  whether  voluntary  or  involuntary,  of 
the  secrets  acqquired  by  him  while  attending  a pa- 
tient in  his  capacity  naturally  shocks  our  sense  of 
decency  and  propriety,  and  this  is  one  reason  why 
the  law  forbids  it.  The  form  in  which  the  state- 
ments are  sought  to  be  introduced  is  of  no  conse- 
quence, whether  as  a witness  on  the  stand  or  through 
the  medium  of  an  affidavit  or  certificate.  All  are 
equally  under  the  ban  of  the  statute.”— Davis 
Knights  of  Honor,  165  N.  Y.  159,  58  N.  E.  891). 

From  Medical  Act  of  Arizona,  1913: 

“Whenever  any  holder  of  a certificate  herein  pro- 
vided for  is  guilty  of  unprofessional  conduct,  as  the 
same  is  defined  in  this  act,  and  the  said  unprofes- 
sional conduct  has  been  brought  to  the  attention  of 
the  board  granting  said  certificate,  in  the  manner 
hereinafter  pointed  out,  . ...  it  shall  be  their  duty 
to,  and  they  must,  revoke  the  same  at  once,  and 
the  holder  of  said  certificate  shall  not  be  permitted 
to  practice  medicine,  surgery  or  osteopathy,  or  any 
other  system  or  mode  of  treating  the  sick  or  afflict- 
ed in  this  state.” 

Among  the  items  declared  by  this  act  to  constitute 
“unprofessional  conduct,”  there  is  include^,  “the 
wilful  betrayal  of  a professional  secret.” 


DR.  S.  I.  BLOOMHARDT  presented  the  following 
case  of  lupus  vulgaris,  showing  the  patient  and 
demonstrating  lesions: 

Mrs.  C.,  aged  36.  History  of  pulmonary  tubercu- 
losis for  six  years.  In  that  time,  patient  thinks 
she  has  had  the  disease  arrested  twice.  Three 
years  ago  after  a flare-up  of  her  chest,  she  noticed 
a small  ulceration  on  the  left  ala  of  her  nose,  start- 
ed as  a pimple;  upon  the  advice  of  a friend,  started 
to  take  treatment;  some  practitioner,  not  science, 
gave  her  what  is  called  women’s  tonic,  the  one  in 
particular  Viava.  According  to  history,  in  a few 
weeks  this  pimple  and  small  ulcer  dried  up  and 
practically  disappeared.  During  the  past  year,  an- 
other flare-up  and  last  fall  she  consulted  Dr.  Reese 
on  account  of  a recurrence  of  this  small  pimple  and 
ulceration  on  the  left  ala  and  tip  of  the  nose.  Dr. 
Reese  referred  the  patient  to  Dr.  Craig  and  a diag- 
nosis of  lupus  vulgaris  was  made.  Since  that  time, 
in  spite  of  treatment,  several  other  patches  have 
developed  on  the  face  and  one  on  the  right  thigh 
posterior.  The  patient  has  been  kind  enough  to  come 
before  you  tonight  so  I will  not  attempt  to  describe 
the  lesions.  In  this  case,  from  description  of  the 
advancement  as  I gather  it,  the  lupus  involving 
the  nose,  the  earlier  tubercles  or  infiltration  gave 
way  to  ulceration  and  then  became  the  seat  of  papil- 
lomatous vegetations  or  hypertrophic  granulations. 

X-i'ay  was  the  treatment  resorted  to,  with  ap- 
parently no  permanent  beneficial  results.  She  re- 
ceived four  treatments  in  January,  one  week  apart, 
two  each  in  February  and  March,  two  weeks  apart. 
Came  to  the  hospital  last  week  for  care.  Extremely 
thin  and  poorly  nourished  individual  with  a bilater- 
al pulmonary  tuberculosis  active,  left  upper  much 
the  most  active  and  advanced.  There  may  also  be 
some  laryngeal  involvement. 


DR.  T.  T.  CLOHESSY  gave  the  following  gen- 
eral discussion  of  lupus  vulgaris: 

The  tubercle  bacillus  may  attack  any  part  of  the 
skin  or  mucous  membranes,  and  provoke  its  char- 
acteristic reaction,  the  tubercle,  which  is  nearly  al- 
ways the  building  stone  of  clinical  manifestations 
of  tuberculosis  of  the  skin,  and  especially  so  of 
lupus  vulgaris. 

Tuberculosis  of  the  skin  is  a very  rare  condi- 
tion when  one  considers  the  ubiquity  of  the  tubercle 
bacillus,  and  the  opportunities  for  accidental  trau- 
matic inoculation.  It  is  much  rarer  in  this  country 
than  in  Europe,  being  particularly  prevalent  in 
Austria.  This  general  rarity  may  be  accounted  for 
by  Koch’s  phenomenon.  Koch  found,  when  one  vac- 
cinates a healty  guina  pig  with  a pure  culture  of 
tubercle  bacilli,  the  wound,  as  a rule,  closes,  and  for 
the  first  few  days  seems  to  heal.  However,  in  from 
ten  to  fourteen  days,  a nodule  develops,  breaks  down 
and  ulcer  appears  which  persists  to  the  time  of  death 
of  the  animal.  There  is  quite  a different  sequence 
of  events  when  a diseased,  (tuberculous)  animal  is 
inoculated.  In  such  an  animal  the  inoculation 
wound  likewise  promptly  heals.  But  in  a few  days, 
not  in  ten  to  fourteen  days,  as  in  the  healthy  ani- 
mal, there  begins  necrosis  of  the  tissue  at  the  inocu- 
lation site,  thus  dead  tissue  is  cast  off  and  an  ulcer 
appears.  But  in  the  tuberculous  pig,  this  ulcer 
quickly  and  permanently  heals,  whereas  in  the 
healthy  pig,  the  ulcer  continues  until  the  death  of 
the  animal.  Of  course  there  are  exceptions  to  this 
rule  which  need  explanation,  but  so  there  are  ex- 
ceptions to  the  protective  value  of  smallpox  vaccina- 
tion, which  need  explanation.  But  none  of  us  ques- 
tion the  value  of  smallpox  vaccination  in  general. 

Now  as  to  the  recognition  of  tuberculosis  cutis 
when  we  see  it.  For  clinical  purposes,  for  purposes 
of  cognition  and  description,  skin  tuberculosis  may 
be  divided  into  five  classes. 

First,  we  find  tuberculosis  ulcerosa,  a miliary 
tuberculosis  cutis,  an  extension  of  a pre-existing 
internal  tuberculosis  to  the  mucous  membranes  and 
to  the  muco-cutaneous  junctions,  such  as  to  the 
mouth  and  lips  from  pulmonary  tuberculosis,  to 
the  glans  penis  from  renal  tuberculosis,  and  the 
anal  region  from  intestinal  tuberculosis.  This  form 
is  very  rare,  illustrating  the  difficulty  of  reinfec- 
tion probably  fi-om  Koch’s  phenomenon. 

Second,  we  find  tuberculosis  verrucosa,  the  sim- 
plest and  most  elementary  expression  of  which  is 
the  anatomic  tubercle  or  post-mortem  wart.  In 
fact,  tubeiculosis  verrucosa  ’s  an  aggregation  of 
papillomatous  lesions  similar  to  the  post-mortem 
wart,  this  aggregation  of  lesions  often  being  seen 
as  a large  area  or  areas.  So,  when  you  see  a post- 
mortem wart,  you  see  one  of  the  building  stones  of 
which  clinical  tuberculosis  verrucosa  is  made  up. 
This  papillomatous  or  warty  aspect  is  due  to  the 
limitation  of  the  tubercle  bacilli  to  the  papillary 
layer  of  the  corium,  many  being  found  in  the  papil- 
lae themselves.  Some  contend  that  tuberculosis 
verrucosa  is  caused  by  the  bovine  tubercle  bacillus. 

Third,  scrofuloderma,  which  is  a later  extension 
to  the  skin  of  infection,  through  a sinus  from  a 
broken  down  and  evacuating  tuberculous  lymphatic 
gland  or  subcutaneous  tuberculous  nodule. 

Fourth,  lupus  vulgaris,  the  form  and  name  ap- 
parently most  familiar  to  the  general  practitioner. 

Fifth,  tuberculids,  which  includes  a number  of 
manifestations,  ranging  through  macules,  papules, 
vesicles,  pustules,  small  necrotic  lesions,  etc.  I have 
no  doubt  but  that  many,  many  times  the  skin  is 
accidentally  inoculated  with  tubercle  bacilli,  these 
bacilli  gain  more  or  less  of  a foothold  with  the 
temporary  development  of  macules,  papules,  etc., 
but  their  full  development  is  frustrated  by  that  con- 
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dition  of  allergy  developed  in  the  body  by  the  pres- 
ence within  the  body  of  some  focus  of  living'  tu- 
bercle bacilli,  resulting  in  the  Koch  phenomenon 
mentioned  above.  Sometimes  we  see  inconspicuous 
lesions,  there  are  no  peculiar  characteristics  by 
which  they  are  clinically  recognizable,  they  are 
ephemeral,  and  we  give  them  but  passing  notice. 

As'  further  corroboration  of  this  immunity  mani- 
fested by  the  Koch  phenomenon,  we  have  Marfan’s 
law,  enunciated  as  early  as  1886.  Marfan  stated, 
“One  a most  never  finds  pulmonary  tuberculosis,  at 
least  manifest  and  a progressive  disease,  in  people 
who  in  infancy  have  been  the  subjects  of  scrofula, 
(suppurative  tuberculous  adenitis  of  the  neck)  and 
who  have  been  completely  cured  of  this  adenitis  be- 
fore the  age  of  fifteen,  such  cure  having  taken 
place  before  any  other  focus  of  tuberculosis  was 
discoverable.  Undoubtedly,  when  this  sensitization 
is  present  as  a result  of  tuberculosis  of  the  skin  or 
lymphatic  glands,  many  reinfections  in  the  bronchial 
mucosa  are  aborted  by  this  accelerated  immune  re- 
action of  the  bronchial  mucosa”.  The  remainder  of 
my  remarks  will  be  confined  to  a very  brief  discus- 
sion of  lupus  vulgaris,  the  subject  allotted  to  me. 

The  initial,  essential  lesion  of  lupus  vulgaris  is  a 
tubercle  in  the  skin,  the  corium.  If  we  could  see  and 
recognize  lupus  vulgaris  in  its  very  earliest  begin- 
ning, we  would  see  a small  macule  or  papule,  which 
on  pressure  with  a glass  slide  would  resolve  itself 
into  a small,  reddish-bz-own  mass,  the  so  decribed 
apple-butter  colored  tubercle.  Perhaps  there  would 
be  several  of  them  if  there  wei’e  several  points  of 
inoculation.  This  is  baby  lupus  vulgaris,  and  all 
the  later  vai'ied  manifestations  of  lupus  vulgaris  are 
the  results  of  the  growth,  extension,  multiplication, 
and  later  evolution  and  involution  of  aggregations 
of  such  small  lesions,  this  evolution  and  involution 
being  modified  by  numerous  factoi'S,  such  for  in- 
stance, as  neci’osis  of  overlying  skin  with  second- 
aiy  infection  by  pyogenic  organisms,  pi'oducing 
chronic  ulcers.  Undoubtedly  there  must  be  a mas- 
sive infection  to  initiate  this  lupus  process',  the  de- 
fensive forces  being  able  to  overcome  a few  bacilli. 
In  Bail’s  classification  of  mici-oorganisms  accord- 
ing to  their  infectivity,  the  tubercle  bacillus  is 
placed  among  the  partial  parasites,  that  is,  a small 
number  ai-e  overcome  by  the  defensive  forces  of  the 
animal,  but  a limit  is  reached  when  the  number  of 
microorganisms  by  the  great  sum  total  of  their  vir- 
ulence overwhelms  the  defensive  forces  of  the  host 
and  a permanent  infection  or  foothold  is  secured, 
resulting  in  development  of  this  chronic  lupus  vul- 
garis. Such  has  been  demonstrated  experimentally 
in  animals  and  undoubtedly  occurs  in  fortuitous  in- 
oculation of  the  human  skin. 

If  we  saw  ana  were  able  to  recognize  these  smail 
lesions,  which  are  z tally  lupus  vulgaris  in  its  be- 
ginnings, we  could  easily  completely  excise  them 
and  check  lupus  vulgaris  in  the  begin  mg,  as  it 
were,  with  little  or  no  disfigurement.  Only  for  such 
eailv  ‘recognition,  could  a Chinese  doctor  s„ay  on  the 
payroll. 

Unfoi'tunately,  most  of  these  lesions  go  on  into 
the  well  developed  lupus  vulgaris  before  their  tu- 
berculous nature  is  recognized.  By  the  extension  of 
the  tubei’cle  bacilli  through  the  lymphatic  and  ven- 
ous radicles,  moi’e  tubercles  ai'e  pi'ovoked,  mostly 
immediately  adjacent  to  the  original  lesion  or  les- 
ions, thus  enlai’ging  the  primary  site;  sometimes 
they  find  their  way  to  more  distant  spots,  thus 
forming  multiple  patches'  of  lupus.  But  in  all  cases, 
in  their  eai'lier  stages,  lupus  patches  ai’e  made  up 
of  these  small  tubercles,  with  their  peculiar  tuber- 
culous cellular  structure,  large  giant  cells  in  the 
center,  surrounding  epitheloid  cells  and  peripheral 
small  round  cells. 


These  patches  of  tubercles  remain  unchanged  for 
a varying  length  of  time,  but  eventually,  retrogres- 
sive changes  take  place,  disintegration  of  the  tu- 
bercles and  some  of  the  surrounding  tissues  occurs, 
the  overlying  epidei-mis  becomes  necrotic  and  is 
shed,  secondai-y  infection  with  pyogenic  organisms 
occui-s  and  we  have  the  ulcerative  form  of  lupus. 
Tt  was  because  of  this  ulcerative  tendency  that  its 
name  was  derived  from  the  Uatin  lupus,  or  wolf, 
and  one  very  severe  variety  was  named  lupus 
voi’ax  because  it  ravaged  the  tissues  like  a voraci- 
ous wolf.  Around  the  edges  of  the  ulcer  can  be 
found  an  infiltration  of  fresh  tubei'cles,  and  as  the 
earlier  tubemles  disintegrate  and  slough  off,  scar- 
ring occurs  in  the  centre  while  these  newly  devel- 
oped peripheral  tubei'cles  increases  the  extent  of  the 
lesion  and  in  their  turn  slough  off  with  more  ulcer- 
ation and  scarring.  These  ulcers'  are  shallow,  with 
usually  slight  purulent  secretion  which  leads  to 
slight  crust  formation.  These  ulcei-ated  parts  are 
disposed  to  heal  with  formation  of  fibrous  and 
firm  scars,  unlike  the  soft,  nliable  scar  replacing  a 
syphilitic  ulcer.  All  the  while,  as  previously  stated, 
new  tubei-c'es  develop  ai'ound  the  border  to  become 
in  their  tuin  neci'otic  and  disintegrated. 

However,  not  always  are  ulcers  formed.  Some- 
times by  fatty  degeneration  and  absorption,  partly 
by  exfoliation  without  ulceration,  the  lesion  invo- 
lutes leaving  an  ati'ophic,  thin,  pigmented,  cicat- 
ricial tissue.  To  this  is  given  the  name  lupus  vulgaris 
exfoliatius.  There  are  many  other  forms  into 
which  lupus  may  develop,  depending  on  various 
accidental  factors,  such  for  instance,  as  an  added 
inflammatorv  element  in  which  the  cellular 
infiltration  becomes  organized  into  a hypertrophic, 
sclerous  or  keloidal  tissue.  We  then  speak  of  lupus 
vulgaris  hypertrophicus,  lupus  sclerosis,  or  lupus 
keloides.  Or  the  lymphatics  may  be  blocked  off,  re- 
sulting in  an  elephantiasic  condition  and  we  have 
lupus  elephantiasicus.  At  times  the  lesions  may  be 
rounded,  scaly  patches  resembling  very  much  pso- 
l-iasis.  The  resemblance  between  lupus  and  the 
tubei'cular  syphiloderma  is  sometimes  so  striking 
that  a period  of  observation  or  the  therapeutic  test 
for  syphilis  may  have  to  be  resorted  to  for  a dif- 
ferentiation. The  proper  discussion  of  lupus  vul- 
garis is  such  an  enormous  task  one  hardly  knows 
what  to  dwe’l  on  in  the  allotted  ten  minutes.  I 
hope  this  little  will  be  of  some  value. 

As  to  treatment,  it  depends  on  size  of  lesion,  lo- 
cation. duration,  form  the  development  has  taken, 
etc.  Excision,  curettement,  caustics,  x-ray,  light 
treatment,  all  have  their  advocat°s  and  all  ac- 
complish results  in  some  cases,  fail  in  others. 

I wish  to  finish  with  a shoii;  l-eference  to  chronic 
u'cers,  that  is  ulcers  of  more  than  a month  or  two 
months’  duration.  I am  sure  that  some  physicians 
seem  to  forget  that  for  all  practical  purposes,  there 
being  a few  rare  exceptions,  any  such  long-con- 
tinued ulcer  or  ulcers,  even  if  very  small,  in  this 
latitude  and  longitude,  are  syphilitic,  epithelio- 
matous  or  tuberculous  and  when  surh  long  continu- 
ed ulcerations  are  found,  one  should  not  rest  con- 
tent until  be  determines  which  of  those  conditions 
he  has  to  deal  with,  tuberculosis,  syphilis,  or  epi- 
thelioma. The  ordinarv  ulcers,  streptococcic,  sta- 
phylococcic. etc.,  are  taken  cai'e  of  and  cleaned  up 
in  a short  time  bv  the  body’s  natural  defenses. 

(June  Staff  Meetins:) 

The  regular  staff  meeting  of  St.  Joseph’s  Hos- 
pital was  held  on  Monday  evening,  June  10th,  with 
thiz’teen  members  present.  In  the  absence  of  the 
chairman,  the  meeting  was  presided  over  by  Dr.  J. 
M.  Greer,  who  had  aimanged  the  program. 

The  monthly  analysis  of  the  hospital  service  was 
l'ead  by  Dr.  Dudley  Fournier,  secretai'y. 
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Having  seen  a death  from  scorpion  sting,  DR. 
H.  T.^  BAILEY  asked  for  a discussion  of  this  sub- 
ject. DR.  R.  J.  STROUD  discussed  several  cases  of 
scorpion  sting,  as  well  as  bite  from  a black  spider 
with  red  wings. 

DR.  H.  P.  MILLS,  pathologist,  reported  the  fol- 
lowing cases  on  whom  autopsies  had  been  per- 
formed: 

CASE  16028 

Female,  age  54,  admitted  March  7,  1929,  with 
working  diagnosis  of  “paratyphoid  fever,  enlarged 
liver.”  Mother  of  nine  children,  five  living,  four 
dying  in  infancy.  Had  usual  children’s  diseases, 
otherwise  has  always  been  in  good  health. 

Physician  consulted  three  months  before  admis- 
sion, complaint  being  general  malaise,  fever,  loss 
of  appetite  and  loss  of  strength.  A continuous  type 
of  fever  present,  a.  m.  temp  99.6,  p.  m.  temp  102.5. 
Widal  reaction  gave  a positive  reaction  to  para- 
typhoid A and  slight  positive  to  B Typhosus.  Phy- 
sical examination  negative  except  for  slight  ten- 
derness and  resistance  below  liver.  A second  Widal 
gave  same  reactions  as  before.  Liver  was  enlarged 
and  tender  on  palpation.  A month  before  admission 
serobacterins  were  given,  followed  by  chill  and 
temperature  up  to  104.  Temperature  was  reduced 
for  two  days,  then  continued  as  before.  One  week 
before  admission,  liver  dullness  extended  from  the 
fifth  rib  at  the  axillary  line  to  two  fingers  breadth 
below  the  costal  arch. 

Examination  on  admission  showed  pupils  normal, 
mucous  membranes  very  pale.  Chest  negative,  ex- 
cept for  upward  extension  of  liver  dullness.  Heart 
normal.  Abdomen  doughy  and  very  tender  in  region 
of  liver.  Liver  dullness  2 or  3 fingers  below  costal 
arch.  An  edematous  area  in  lumbar  region,  more 
marked  on  right.  This  area  is  tender.  Other  phy- 
sical findings  negative.  Diagnosis  after  physical 
examination:  Abscess,  subphrenic  of  liver,  para- 
typhoid fever.  X-ray  examination  of  abdomen  and 
liver  area  was  reported  as  follows: 

“In  the  fluoroscopic  and  roentgenographic  ex- 
amination of  this  patient  we  find  the  right  dia- 
phragm elevated  and  immobile.  There  is  consider- 
able lung  density  and  some  pleural  density  in  the 
sulcus.  We  believe  the  findings  are  quite  positive 
for  some  lesion  below  the  diaphragm,  possibly 
abscess  of  liver  or  subphrenic  abscess.” 

Urinalysis.  “Dark  amber,  cloudy,  slightly  acid, 
sp.  gr.  1012,  very  slight  trace  of  albumen,  oc- 
casional hyaline  cast,  occasional  pus  cell. 

Blood  examination.  ‘‘Hemoglobin  25  per  cent, 
Dare;  red  cells,  1,320,000,  white  cells,  16,000; 
mononuclears  17,  polys  83.” 

Liver  was  explored  by  needles  in  the  8th  and 
9th  interspaces;  bloody  serum,  which  coagulated, 
was  obtained.  Incision  was  made  one  inch  below 
costal  arch.  Liver  was  found  to  extend  a hand’s 
breadth  below  costal  arch,  was  soft  beneath  in- 
cision, but  hard  and  nodular  behind.  There  was  a 
hard,  nodular  mass  in  region  of  right  kidney. 
Needles  introduced  into  liver,  but  no  pus  obtained. 
There  was  free  bloody  fluid  in  abdomen  when  it 
was  opened.  Abdomen  cleared  out  and  closed  with- 
out drainage. 

Post  operative  diagnosis:  Enlarged,  nodular  liver, 
cause  not  determined. 

Transfusion  was  done  one  hour  after  operation, 
600  c.c.  by  direct  method.  Had  a very  good  post 
operative  day  and  a good  night.  Next  day  took 
some  nourishment.  The  next  day  abdomen  was 
distended,  which  was  relieved  by  enema  and  castor 
oil. 

Wound  dressed  and  clips  removed  on  fifth  day. 
Transfusion,  500  c.c.  blood  from  same  donor, — No 
reaction.  In  quite  good  general  condition.  Tempera- 


ture 99-100,  pulse  90-94.  Left  hospital  sixth  day 
after  operation. 

Nine  days  later  seen  by  another  physician  who 
reports  as  follows: 

First  saw  this  patient  on  March  24th.  She  was 
in  semi-comatose  condition,  mouth  drawn  to  one 
side.  There  was  definite  bronchial  breathing  in  the 
lungs  suggestive  of  congestion.  There  was  no 
paralysis,  although  she  seemed  to  be  weak  in  her 
legs.  It  was  impossible  to  make  thorough  ex- 
amination on  account  of  her  condition.  Liver 
markedly  enlarged,  spleen  enlarged  to  about  double 
normal  size.  She  was  a light  creamy  color,  show- 
ing she  was  highly  enemic.  Hands  and  ear  entirely 
void  of  blood.  Laboratory  tests  shows  hemoglobin 
of  27  and  something  over  a million  red  cells.  She 
was  given  three  blood  transfusions.  After  first 
one  she  had  slight  reaction,  when  about  something 
less  than  400  c.c.  had  been  given.  She  picked  up, 
however,  after  this  and  looked  better  than  before, 
but  there  was  no  marked  improvement  in  her 
general  condition.  She  was  then  given  about  a pint 
and  one-half  of  blood  from  her  brother,  followed 
by  no  reaction,  and  while  she  improved  in  color, 
there  was  no  general  improvement.  Third  trans- 
fusion was  given  by  the  first  donor  and  she  got 
nearly  a pint  of  blood  and  had  rather  severe  re- 
action and  it  looked  for  two  or  three  hours  that 
she  would  not  react.  After  which  color  was  good, 
but  there  was  no  improvement  in  general  condi- 
tion. She  finally  developed  definite  edema  of 
lungs  and  died  from  twenty-four  to  forty-eight 
hours  later. 

Death  one  month  after  admission  to  hospital. 

AUTOPSY : The  body  is  of  a white  female  about 
52  years  of  age,  five  feet,  ten  inches'  in  length. 
There  is  a fair  amount  of  flesh  though  the  hanging 
skin  of  arms  and  legs  show  that  the  body  has  re- 
cently lost  considerable  weight. 

The  body  is  opened  in  the  usual  manner,  from 
the  suprasternal  notch  to  the  pubes'.  There  is  a 
healed  operation  scar  about  three  inches  in  length 
just  below  the  border  of  the  right  anterior  ribs. 
There  is  a fair  amount,  about  half-inch,  of  slightly 
yellow-lemon  tinged  fat.  The  omentum  is  adhered  in 
several  places  to  the  abdominal  wall.  The  costal 
cartilages  cut  a bit  harder  than  is  usual  for  her 
age. 

The  diaphragm  is  elevated  up  to  the  third  inter- 
space on  the  right  mammary  line  and  on  the  left 
to  the  fourth  interspace.  There  is'  an  excessive 
amount  of  pericardial  fat. 

The  right  lung  is  studded  with  hard  nodules, 
dhiefly  on  the  pleural  surface.  These  are  densely 
fibrous  and  many  are  infiltrated  with  lime  deposit. 
The  involvement  is  chiefly  in  the  apex  but  extends 
into  the  base. 

The  left  pleural  cavity  has  recent  fibrous  tran- 
sudate with  a moderate  amount  of  free  fluid  with 
co  lapse  of  the  lower  lobe.  There  are  multiple  no- 
dules. hard  and  dense,  simular  to  those  in  the  left. 
In  addition  there  are  a few  nodules,  definitely  out- 
lined, having  the  appearance  of  new  growth  me- 
tastases. 

On  the  pleural  surface  of  the  right  diaphragm 
there  is  marked  injection  of  the  vessels.  There  are 
two  or  three  slightly  pedunculated  nodules — new 
growth  in  appearance — extending  up  from  the  dia- 
phragm. The  left  diaphragm  is  smooth  and  normal 
in  appearance. 

The  heart  is  slightly  enlarged.  It  is  filled  with 
soft  red  clots.  The  pulmonic  opening  is  dilated.  The 
mitral  opening  is  normal  in  size.  The  left  ventricle 
walls  are  thickened.  There  are  no  vegetations  on 
the  valves.  The  aorta  is  smooth  and  the  aortic 
valves  are  normal. 
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The  omentum  covers  the  right  lobe  of  the  liver 
and  adheres  to  the  right  abdominal  wall.  The  liver 
is  greatly  enlarged,  from  third  interspace  above  to 
below  the  crest  of  the  ilium.  The  cut  surface  of 
the  liver  has  numerouus  gray  elevated  nodules,  as 
has  the  surface, — but  not  enough  to  feel  through 
the  abdominal  wall.  The  liver  is  firmly  adherent  by 
right  lobe  to  a large  new  growth  arising  from  the 
right  kidney.  There  are  extensive  metastases  into 
all  parts  of  the  liver  especially  into  the  right  lobe. 
The  gall  bladder  is  enlarged  and  has  multiple  cal- 
culi. 

The  spleen  is  about  double  normal  size  and  has 
a few  nodules  probably  new  growth  metastases. 

The  right  kidney  is  8x6x4  inches  in  size.  It  is 
adherent  to  all  neighboring  structures.  A small  por- 
tion of  the  lower  pole  only  shows'  parenchymatous 
structure  fairly  well  encapsulated  containing  mul- 
tiple hemorrhages  and  small  cystic  areas  filled  with 
gelatinous  materiiol.  The  left  kidney  is  moderately 
enlarged  with  cortex  thickened;  structure  is  pale. 
Capsule  strips  readily.  The  enlargement  is  probably 
due  to  compensatory  hypertrophy. 

The  pancreas,  stomach,  intestines  and  pelvic  or- 
gans are  normal. 

Pathologic  diagnosis:  Hypernephroma  of  right 

kidney  with  extension  to  liver  and  right  chest.  Me- 
tastases to  lungs.  Transudate  in  left  chest,  prob- 
ably due  to  disturbances  of  pulmonary  vessels.  Col- 
lapse of  right  lower  lobe  of  lung. 

CASE  15670 

Admitted  June  20;  male,  age  24.  Employed  whole- 
sale meat  firm.  Working  diagnosis:  “abscess  of 
liver.”  First  seen  one  day  before  admission  with 
history  of  illness  of  weeks  with  pneumonia.  Com- 
plains of  pain  in  right  side  of  abdomen  and  short- 
ness of  breath.  Has  fevers  and  deliriums.  No  pre- 
vious illness. 

Examination:  Pupils  normal,  sclerae  icteric  col- 
or. Abdomen  bulging  in  right  hypogastrium.  Liver 
border  hand’s  breadth  below  costal  arch.  Dullness 
over  this  region  extending  upward  into  chest  region : 
higher  in  midaxillary  line. 

X-ray  examination  on  second  day  reported: 
“Roentgenographijc  examination  of  this  patient’s 
chest  shows  every  high  diaphragm  on  the  right  side 
reaching  as  high  as  the  fourth  rib  anteriorly.  The 
diaphragm  line  is  smooth  and  the  appearance  is  that 
fluid  below  the  diaphragm.  The  lung  densities  are 
slight  and  confined  mostly  to  the  inner  portion  of 
the  right  base.”  Urinalysis:  Dark  amber,  cloudy, 
acid,  sp.  gr.  1020,  no  albumen,  no  pus  cells.  Blood: 
Hemoglobin  80  per  cent,  erythrocytes'  3,110,000 
leukocytes  16,800;  mononuclears  14,  Polynuclears 
89.  Temperature  first  day  99.4  to  102.2;  pulse  116 
to  120;  respiration  24  to  42. 

Five  c.c.  of  dark  red  fluid  aspirated  from  right 
chest.  Smears  showed  many  pus  cells;  no  T.  B.  or 
other  bacteria. 

Operation  on  third  day.  Rib  resection  into  a 
large  abscess  cavity  containing  thick,  purulent  ma- 
terial, apparently  penetrating  the  liver  and  vaulted 
cavity  above,  containing  Worchester  sauce-like  ma- 
terial. Large  drain  inserted  in  abscess  cavity. 
Smears  from  material  from  abscess  showed  few 
pus  cells,  much  degenerated  cell  material.  No  bac- 
teria and  no  growth  on  culture. 

During  the  next  week  there  was  free  drainage, 
but  temperature  remained  from  normal  to  102. 
Pulse  90  to  112.  Examination  of  drainage  material 
showed  staphylococci  and  colon  like  bacilli.  Abscess 
cavity  was  irrigated  at  intervals — no  material 
change  in  temperture.  Two  days  before  death,  de- 
veloped vomiting  and  hiccough.  Death  on  17th  dajr. 

Autopsy:  Abdomen  distended,  operative  wound  in 
mid  axillary  line,  right  side,  at  point  of  resection  of 


rib.  Left  lung  not  adherent  to  diaphragm — lower 
lobe  cannot  be  entirely  removed  .Right  lung  hyper- 
emic  and  there  is  recent  inflammatory  condition  in 
lower  lobe.  Liver  enlarged,  adherent  to  colon  and  to 
right  abdominal  wall.  Large  abscess  involving  en- 
tire upper  right  quadrant  extending  almost  to  right 
anterior  lower  margin.  Contents  yellow-greyish. 
Material  much  held  by  semi-necrotic  grayish  cel- 
lular and  necrotic  tissue,  too  securely  attached  and 
thick  to  drain  away.  Surrounding  tissue  densely  in- 
filtrated and  partially  necrotic,  much  lighter  in  col- 
or than  normal  liver  substance. 

Gastro-intestinal  tract  normal. 

Kidneys  negative. 

Heart  negative. 

Appendix,  no  recent  inflammation. 

Mesenteric  lymph  nodes'  slightly  enlarged. 

Sections  of  liver,  including  wall  of  abscess,  show 
extensive  inflammatory  changes  with  necrosis  of 
liver  substance.  No  evidence  of  new  growth. 

Pathologic  diagnosis:  Liver  abscess. 

CASE  15658 

Female,  age  32,  working  diagnosis:  Intra  cranial 
hemorrhage.  Sp.  fid.  bloody,  excess  pressure.  No  ex- 
cess pressure  in  white  cells.  No  bacteria  on  smears 
or  culture.  Died  on  day  of  admission. 

Autopsy:  Massive  subdural  hemorrhage,  extend- 
ing over  base  of  brain  and  a portion  of  lateral 
hemispheres.  Recent  endocarditis  with  valve  vege- 
tations. Multiple  infarcts  of  lung,  spleen,  kidney, 
and  brain. 

CASE  15703 

Male,  age  41,  working  diagnosis:  Pulmonary  tu- 
berculosis. Previous  admission,  two  months  before, 
working  diagnosis,  acute  appendicits;  post  opera- 
tivetive  diagnosis,  subacute  appendicitis;  patholog- 
ical report,  chronic  appendicitis.  Left  hospital  on 
12th  day. 

Second  admission : 111  for  two  weeks,  began  with 
chill  and  fever,  night  sweats,  bloody  sputum. 

Examination:  Moist  rales  over  entire  left  lung 
and  scattered  moist  rales  through  right  lung  and 
consolidation  of  left  apex.  Died  on  sixth  day. 

Autopsy:  Massive  lobar  pneumonia  in  stage  of 
gray  hepatization;  acute  purulent  pericarditis. 

CASE  15760 

Female,  age  28,  working  diagnosis:  Chronic 

cholecystiitits.  Recurrent  attacks  of  pain  in  right 
upper  quadrant,  with  jaundice,  nausea,  and  vomit- 
ing for  three  years,  present  attack  two  days.  Ap- 
pendix removed  one  year  ago. 

At  operation  an  abscess  was'  found,  apparently 
from  ruptured  gall  bladder.  This  was  drained.  She 
died  on  the  seventh  day. 
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Snake-Bite 
Insurance 

North  American  Anti-Snake-Bite  Serum  offers  specific 
protection  against  the  bites  of  the  Rattlesnake,  Copper- 
head and  Moccasin. 

The  initial  dose  should  be  given  as  soon  as  possible 
following  a bite  and  should  be  repeated  every  two  hours 
unless  and  until  symptoms  are  markedly  diminished. 

For  children,  the  initial  dose  should  be  doubled  as  the 
power  of  the  body  to  neutralize  snake  venom  is  in  direct 
proportion  to  the  size  of  the  victim.  The  smaller  and 
lighter  the  child  the  more  venom  present  in  excess  of 
tolerance  requiring  neutralization  with  Antivenin. 

Antivenin  is  a concentrated  serum  supplied  in  10  cc 
syringe  with  a needle  and  accessories  all  sterilized  and 
ready  for  instant  use. 

H.  K.  MULFORD  COMPANY 

The  Pioneer  Biological  Laboratories 

PHILADELPHIA,  U.  S.  A.  ,7951 
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Autopsy:  Necrosis  of  gall  bladder  wall  and  walled 
in  abscess  pocket.  Common  and  hepatic  ducts  both 
dilated  and  contain  calculi.  Early  broncho  pneu- 
monia. 

CASE  15686A 

Male,  age  39.  Working  diagnosis:  meningitis.  Ill 
two  days  with  headache,  stiff  neck  and  fever. 
Spinal  fluid  1st  day  cell  count  320.  No  bacteria  found 

” ” 2nd  ” ” ” 165. 

” ” 8th  ” ” ” 120. 

Cells  90  per  cent  mononuclears.  Wassermann  test 
negative.  Death  on  13th  day. 

Autopsy:  Head  only  opened.  Meninges  over  hem- 
ispheres did  not  show  definite  changes.  Over  the 
base  was  an  extensive  thick  exudate  covering  the 
base,  the  medula  and  upper  portion  of  cord.  Lat- 
eral ventricles  were  dilated.  Smears  of  fluid  ob- 
tained at  autopsy  showed  tubercle  bacilli. 

CASE  16049 

Male,  age  53.  Gun  shot  wound  of  abdomen.  Lived 
less  than  12  hours. 

Autopsy:  Course  of  bullet  traced  through  stom- 
ach and  liver  and  located  in  muscles  near  third 
lumbar  vertebrae. 

CASE  16078 

Male,  babe,  found  dead  in  crib  on  third  day.  Had 
been  seen  less  than  one  hour  previous  apparently  in 
good  condition. 

Autopsy:  Thymus  enlarged,  covered  entire  heart 
surface,  except  apex,  weight  35  grams.  (Weight  at 
birth  7.7).  No  other  cause  of  death  found. 

CASE  16115 

Male,  age  57.  Working  diagnosis:  cholecystitis. 
Asthma  and  cough  for  past  10  years.  The  past  year 
almost  constant  cough  and  dyspnea.  Left  hospital 
after  19  days,  condition  improved.  Readmitted  after 
25  days,  diagnosis:  Pulmonary  tuberculosis.  Arterio 
sclerosis.  Obstruction  pylorus.  No  additional  exam- 
ination. Died  that  night. 

• Autopsy:  Liver  enlarged.  Stomach  dilated.  Pleur- 
ae adherent.  Lungs  whitish,  areas  of  caseous  change. 
Sections  of  pylorus  showed  no  new  growth  or  other 
cellular  change.  Heart  enlarged  and  showed  fatty 
degeneration. 

CASE  16372 

Female,  age  39,  working  diagnosis:  General 

peritonitis,  ileus.  History  of  missed  menstruation 
and  use  of  slippery  elm  bark,  four  days  previous. 
Temperature  99.4,  pulse  140.  Died  in  eight  hours. 

Autopsy:  General  peritonitis,  with  paralytic  ileus, 
the  infection  apparently  reaching  the  peritoneum 
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* 

via  uterus  and  tubes.  Tubes  covered  by  recent  ex- 
udate. Uterus  did  not  contain  placental  structure 
or  evidence  of  pregnancy. 

CASE  16433 

Female,  age  41,  working  diagnosis:  puerperal 
sepsis.  Miscarried  one  week  ago.  A few  days  later 
developed  fever,  headache,  weakness  and  pain  in 
lower  abdomen.  Cervix  patulous,  sero-sanguinous 
discharge.  Gram  negative  bacilli  on  smear.  Temper- 
ature 101.6  to  104.6  Pulse  84  to  116.  Died  on  the 
fourth  day. 

Autopsy:  No  peritonitis;  Negative  heart.  Uterus 
large,  muscle  soft,  friable.  Contents,  blood  clots'  and 
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degenerated  material.  Pelvic  lymph  nodes  enlarged. 
Puerperal  sepsis. 

DR.  E.  PAYNE  PALMER  had  prepared  a pre- 
sentation of  two  cases  of  hiccough,  and  a discus- 
sion of  treatment  with  carbon  dioxide.  In  Dr. 
Palmer’s  absence,  this  presentaiton  was  read  by 
DR.  FRANK  J.  MILLOY,  as  follows: 

Regardless  of  the  cause  of  hiccough  it  interrupts 
the  normal  cycle  of  respiration.  Carbon  dioxide  in 
the  strength  of  about  five  per  cent  is  the  best  known 
stimulus  for  increasing  the  activity  of  the  respira- 
tory center.  Carbon  dioxide  will  check  hiccough 
while  it  is'  being  given  and  for  varying  periods  af- 
terwards up  to  permanency.  It  causes  no  discom- 
fort and  is  usually  welcomed  by  the  patient,  espe- 
cially after  it  has  once  been  administered  and  given 
relief.  It  produces'  an  increase  in  the  blood  pressure 
and  because  of  exertion  by  muscular  effort  in 
breathing,  it  causes  some  exhaustion,  so  should  not 
be  given  over  a prolonged  period  or  in  cases  where 
increased  respiratory  effort  would  be  more  detri- 
mental than  the  hiccough.  Hiccough  in  post-opera- 
tive cases  is  a most  distressing  condition  and  at 
times  so  serious  as  to  result  in  death.  We  have  been 
using  carbon  dioxide  inhalations  in  this  condition 
with  most  satisfactory  results,  as  illustrated  by  the 
following  case: 

CASE  15,855 

Male,  age  76.  Wife  alive  and  well;  seven  children 
alive  and  well.  No  chronic  diseases  in  family. 

Chief  complaint:  Patient  enters  hospital  for  gall 


bladder  operation.  States  he  has  had  frequent  se- 
vere pain  in  right  upper  quadrant  extending  to  the 
back  and  radiating  to  right  shoulder  region,  lasting 
from  six  hours  to  three  days.  Medical  treatment 
brought  no  relief.  During  attacks  it  was  necessary 
to  take  hypodermic  of  morphine  for  pain.  Has  had 
some  gastric  disturbance  for  forty  years.  Has  had 
some  jaundice  from  time  to  time.  For  the  past 
month  has  been  able  to  take  but  little  nourish- 
ment because  of  discomfort  it  causes  him. 

Physical  examination:  There  was  a marked  tor- 
tuosity of  the  blood  vessels.  The  apex  beat  in  the 
fifth  interspace  and  about  16  cm  to  the  left  of  the 
median  line.  The  heart  was  enlarged  in  all  direc- 
tions. There  were  aortic  and  mitral  murmurs. 
There  was  slight  rigidity  and  tenderness  in  the 
right  upper  quadrant,  point  of  maximum  tenderness 
located  4 inches  to  right  of  median  line.  Skin  show- 
ed some  jaundice,  was  extremely  dry  with  some  dis- 
coloration of  the  sclera.  Blood  pressure  122 — 72. 
Urine:  dark  amber;  cloudy;  acid;  specific  gravity 
1.022,  albumen  negative;  sugar  negative;  no  casts, 
blood  or  pus  cells.  Blood:  Hemoglobin  80,  leukocytes 
9,200;  mononuclears  22;  polynuclears  78. 

Diagnosis:  Chronic  cholecystitis  with  stones.  Ar- 
teriosclerosis, chronic  myocarditis  and  endocarditis. 

Operation:  Because  of  the  patient’s  age  and  the 
condition  of  the  cardiovascular  system,  it  was  deem- 
ed advisable  to  use  lumbar  spinal  anesthesia.  With 
spinocain  injected  into  the  first  lumbar  interspace, 
perfect  anesthesia  and  relaxation  resulted  in  a few 


Kansas  City  Annual  Fall  Clinical  Conference  of  the 
Kansas  City  Southwest  Clinical  Society 

October  7,  8,  9,  10,  11,  1929,  Kansas  City,  Missouri 

Headquarters  and  Meetings  at  President  Hotel. 

OPERATIVE  AND  DIAGNOSTIC  CLINICS  BY  DISTINGUISHED  GUESTS 
A COMPLETE  POST  GRADUATE  COURSE  AT  THE  PRESIDENT  HOTEL, 
TWENTY  CLASSES  EACH  MORNING 
DISTINGUISHED  GUESTS  AND  SUBJECTS  OF  ADDRESSES 
Dr.  Chevalier  Jackson,  Philadelphia,  “Pulmonary  Congestions.” 

Dr.  George  W.  Crile,  Cleveland,  “The  End  Results  of  Operations  on  the  Gall  Bladder.” 

Dr.  Thomas  McCrae,  Philadelphia,  “Differential  Diagnosis  of  Certain  Chest  Lesions.” 

Dr.  Bela  Schick,  New  York,  “Feeding  Problems  in  Children.” 

Dr.  Andre  Crotti,  Columbus,  Ohio,  “Diagnosis  and  Treatment  of  Diseases  of  the  Thyroid 
Gland.” 

Dr.  William  Allen  Pusey,  Chicago,  “The  Use  of  Heliotherapy  in  the  Treatment  of  Certain 
Skin  Diseases.” 

Dr.  Robert  B.  Osgood,  Boston,  “Chronic  Arthritis.” 

Dr.  J.  C.  Litzenberg,  University  of  Minnesota,  “Tubal  Pregnancy.” 

Dr.  Joseph  A.  Capps,  Chicago,  “Certain  Affections  of  the  Heart.” 

Dr.  Vilray  P.  Blair,  St.  Louis,  “Plastic  Surgery.” 

Dr.  William  C.  Finnoff,  Denver,  “Tuberculosis  of  the  Eye.” 

Dr.  Ralph  Pemberton,  Philadelphia,  “Broader  Aspects  of  the  Treatment  of  Rheumatism.” 
Dr.  Melvin  Henderson,  Rochester,  Minn.,  “Treatment  of  Fractures'  of  the  Leg.” 

Dr.  Rea  E.  Smith,  Los  Angeles,  Calif.,  “Surgery  of  the  Abdomen.” 

Dr.  Russell  L.  Cecil,  New  York,  “Economical  Problems  of  Rheumatism.” 

Dr.  Joseph  L.  Miller,  Chicago,  “Thyrotoxicosis  from  the  Internists  Viewpoint.” 

Dr.  A.  A.  Fletcher,  Toronto,  Canada,  “The  Clinical  Use  of  Insulin.” 

Dr.  Robert  F.  Lisfcher,  Mascoutah,  111..  “A  Pen  Picture  of  the  Country  Doctor.” 

Senator  Henrv  J.  Allen,  address  on  Monday  evening  at  Public  Meeting.” 

JOIINT  MEETING  WITH 

American  Committe  for  Control  of  Rheumatism,  Thursday  evening,  discussion  “Arthritis.” 
Kansas  City,  Eye,  Ear,  Nose  an  dThroat  Society,  Tuesday  evening,  addresses  by  Drs.  Fin- 
noff, Jackson  and  McCrae, 

ENTERTAINMENTS 

Round  Table  Luncheons  Alumni  Dinners,  Wednesday  Evening. 

Public  Meeting  Monday  Evening  Golf  Tournament,  Friday  Afternoon. 

Smoker,  Tuesday  Evening.  Golf  Dinner,  Friday  Evening. 

COMMERCIAL  AND  SCIENTIFIC  EXHIBITS 
SPECIAL  LADIES’  ENTERTAINMENT 
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minutes.  A four  inch  incision  through  upper  por- 
tion of  right  rectus.  Exploration  of  abdomen  re- 
vealed omentum  adherent  to  the  gall  bladder.  There 
was  a large  stone  outside  gall  bladder  surrounded 
by  omentum  and  buried  in  the  liver.  Gall  bladder 
contained  large  number  of  small  stones  matted  to- 
gether forming  one  large  stone.  Enlargement  of 
the  glands  in  the  cystic  and  common  ducts.  Marked 
hepatitis  and  pancreatitis.  Cholecystectomy  com- 
mencing dissection  at  cystic  duct  extending  up.  Ab- 
domen closed  in  layers. 

Patient  had  some  vomiting  during  second  day 
which  required  gastric  lavage  before  he  was  reliev- 
ed. On  the  third  day  he  developed  hiccough  and  was 
given  the  usual  treatment  for  this  condition  with- 
out beneficial  results.  My  attention  was  called  to  the 
presence  of  persistent  hiccough  the  afternoon  of  the 
fourth  day.  I ordered  carbon  dioxide  at  once.  It 
was  administered  for  fifteen  minutes'  and  the  hic- 
cough ceased  permanently.  After  this  he  made  a 
satisfactory  and  rapid  recovery.  Left  the  hospital 
on  twelfth  day  and  has  been  free  from  discomfort 
of  any  kind  since. 

Because  of  the  very  satisfactory  results  obtained 
in  the  post-operative  cases,  I have  advised  the  use 
of  carbon  dioxide  in  medical  cases  seen  in  consul- 
tation with  equally  good  results.  In  case  12879  pa- 
tient was  in  extremis  and  would  most  certainly  have 
died  had  it  not  been  for  this  treatment. 

(Continued  in  October  issue). 


THE  AMERICAN  COLLEGE  OF  SURGEONS 
The  American  College  of  Surgeons  will  hold  its 
nineteenth  annual  Clinical  Congress  in  Chicago, 
October  14-18.  Headquarters  will  be  at  the  Stevens 
Hotel.  An  intensive  program  is  being  planned  to 
make  this  home-coming  event  the  greatest  in  the 
history  of  the  College.  The  Hospital  Standardiza- 
tion Conference  will  consist  of  morning  and  after- 
noon sessions  on  Monday  to  Thursday  inclusive. 
There  will  be  a series  of  clinical  demonstrations  giv- 
en by:  George  W.  Crile,  Cleveland;  John  B.  Deaver, 
Philadelphia;  John  M.  T.  Finney,  Baltimore;  Charles 
H.  Mayo,  Rochester,  and  others.  Monday  evening’s 
program  will  include  an  address  of  welcome  by  the 
Chairman  of  the  Chicago  Committee  on  Arrange- 
ments, Dr.  Herman  L.  Kretschmer,  the  address  of 
the  retiring  President,  Dr.  Franklin  H.  Martin,  Chi- 
cago, the  inaugural  address  of  the  new  President, 
Major-General  Merritte  W.  Ireland,  Washington,  D. 
C.,  and  the  John  B.  Murphy  Oration  in  Surgery  by 
Professor  D.  P.  D.  Wilkie  of  Edinburgh.  Among  the 
foreign  visitors  will  be:  Dr.  James  Heyman  of 
Stockholm,  Dr.  Thierry  de  Martel  of  Paris,  Visconte 
Aguillar  of  Madrid  and  Mr.  Herbert  Tilley  of  Lon- 


don. Tuesday,  Wednesday  and  Thursday  evening 
sessions  will  consist  of  scientific  papers  presented 
by  surgeons  from  the  United  States,  Canada  and 
from  abroad.  The  Annual  Convocation  of  the  Col- 
lege will  be  held  on  Friday  evening.  The  Fellow- 
ship Address  will  be  delivered  by  Dr.  Glenn  Frank, 
President  of  the  University  of  Wisconsin.  The  an- 
nual meeting  of  the  Governors  and  Fellows  will  be 
held  Thursday  afternoon  followed  by  a symposium 
on  cancer  and  bone  sarcoma.  An  all  day  session 
on  Traumatic  Surgery  will  be  held  on  Friday  in 
which  leaders  in  industry,  labor,  indemnity  organ- 
ization^ and  the  medical  profession  will  participate 
A special  program  has  been  arranged  that  will  be 
of  interest  to  those  whose  practice  is  limited  to  sur- 
gery of  the  eye,  ear,  nose  and  throat.  A feature  of 


Founded  1896  by  Dr.  Hubert  Work 


New  Building 

New  Equipment 

NEURO-PSYCHIATRIC 

CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 
DRUG  ADDITIONS 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


H.  A.  LaMoure,  M.  D. 

Superintendent 
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Increasing  the  Efficiency  of  Source, 
and  Offering  a Practical  Basis  for  De- 
termining Individual  Tolerance  and 
Administering  Dosage  Accordingly. 


'emlopments  in  oJpparalm 

Jar  Ultraviolet 

o Therapy 


ONE  of  the  present- 
day  problems  in 
the  field  of  ultraviolet 
therapy  is  that  of  cor- 
rect  measurement  of 
dosage.  With  a myriad 
of  types  of  ultraviolet  lamps  on  the  market,  little 
wonder  that  there  is  confusion  when  it  comes 
to  comparison  of  clinical  results  obtained  with 
two  or  more  types  of  lamps,  in  the  hopes  of 
standardizing  ultraviolet  dosage. 

The  Victor  organization  is  mindful  of  the 
fact  that  the  efficiency  of  any  therapeutic  energy 
can  be  determined  only  when  the  physician 
using  it  knows  its  potentialities,  and  has  a means 
of  absolute  control  of  the  energy,  to  the  end 
that  it  can  be  intelligently  administered 
with  a definite  knowledge  of  tlje  dos- 
age given  the  individual  patient. 


Model  "A”  Combination 
Air-  and  Water-cooled 
Quartz  Lamp,  one  of  the 
Victor  line  of  mercury 
vapor  lamps  designed  to 
permit  the  use  of  intensi- 
fied, short  time  technic. 


Several  important  developments  have 
been  recently  incorporated  in  the  Victor 
line  of  Mercury-Arc  Quartz  Lamps, 
offering  definite  advantages  to  the  pro- 
fession. Treatment  time  is  reduced 
from  minutes  to  seconds,  enabling  the 
clinic  to  administer  a considerably 
greater  number  of  treatments  per  hour 
or  day,  and  conserving  the  physician’s 
time  during  office  hours. 


Write  for  information  on  the 
latest  models  of  V ictor  Quartz  Lamps, 
also  regarding  the  basis  for  greater 
accuracy  in  the  measurement  of 
dosage  to  the  individual  patient. 


VICTOR  X-RAY  CORPORATION 


’Manufacturers  of  the  Coolidge  Tube 
and  complete  line  of  X-Ray  Apparatus 


Physical  Therapy  Apparatus,  Electro- 
cardiographs, and  other  Specialties 


2012  Jackson  Boulevard  Branches  in  all  Principal  Cities  Chicago,  Illinois,  U.  S.  A. 


A GENERAL  ELECTRIC 


ORGANIZATION 


DALLAS,  TEXAS— VICTOR  X-RAY  CORPORATION  OF  TEXAS 
316-318  Medical  Arts  Bldg. 

LOS  ANGELES,  CALIF.,  MEDICO-DENTAL  BLDG. 

REGIONAL  SERVICE  DEPOTS 

San  Antonio — Medical  Arts  Bldg.  Houston — 322  Medical  Arts  Bldg. 
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the  Congress  will  be  the  showing  of  surgical  films 
that  have  been  produced  under  the  supervision  and 
approved  by  the  Board  on  Medical  Motion  Pictures 
of  the  College.  New  developments  in  color  pho- 
tography will  be  demonstrated.  In  addition  to  the 
commercial  exhibits,  there  will  be  scientific  exhib- 
its by  the  departments  of  the  College.  A rate  of  one 
and  one-half  the  regular  one  way  fare  has  been 
granted  on  railroads  of  the  United  States  and  Can- 
ada to  those  holding  convention  certificates. 


THE  KANSAS  CITY  ANNUAL  FALL  CLINICAL 
CONFERENCE 
of  the 

KANSAS  CITY  SOUTHWEST  CLINICAL 
SOCIETY 

The  Kansas  City  Southwest  Clinical  Society’s  sev- 
enth annual  clinical  conference  will  be  held  at  Kan- 
sas City,  Missouri,  October  7th  to  11th  inclusive. 
This  seventh  conference  of  this  organization  is>  ex- 
pected to  be  the  biggest  and  best  it  has  ever  had. 

The  Clinical  Society  was  organized  in  1922  for 
the  purpose,  as  set  forth  in  its  Constitution,  (1) 
“To  promote,  encourage  and  develop  the  educa- 
tional advantages  of  the  clinical  material  of  Kan- 
sas City  that  they  may  be  available  throughout  the 
year  to  visiting  physicians”,  and  (2)  “To  hold  an 
annual  clinical  conference  which  will  demonstrate 
and  emphasize  the  progress  of  medicine  through- 
out the  world  for  the  benefit  of  physicians  and 
surgeons  of  the  Southwest.”  During  these  past 
seven  years  the  Kansas  City  Southwest  Clinical 
Society  has  enjoyed  a most  successful  and  envi- 
able career  and  it  can  conscientiously  boast  of  its 
great  progress  and  growth. 

A new  feature  of  the  meeting  this  year  will  be 
the  Post  Graduate  Courses  to  be  given  daily.  Spe- 
cial class  rooms  are  being  prepared  and  the  in- 
structors will  be  drawn  from  the  distinguished 
guests  and  membership  of  the  Society.  Every  vis- 
itor can  receive  a complete  Post  Graduate  train- 
ing in  his  particular  specialty. 

Two  special  sessions  should  be  noted,  namely, 
that  of  the  joint  meeting  with  the  Kansas  City 
Eye,  Ear,  Nose  and  Throat  Society  on  Tuesday 
evening  with  Dr.  Finnoff  of  Denver,  Dr.  Jackson 
and  Dr.  McCrae  of  Philadelphia  as  the  principal 
speakers;  and  that  of  Thursday  evening,  a joint 
meeting  with  the  American  Qommittee  for  the 
Control  of  Rheumatism.  The  subject  of  arthritis 
which  is  to  be  discussed  by  the  Committee  at  this 
meeting,  should  be  most  interesting  and  instruc- 
tive. 

The  usual  clinics  at  the  allied  hospitals  will  be 
held  each  morning  and  the  ever  popular  round  ta- 
ble luncheons  with  short  addresses  by  distinguish- 
ed guests  will  be  held  each  noon. 


EL  FRESCO  REST  HOME, 

Los  Angeles,  California 

Large,  comfortable  house,  with  enclosed,  furnish- 
ed garden.  Special  emphasis  on  outdoor  life  and 
dietetics.  Terms!  reasonable.  References  given.  Ad- 
dress P.  O.  Box  1057,  Station  C.,  Los  Angeles,  Calif. 


LOCATION  WANTED — Well  qualified  urologist 
of  several  years  experience  desires  association  with 
another  genito-urinary  surgeon,  a clinic  or  group 
of  practitioners  in  southwest.  Address,  Southwest- 
ern Medicine,  Box  1587,  Phoenix,  Ariz. 


A New  Idea  of 
Special  Interest 
to  Obstetricians 


The 


MATERNITY 


S.  H.  Camp  and  Company 

Manufacturers — Jackson,  Michigan 
New  York  City  Chicago  London 

330  Fi’th  Ave.  59  rL.  Madison  St.  52  Mortimer  St. 


BRASSIERE 

and  Breast  Support 

To  render  a more  complete 
sen-ice  in  our  Maternity  Gar- 
ments, we  offer  to  the  profes- 
sion a very  efficient  Maternity 
Breart  Support  for  use  both 
before  and  after  parturition. 
In  design  this  garment  carries 
into  effect  the  Camp  System 
of  Adjustment,  which  gives  a 
simple  way  of  adapting  size  to 
changing  body  proportions.  It 
prevents  sagging  of  muscles, 
and  acts  as  a “sling”  for  the 
breast.  It  also  assists  in  re- 
stricting the  accumulation  of 
superfluous  fats  throughout 
the  upper  body. 


In  purpose,  this  garment 
correlates  perfectly  with 
our  Camp  Maternity 
Abdominal  Supports. 


From  Text  Books  of  Over  a Decade 

MEAD’S  DEXTRI- MALTOSE 


MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana 


From  Text  Books 
oj  over  a decade 


FOR  more  than  twenty  years  dextrin- 
maltose  has  been  cited  in  text  books  of 
leading  authors  on  infant  feeding.  During 
this  period,  no  reversal  of  opinion  has  oc- 
cured,  and  the  opinions  set  out  by  the 
earlier  writers  are  shared  by  those  of  today. 

This  form  carbohydrate  in  the  combi- 
nation of  Mead’s  Dextri-Maltose  is  usually 
the  sugar  of  firsr  con- 
sideration where  the 
infant’s  diet  is  one  of 
diluted  cow’s  milk 
with  carbohydrate  ad- 
ditions. 

For  years  it  has  been 
indicated  by  physi- 
cians both  for  the 
routine  feeding  of  well 
babies,  and  in  correc- 
tive diets  for  the  treat- 
ment of  nutritional 
disturbances. 
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PERSONALS  AND  NEWS  ITEMS 

DR.  0.  I.  NESBIT,  of  Espanola,  N.  M.,  Lieut.  M. 
R.  C.,  U.  S.  A.,  was  on  active  duty  with  the  7th  Cav- 
alry at  Fort  Bliss  from  Aug.  4 to  the  18th. 

DR.  A.  C.  KINGSLEY,  of  Phoenix,  has  returned 
to  his  work  after  two  monhts  in  the  clinics  of  New 
York  City. 

DR.  GEORGE  M.  BROCKWAY,  of  Phoenix,  has 
returned  to  his  office  after  spending  six  weeks  in 
the  coast  cities. 

DR.  VICTOR  RANDOLPH,  of  Phoenix,  writes 
from  London  that  he  would  sail  on  Aug.  24th  for 
Montreal.  He  will  probably  be  in  his  office  by  the 
time  this  journal  issues  from  the  press.  He  has  been 
taking  six  months  postgraduate  work  in  heart  and 
chest  diseases. 

DR.  and  MRS.  S.  H.  WATSON,  of  Tucson,  are 
spending  a month  or  six  weeks  in  Europe,  rumors 
of  their  being  seen  on  the  sight-seeing  buses  in  Pari  • 
and  London  have  come  back. 

DR.  DUDLEY  FOURNIER,  of  Phoenix,  returned 
to  his  office  the  latter  part  of  August,  after  a 
month’s  vacation  in  the  northwest  and  Canada. 

DR.  IRVING  F.  GRAM,  formerly  of  Buffalo,  N. 
Y.,  has  opened  offices  in  the  Security  Building, 
Phoenix,  for  the  practice  of  his  specialty  of  eye, 
ear,  nose  and  throat  diseases.  During  the  summer 
he  was  in  charge  of  the  practice  of  Dr.  D.  F.  Har- 
bridge. 

DR.  R.  B.  KICKLIGHTER,  of  Macon,  Ga.,  has 
been  stationed  at  the  Good  Samaritan  Hospital, 
Phoenix,  for  several  months,  as  resident  physician. 
Dr.  Kicklighter  graduated  from  the  University  of 
Georgia  Medical  Department  in  1928,  and  served  an 
intemeship  in  the  Macon  Hospital  before  coming  to 
the  Phoenix  institution  for  resident  work. 

DR.  HELEN  SLAUGHTER,  formerly  resident 
physician  at  the  Good  Samaritan  Hospital,  who  has 
been  living  in  Phoenix  for  the  past  two  years,  was 
married  on  July  13th  to  Mr.  Carter  W.  Gibbes,  at 
Tacoma,  Wash.  They  will  be  at  home,  after  Nov. 
1st,  at  93  Columbus  Ave.,  Phoenix. 


THE  RADIOLOGICAL  SOCIETY  OF  NORTH 
AMERICA 

The  next  meeting  of  the  Radiological  Society  of 
North  America  will  be  held  at  Toronto,  December 
2 to  6,  inclusive.  Headquarters  at  the  Royal  York 
Hotel.  The  facilities  and  accommodations  at  this 
hotel  are  the  best  in  the  history  of  the  Society  and 
we  expect  to  have  a1  banner  meeting  in  every  way. 
The  Scientific  Program,  Clinics,  Scientific  and  Com- 
mercial Exhibits  will  be  of  the  highest  character 
and  exceedingly  interesting  and  instructive.  The 
program  will  be  interesting  not  only  to  the  Radiolo- 
gists but  to  the  Physicians  practicing  other  medical 
specialties  and  general  practice  as  well.  A cordial 
invitation  is  extended  to  all  physicians  as  well  as 
radiologists  to  attend  the  Toronto  Meeting.  Secure 
reservations  at  once  through  Dr.  W.  C.  Kruger  or 
Dr.  G.  R.  Reid,  20  College  Street,  Toronto,  Canada. 
Excellent  arrangements  have  been  made  to  t_ 
care  of  the  visiting  ladies. 


The  NEW 
“Type  N” 
STORM 
Supporter 

With  long  laced  back 
and  low  extension 
upon  hips;  The  re- 
inforcing band  at- 
tached in  front  at 
median  line,  also 
fastened  in  back. 
Hose  supporters  in- 
stead of  thigh  straps. 

Takes  Place  of  Corsets 

Gives  perfect  uplift  and  is  worn  with  comfort 
and  satisfaction.  Many  variations  of  the  “Type 
N”  Belt  provide  support  in  Ptosis,  Hernia, 
Obesity,  Pregnancy,  Sacroiliac  Strain,  etc. 

Each  Belt  Made  to  Order  Ask  for  Literature 

Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St.,  Philadelphia,  Pa.,  U.  S.  A. 


<lhe  (tulanr  llmurrsilg  nf 
HCmtiatana 

Graduate  School  of  Medicine 

Approved  by  the  Council  on  Medical 
Education  of  the  A.  M.  A. 


Post  graduate  instruction  offered 
in  all  branches  of  medicine.  Courses 
leading  to  a higher  degrees  have  also 
been  instituted. 


A bulletin  furnishing  detailed 
information  may  be  obtained  up- 
on application  to  the 

Dean 

Graduate  School  of  Medicine 

1551  Canal  Street, 

New  Orleans,  La. 


“STORM” 


TYPE  “N 
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The  Prenatal  and  Postnatal  Use  of 

PARKE,  DAVIS  & CO.’S 

VI O STEROL 

(Irradated  Ergosterol  in  Oil) 

C Licensed  under  the  Steenbock  patent  administered  by  the  'll 
Alumni  Research  Foundation  of  the  University  of  Wisconsin  if 

The  urgent  need  for  ionizable  calcium  in  pregnancy  due 
to  the  demands  of  the  growing  fetus,  suggests  the  system- 
atic use  during  this  period  of  a medicinal  agent  capable 
of  influencing  calcium  metabolism.  Such  an  agent  is 
Viosterol,  P.  D.  & Co.,  standardized  to  an  antirachitic 
(Vitamin  D)  potency  one  hundred  times  that  of  high- 
grade  cod-liver  oil. 

The  need  for  such  support  continues  after  birth,  to  assist 
the  bony  growth  of  the  child.  Not  only  may  Viosterol, 

P.  D.  & Co.,  be  given  to  the  infant,  the  effective  dose  be- 
ing very  small,  but  also  to  the  nursing  mother  to  enhance 
the  bone-building  value  of  her  milk. 

It  is  true  that  vitamin  D does  not  add  to  the  store  of 
calcium  in  the  body,  but  it  does  most  decidedly  stimulate 
the  synthesis  of  bone  by  bringing  together  for  organic 
union  its  essential  elements,  calcium  and  phosphorus. 

Viosterol,  P.  D.  & Co., is  put  up  in  5-cc.  and  50-cc. 
packages,  with  a standardized  dropper  which 
delivers  approximately  3 drops  to  the  minim. 

Viosterol,  P.  D.  & Co,,  has  been  accepted 
for  inclusion  in  N.  N.  II.  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  A.  Al.  A, 

PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 

NEW  YORK  KANSAS  CITY  CHICAGO  BALTIMORE  NEW  ORLEANS  MINNEAPOLIS  SEATTLE 

In  Canada:  walkerville  Montreal  Winnipeg 


More  Simply  — More  Quickly 


May  we  send  you  samples? 


THE  LABORATORY  PRODUCTS  COMPANY  CLEVELAND,  OHIO 


W«9t  of  Rockie9 

437-8-9  Phelan  Bldg.,  San  Franci9co,  Calif. 


In  Canada 

64  Gerrard  St.,  East,  Toronto 


Pathological  Laboratory 

Phoenix,  Arizona 


We  have  have  been  serving 
THE  MEDICAL  PROFESSION 

of 

ARIZONA 
since 
19  14 


LABORATORY  and  X-RAY 
DIAGNOSIS 

RADIUM  AND  X-RAY 
THERAPY 


c=n 


c=o 


W.  Warner  Watkins,  M.  D.  Clarence  N.  Boynton,  M.  A 

Harlan  P.  Mills.,  M.  D.  Wm.  J.  Horspool,  Bus.  Mgr 


Suite  320  Goodrich  Building 
Mail  Address  P.  0.  Box  1587 
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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
of  nutrition,  and  to  promote  tolerance  of  remedies. 

GASTRON — the  acid-aqueous-glycerin  extract  of  the  entire  gastric 
mucous  membrane*  prescribed  simply  by  the  name — G A S T R 0 N. 

Samples,  literature,  upon  request. 

♦Alcohol-free. 

Fairchild  Bros.  & Foster 

NEW  YORK 
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Diphtheria  Dpeventicn 

Its  Practical  Application 


The  use  of  Toxin- Antitoxin  (Lederle)  in  many  thousands  of  children 
has  brought  about  immunity  against  diphtheria  which  has  lasted  for 
nine  years,  and  may  continue  throughout  life. 

Toxin- Antitoxin  ( Lederle ) is  especially  useful  for  immun- 
ization of  the  following  groups,  except  immediate  contacts: 

(1)  All  children  from  6 months  to  6 years  of  age. 

(2)  School  children. 

(3)  Adults  whose  daily  work  might  expose  them 
to  diphtheria. 

The  attention  of  parents  is  called  to  the  special  advantages 
of  immunizing  children  of  pre-school  age  (group  1).  These 
children  represent  the  most  susceptible  group  and  their 
immunization  would  soon  result  in  community  protection. 

Schick  Test  ( Lederle ) applied  six  months  to  one  year  after 
immunization  with  Toxin -Antitoxin,  serves  as  a valuable 
guide  in  determining  the  actual  development  of  immunity. 

Toxin- Antitoxin  ( Lederle ) and  Schick  Test  ( Lederle ) are 
readily  available  through  your  druggist. 

Literature  on  request 


Lederle  Antitoxin  Laboratories 

New  York 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

An  institution  providing  adequate  facilities  for  the  scientific  study,  diag- 
nosis, and  treatment  of  cancer  and  other  neoplastic  diseases. 

Recognized  therapeutic  measures  for  the  treatment  of  cancer  are  radium, 
high  voltage  x-ray  and  surgery. 

Results  in  cancer  therapy  are  entirely  dependant  upon  early  diagnosis, 
thorough  study  and  proper  application  of  such  of  the  above  methods  of 
treatment,  either  alone  or  in  combination,  as  each  case  may  indicate. 

We  desire  to  confer  and  cooperate  with  the  medical  profession  in  the  diag- 
nosis and  treatment  of  cancer  and  other  neoplastic  diseases. 

DR.  REX  DUNCAN  DR.  H.  H.  HATTERY 

and  Staff 


Office  Hours:  10  A.  M.  to  4 P.M, 
1052  West  Sixth  St. 


TRinity  3683 
Los  Angeles 
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Specialists  in  the  Southwest 


LESLIE  M.  SMITH,  M.  D. 


EL  PASO,  TEXAS 


J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

bOb  Roberts-Banner  Bldg.  El  Paso 


W.  E.  VANDEVERE,  M.  D. 

Eye,  Ear.  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
218  Mills  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

b01-2  Roberts-Banner  Bldg.  El  Paso 


ROBERT  B.  HOMAN,  M.  D. 

Practice  limited  to 

Chest  Diagnosis  and  Consultations 

Homan  Sanatorium  El  Paso,  Texas 


JOHN  W.  CATHCART,  M.  D. 

and 

C.  H.  MASON,  M.  D. 

Practice  Limited  to 

X-Ray  and  Radium 

311  Roberts-Banner  Bldg.  El  Paso 


E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 


Practice  Limited  to 
Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

1029  First  National  Bank  Bldg.  El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito-Urinary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


W L BROWN,  m d c.  p.  brown,  m.  d 

BROWN  AND  BROWN 

Suite  bOb  Roberts-Banner  Bldg.  El  Paso 


DR.  L.  A.  NEIL 

Practice  limited  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 

F.  C.  GOODWIN,  M.  D. 

Practice  Limited  to 

Orthopaedic  Surgery 

823-824  Mills  Bldg.  El  Paso,  Texas 


JAMES  VANCE,  M.  D. 

Practice  Limited  to 

Surgery 

SIS-b  Mills  Bldg.  El  Paso 

HOURS:  11  TO  12:30 


K.  D.  LYNCH,  M.  D. 

Genito  urinary  Surgery 

bib  Mills  Bldg.  El  Paso 
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PHOENIX,  ARIZONA 


H.  M.  PURCELL,  M.  D. 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

22U-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 
Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON,  M.  D. 

Diseases  op  Children 


Urology 

207  Goodrich  Bldg. 


Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


Heard  Building 


Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 


Your  Professional  Card  in  this  space  reaches 
every  member  of  the  profession  in  the  entire 
southwest.  Write  for  rates. 


Waite’s  Laboratory 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
U07  Goodrich  Bldg.  Phoenix 


H,  T.  BAILEY,  M.  D. 

MAYO  ROBB,  M.  D. 

Practice  Limited  to 

Eye.  Ear.  Nose  and  Throat 
323  Ellis  Bldg.  Phoenix 


Serology 

Pathology 

Bacteriology 

Blood  Chemistry 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 

Sulpharsphenamine 

Tryparasamide 

Bismosoll 

Informatioon 


PIONEER  LABORATORY  OF 
THE  SOUTHWEST 


MIHAJLO  MATANOVICH,  B.S.,M  D. 

Genito-Urinary  Diseases 

402  Heard  Building  Phoenix 


Mailing  Address,  Box  63 


EL  PASO 


TEXAS 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. °hysicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 
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Mellin’s  Food 

in 

Difficult  Feeding  Cases 

In  difficult  feeding  cases  commonly  known  as  Marasmus  or  Malnutrition,  the  first  thought  of  the 
attending  physician  is  an  immediate  gain  in  weight,  and  then  to  so  arrange  the  diet  that  this  initial 
gain  will  be  sustained  and  progressive  gain  be  established. 

Everv  few  ounces  gained  means  progress  not  only  in  the  upward  swing  of  the  weight  curve,  but 
in  digestive  capacity  in  thus  clearing  the  way  for  an  increasing  intake  of  food  material. 

As  a starting  point  to  carry  out  this  entirely  rational  idea,  the  following  formula  is  suggested: 

Mellin’s  Food  ...  8 level  tablespoonfuls 

Skimmed  Milk  ...  9 fluidounces 

Water  . . . . .15  fluidounces 

This  mixture  furnishes  56.6  grams  of  carbohydrates  in  a form  readily  assimilated  and  thus  quickh 
available  for  creating  and  sustaining  heat  and  energy.  The  mixture  supplies  15.5  grams  of  proteins  or 
depleted  tissues  and  new  growth,  together  with  4.3  grams  of  mineral  salts  which  are  necessan.  in  all 
metabolic  processes.  These  food  elements  are  to  be  increased  in  quantity  and  in  amount  of  i.  ike  as 
rapidly  as  continued  improvement  is  shown  and  ability  to  take  additional  nourishment  is  indicated. 

A pamphlet  devoted  exclusively  to  this  subject  and  a liberal  supply  of 
samples  of  Mellin's  Food  will  be  sent  to  physicians  upon  their  request. 

Mellin’s  Food  Company  - Boston,  Mass. 


In  pneumonia 


Optochin  Base 

For  the  specific  treatment  of  pneumonia  give 
2 tablets  of  Optochin  Base  every  5 hours, 
day  and  night  for  3 days.  Give  milk  with 
every  dose  but  no  other  food  or  drink. 
Start  treatment  early 


Literature  on  request 


MERCK  & CO.  Inc. 


Rahway,  N.  J. 
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As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom -oxymercuri- fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


Southwestern  Surgical  Supply  Company 


No.  121  North  First  St. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LI  EBEL-FLARSH  El  M CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 


ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


Vll 


FRUITS  and 


VEGETABLES  INTO 

unwilling  mouths 


When  mothers  bring 
you  underweight,  under- 
nourished children  who 
should  eat  plenty  of  fruits 
and  vegetables  but  don’t 
“like”  them — why  not  prescribe 
Knox  Gelatine  vegetable  salads 
and  fruit  desserts? 

When  vegetables  or  fruits  are  com- 
bined with  Knox  Sparkling  Gelatine 
they  have  a new  appearance  — a different 
flavor.  Children  love  the  gelatine  — they 
enjoy  eating  the  fruits  or  vegetables.  And  the 
gelatine  actually  aids  their  digestion  and  in- 
creases the  food  value. 

Knox  Sparkling  Gelatine  is  an  excellent  protein 
— it  is  a great  aid  to  growing  children.  Be  sure, 
when  you  prescribe  gelatine,  to  specify  Knox — the 
real  gelatine.  It  contains  many  valuable  amino  acids 
promoting  growth.  Knox  Gelatine  is  never  flavored  or 
sweetened — nor  is  any  coloring  matter  added. 

May  we  send  you  recipes  for  treating  not  only  mal- nutrition, 
but  diabetes,  convalescence  and  other  conditions?  Our  material 
on  gelatine  shoidd  be  helpful  to  you  — please  check  the  booklets 
you  wish  and  send  us  the  coupon. 


KNOX  GELATINE  LABORATORIES 
438  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me,  without  obligation  or  expense, 
the  booklets  which  I have  marked.  Also  regis- 
ter my  name  for  future  reports  on  clinical  gela- 
tine tests  as  they  are  issued. 

□ Diet  in  the  Treatment  of  Diabetes 

□ Reducing  Diet 

□ Varying  the  Monotony  of  Liquid  and  Soft  Diets 

□ Recipes  for  Anemia 

□ Value  of  Gelatine  in  Infant  and  Child  Feeding 


Name 
Address 
City  


State 


KIM  OX  is  the 

real  GELATINE 


The  House  of  a Thousand  Windows 

“For  the  Treatment  of  Tuberculosis ” 

New,  fireproof  construction.  Electric  elevator  service.  Single  rooms  or 
en  suite.  Sleeping  porches.  Private  or  connecting  bath.  Showers.  Medi- 
cal Staff  in  constant  attendance.  All  approved,  modern  methods  used  in 
treatment.  Special  provisions  HELIOTHERAPY. 

Write  for  our  New  Booklet 
“A  STORY  OF  SUNSHINE  An£  HEALTH ” 

THE  HOMAN  SANATORIUM 

EL  PASO,  TEXAS 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 

Write  us  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 
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ALBERT  SOILAND  CLINIC 

1407  South  Hope  Street  Los  Angeles,  California 

Hours  9:00  to  4:00  Telephone  WEstmore  1418 


An  institution  fully  equipped  for  the  study,  diagnosis 
and  treatment  of  neoplastic  diseases 


Albert  Soiland,  M.  D.  Wm.  E.  Costolow,  M.  D. 

Orville  N.  Meland,  M.  D.  Egbert  J.  Bailey,  M.  D. 

A.  H.  Warner,  Ph.  D.,  Physicist 


DOCTOR — 

GET  THIS  BOOK 


OF  BARGAINS  ! 


Address 


Name 


— In  Instruments,  White  Steel  Fur- 
niture, Equipment,  Supplies — 


SAVE  MONEY,  Doctor,  by  buying  your  instru- 
ments, equipment  and  supplies  by  mail  from 
Keniston-Root.  In  this  free  book  there  are  hun- 
dreds of  items — nationally  known  and  guar- 
anteed— at  bargain  prices'.  Don’t  pay  more 
when  you  can  buy  direct  from  Keniston- 
Root  for  less.  Enjoy  our  Same  DayService. 
Use  our  Easy  Payment  Plan.  Send 
coupon  below  for  this  Book  of  Bargains 
TODAY! 


Mail  this  Coupon 
For  Free  Book  of  Bargains 


KENISTON  - ROOT 

DIVISION  A.  S.  ALOE  COMPANY 
418  WEST  6th  ST.,  LOS  ANGELES 
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IPRAL 

( calcium  ethylisopropylbarbit urate ) 

SQUIBB 


Gives  refreshing  sleep  closely 
resembling  the  normal 

The  superiority  of  Ipral  Squibb  lies  in  its 
ability  to  produce  a sleep  which  closely  resembles 
the  normal — a sleep  not  followed  by  a feeling  of 
drowsiness  upon  awaking.  To  t lie  restless  post- 
operative case,  to  the  chronic  insomniac,  to  the 
mental  or  nervous  case,  Ipral  Squibb  brings  needed 
rest  which  may  turn  the  tide  in  favor  of  the  patient’s 
recovery. 

Ipral  Squibb  has  many  other  notable  advantages. 
It  is  non-narcotic — in  fact  it  is  an  aid  in  the  treat- 
ment of  drug  habituation.  It  is  quickly  absorbed 
and  rapid  in  action. 

The  margin  of  safety  between  the  therapeutic 
and  toxic  doses  is  wide.  No  harm  to  heart,  lungs, 
kidneys  or  gastrointestinal  tract  has  been  observed 
when  Ipral  is  administered  in  therapeutic  doses. 

Ipral  Squibb  is  distributed  in  1 oz.  bottles  and 
in  2 gr.  tablets  in  bottles  of  10.  100  and  1000. 

I W rite  to  the  Professional  Service  Department 
for  Literature) 

E R:  Squibb  & Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  '8S8. 
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'Particular 

cPrescriptionists>> 

Distributors  for 
Park,  Davis  & Co’s. 

BIOLOGICALS 
and  AMPOULES 

Sufficient  Stock  for 
All  Emergencies 


Fresh  Stock  of 

Rabies  Treatment 

Cumming  Method 

Manufactured  by 

Parke,  Davis  & Co. 

On  Hand  at  All  Times 


Mail,  Telephone  and  Telegraph 
Orders  Given  Immediate  Attention 


Wayland’s  Central 
Pharmacy 

Goodrich  Block 

PHOENIX  ARIZONA 


Synergistic 

Team-Work 


— in  the  form  of  Lubricant,  Lax- 
ative and  Antacid  action  — is 
available  by  the  use  of  Milk  of 
Magnesia  and  Mineral  Oil  in 
the  form  of  a permanent,  uni- 
form, unflavored  EMULSION. 

f^fagnesia-Mineral  Qil  (2 s> 

HAI-EY 

Accepted  for  N.  N.  R.  of  the  A.  31.  A. 
formerly  Haley’s  M-O  Magnesia  Oil 

Mild  in  action,  does  not  disturb 
digestion,  does  not  “wear  out.” 
Professional  evidence  obtained 
by  questionnaire  suggests  its 
use  in  Gastro  Intestinal  Hyper- 
acidity, Gastric 
and  Duodenal 
Ulcer,  Intestinal 
Stasis,  Constipa- 
tion, Autotox- 
emia, Colitis, 
Hemorrhoids. 
Also  before  and 
after  operation, 
duringPregnancy 
and  Maternity,  in 
infancy,  child- 
hood and  old  age. 


FORMULA: 

Each  Tablespoonful  Contains 
Magma  Mag.  (U.  S.  P.)3  iii, 
Petrolat.  Liq.  (U.  S.  P.)  3i. 


An  Effective  Antacid  Mouth  Wash 

Generous  samples  and  literature  to  any 
physician  on  request 

The 

HAIiEY  31-0  C03IPA1Y Y,  Inc. 

Geneva,  N.  Y. 
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The  New  Menninger  Sanitarium 


oA  Complete  A leuropsycbiatric  Service 


Psychiatry 

at  the  Menninger  Sanitarium 


Modern  Psychiatric  Treatment  of 
Mental  Disease.  Psychotherapy 
Physiotherapy,  Hydrotherapy 


Nervous  Children 

at  the  Southard  School 


A Home  School  for  Feebleminded  and 
Nervous  Children,  including 
Endocrine  Cases. 


Neurology 

at  Christ’s  Hospital 


Diagnostic  and  Therapeutic 
Procedures  for  Strictly 
Neurological  Cases. 


Diagnosis 

at  the  Menninger  Clinic 


Complete  Study  of  Neurological, 
Endocrine,  and  Psychiatric  Cases, 
and  Behavior  Problems 


Karl  A.  Menninger,  M.  D.  C.  F.  Menninger,  M.  D.  William  C.  Menninger,  M.  D. 

3617  West  Sixth  Avenue, 

Topeka,  Kansas 


Southwestern  Medicine 


OFFICIAL  ORGAN  OF 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 
THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
OF  THE  SOUTHWEST 


Volume  XIII  OCTOBER,  1929  No.  10 


ANNUAL  SUBSCRIPTION  $2  SINGLE  COPIES  25  CENTS 

Entered  at  the  Postoffice  at  Phoenix,  Arizona,  as  second  class  matter. 

"Acceptance  for  mailing  at  special  rate  of  postage  provided  for  in  section  1103,  Act  of  October  3,  1917, 

authorized  March  1,  1921.” 


ACUTE  OTITIS  MEDIA  IN  INFANTS  AND 
YOUNG  CHILDREN 

JOHN  J.  MeLOONE,  A.  B.,  M.  D.,  F.  A.  C.  S. 

Phoenix,  Ariz. 

(Read  before  the  thirty-eighth  annual  session  of 
t'h  i Arizona  State  Medical  Association,  held  at 
Prescott,  April,  18-20,  1929.) 

The  above  caption  denotes  a disease  of 
practically  equal  importance  and  concern  to 
both  the  general  practitioner  and  otologist. 
The  pediatrician  and  general  practitioner  are 
often  the  first  to  become  aware  of  pathologi- 
cal middle  ear  involvement  arising  during 
the  course  of  treatment  of  other  diseases  of 
early  childhood.  Another  factor  adding  to 
the  general  interest  is  the  important  part 
played  by  the  middle  ear  and  adjacent  struc- 
tures in  the  various  parenteral  infections. 

For  the  purpose  of  this  discussion,  the  pe- 
riod of  infancy  and  early  childhood  would  be 
placed  from  birth  to  the  time  when  the  in- 
fantile mastoid  begins  to  show  certain  char- 
acteristics of  the  adult  type,  which  is  about 
the  age  of  two.  The  anatomical  peculiarities 
of  the  middle  ear  and  mastoid  of  infants  are 
such  as  to  render  these  structures  more  lia- 
ble to  bacterial  invasion  and  frequently 
make  obscure  the  typical  clinical  picture  of 
nntra-tympanic  disease. 

The  infantile  middle  ear  is  in  close  rela- 
tionship to  the  nasopharynx  on  account  of 
the  short,  wide,  and  patulous  Eustaichian 
tube.  Hence,  it  is  obvious  that  since  nearly 
all  middle  ear  inflammations  take  place  by 
way  of  the  Eustachian  tube,  infections  of 
the  upper  respiratory  tract,  such  as  sinusitis 
and  tonsillitis,  are  more  often  the  causes  of 
middle  ear  disease  in  the  young  than  they 
are  in  adults.  On  the  other  hand,  this  same 
anatomical  configuration  of  the  Eustachian 
tube  lends  itself  readily  to  intermittent 
drainage  of  the  tympanic  cavity  and,  for  a 
time  at  least,  may  obliterate  those  changes 
in  the  drumhead  which  characterize  pus 
retention  in  the  middle  ear  spaces.  The  in- 
fantile drumhead  is  comparatively  more  re- 


sistant than  that  of  the  adult.  This  con- 
dition, together  with  the  presence  of  re- 
dundant folds  of  mucous  membrane  in  the 
attic  and  aditus  ad  antrum,  favors  pus  re- 
tention with  a resultant  necrosis. 

According  to  Kopetzky1,  the  susceptibility 
of  the  young  to  infectious  diseases  and  their 
frequent  complications  by  middle  ear  infec- 
tion is  readily  explained  if  one  bears  in  mind 
the  analogy  between  the  embryonal  devel- 
opment of  the  tubotympanum  and  the  upper 
respiratory  tract.  “In  these  diseases  the 
bacteria,  exhibiting  their  inherent  selective 
action  in  determining  the  type  of  tissue  they 
are  prone  to  attack,  find  similar  tissue  in 
the  lungs  and  middle  ear,  and  hence  the  ad- 
ditional factor  due  to  the  immaturity  of  the 
auditory  apparatus.  The  embryonal  tissue 
in  the  middle  ear  and  mastoid  process,  which 
is  still  undergoing  developmental  changes,  is 
readily  subjected  to  bacterial  invasion  and 
undergoes  rapid  disintegration.  These  fac- 
tors are  reinforced  by  the  greater  vulner- 
ability of  the  infant’s  nervous  system,  de- 
noted by  the  tendency  to  convulsions  and 
the  relatively  slight  resistance  of  the  grow- 
ing infant’s  body  to  the  effects  of  general 
intoxications  produced  by  the  entrance  of 
toxins  into  the  general  circulation.” 

There  is  usually  a history  of  a preceding 
or  concomitant  sinusitis  or  tonsillitis.  Pneu- 
monia, bronchitis),  melasles,  and  whooping 
cough  are  also  important  etiological  factors. 
Otitis  media  in  young  children  is  occasional- 
ly seen  as  a complication  of  diphtheria  or 
chicken  pox  and  less  frequently  following 
scarlet  fever  as  the  latter  disease  does  not 
often  attack  the  very  young. 

In  my  experience  the  greater  number  of 
acute  middle  ear  infections  in  infants  and 
young  children  occur  during  the  influenza 
epidemic.  Regardless  of  the  type  of  general 
disease  present,  there  is  almost  always  some 
involvement  of  the  upper  respiratory  tract, 
in  the  form  of  a rhino-pharyngeal  infection. 
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Chronic  sinusitis  and  repeated  attacks  of 
tonsillitis  are  the  usual  predisposing  causes 
of  intratympanic  disease. 

Bacterial  findings  of  middle  ear  inflamma- 
tion, together  with  the  patient’s  resistance, 
are  often  deciding  factors  in  the  subsequent 
course  of  the  disease.  This  is  especially 
true  when  the  vitality  of  the  patient  has 
been  lowered  by  a previous,  exhausting  ill- 
ness. The  streptococci,  particularly  when 
occurring  in  influenza  cases,  are  most  insid- 
ious. The  finding  of  these  organisms  in  the 
middle  ear  discharge  and  a daily  rise  in 
temparture  which  does  not  disappear  after 
a reasonable  time,  is  frequently  an  indica- 
tion of  surgical  mastoiditis.  Necrotic 
changes  produced  by  pneumococci  of  thle 
virulent  type  will  in  many  cases  result  in 
a well  defined  mastoid  involvement.  Often 
only  a moderate  infection  is  produced  by 
staphylococci.  However,  after  the  otitis  is 
well  established,  we  are  frequently  unable 
to  demonstrate  the  true  offending  bacter- 
ium. Staphylococci  alone  may  show  in  the 
aural  discharge  while  the  more  virulent  or- 
ganisms, such  as  the  streptococci  and  pneu- 
mococci, remain  hidden  among  the  recesses 
of  the  antral  mucosa.  It  behooves  us  there- 
fore in  these  cases  to  exercise  due  vigilance 
for  the  appearance  of  contributory  signs  of 
complicating  mastoiditis. 

The  frank  case  of  otitis  media  presents 
little  difficulty  in  diagnosis.  We  usually 
have  the  history  of  a sinusitis,  tonsillitis,  or 
one  of  the  infections  or  exanthematous  dis- 
eases of  childhood.  The  patient  is  frequent- 
ly undernourished  and  debilitated  as  a re- 
sult of  a preceding  illness.  In  the  infant, 
the  presence  of  acute  otitis  media  should  be 
suspected  when  there  is  fever  and  pain 
without  any  other  demonstrable  cause.  Such 
a child  is  irritable,  refuses  to  take  food,  and 
is  extremely  sensitive  to  the  slightest  pres- 
sure near  the  ear  or  mastoid.  Older  chil- 
dren are  prone  to  scratch  the  ears  and  fre- 
quently place  the  hand  over  the  affected  re- 
gion. However,  in  another  class  of  cases, 
typical  signs,  except  a slight  fever,  may  be 
entirely  absent. 

It  is  very  important  to  examine  the  ears 
of  all  infants  and  youug  children,  not  only 
when  infectious  diseases  are  present,  but  in 
all  cases  where  pain  or  fevek  is  noted  that 
is  otherwise  unexplainable.  In  fact  when 
the  child  is  sick  from  any  cause  and  exhibits 
signs  of  a general  toxemia,  it  is  well  to  ex- 
amine the  ears  routinely.  Not  infrequently 
middle  ear  disease  is  entirely  atypical  and 
exhibits  no  special  symptomatology.  This 
is  especially  true  in  the  young  on  account  of 
the  permeaJbility  of  the  Eustachian  tube 
which  affords  ample  means  for  drainage  of 


purulent  secretions  from  the  affected  area. 
In  a certain  number  of  cases  it  is  only  by 
making  a careful  aural  examination  that  we 
can  ascertain  the  presence  or  absence  of  in- 
tratympanic involvement.  This  procedure 
is  not  always  as  feasible  as  it  might  seem, 
and  if  done  in  a perfunctory  manner  with- 
out due  regard  to  certain  anatomical  forma- 
tions in  the  infantile  tympanic  membrane, 
as  well  as  certain  pathological  changes  pe- 
culiar to  young  children,  an  otitis  of  long 
standing  might  easily  be  overlooked. 

In  very  young  children,  the  obtuse  angle 
of  the  drumhead  renders  more  difficult  the 
recognition  of  the  presence  of  a my'ringitis. 
There  is  frequently  a narrowing  of  the  ex- 
ternal auditory  canal,  which  becomes  more 
accentuated  if  spontaneous  rupture  has  tak- 
en place,  resulting  in  epidermal  deposits.  In 
the  average  case,  before  perforation  has  tak- 
en place,  the  otoscopic  examination  will  re- 
veal a drumhead  markedly  congested  and 
bulging,  in  whole  or  in  part.  There  may  be 
only  a slight  redness  in  the  region  of  Shrap- 
nell’s  membrane,  or  along  the  handle  of  the 
malleolus.  The  tympanum  may  present 
merely  a pinkish  or  yellowish  discoloration 
with  partial  or  complete  obliteration  of  nor- 
mal landmarks.  It  is  the  appearance  of  this 
latter  type  of  pathological  tympanic  mem- 
brane that  is  apt  to  mislead  the  less  careful 
observer.  Symptoms  of  general  infection 
may  be  apparent  with  only  sparse  manifes- 
tations of  middle  ear  involvement.  Hence 
we  should  always  make  a careful  search  for 
the  slightest  departure  from  normal  in  the 
appearance  of  the  drumhead. 

In  all  cases  of  acute  otitis  media,  sponta- 
neous rupture  of  the  drumhead  should  be 
anticipated  by  a free  and  early  incision. 
The  neglect  of  this  procedure  may  be 
one  of  the  chief  determining  factors 
in  the  causation  of  acute  mastoiditis  and 
the  prolongation  of  other  infections  es- 
pecially if  the  child’s  resistance  is  low  and 
the  invading  organism  is  of  a high  degree  of 
virulence.  A paracentesis,  or  simple  punc- 
ture of  the  drumhead,  is  not  sufficient  to 
give  proper  drainage  of  the  tympanic  cavity. 
For  the  opening  of  the  tympanic  membrane 
it  is  our  practice  to  use  general  anesthesia, 
preferably  nitrous  oxide  or  ethylene  gap. 
General  anesthesia  eliminates  the  pain  of 
the  operation,  and  greatly  facilitates  a de- 
tailed examination  of  the  drumhead,  en- 
abling the  operator  to  make  a more  effect- 
ive incision.  Slight  suction  is  immediately 
used  to  remove  the  accumulated  secretion. 

The  clinical  relationship  between  acrtte 
otitis  media  and  gastro-intestinal  disturb- 
ance in  the  young  has  been,  during  the  past 
few  years,  a subject  of  renewed  discussion 
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and  interest  among  both  otologists  and  ped- 
iatricians. McKim  Marriot2  and  his  co- 
workers have  reported  a considerable  num- 
ber of  cases  in  which,  following  a slight 
rhino-pharyngeal  infection  with  middle  ear 
involvement,  there  resulted  a loss  of  weight 
with  fever,  and  at  times  diarrhea  and  vom- 
iting. Where  it  was  possible  to  clear  up  the 
infection  by  local  treatment  and  myringot- 
omy there  occurred  simultaneously  an  im- 
provement in  the  child’s  general  nutritional 
condition  with  subsidence  of  the  gastro-en- 
teric  involvement.  Mitchell  et  al.3,  in  con- 
cluding an  interesting  paper  on  this  subject, 
offer  the  following  observations 

(a)  The  gastro-enteritis  might  be  caused 
by  middle  ear  infection; 

(b)  The  middle  ear  infection  might  be 
caused  by  the  gastro-enteritis; 

(e)  Gastro-enteritis  and  middle  ear  infec- 
tion might  result  from  the  same  cause,  or 

(d)  Gastro-enteritis  and  middle  ear  infec- 
tion might  be  independent  but  co-existing 
infections. 

There  is  no  doubt  that  a certain  number 
of  cases  included  in  the  cholera-infantum 
syndrome  can  be  directly  traced  to  infec- 
tious processes  in  the  middle  ear.  It  can- 
not always  be  determined  with  certainty 
whether  the  diarrhea  followed  or  preceded 
the  intratympanic  suppuration.  Infants 
whose  nutritional  condition  is  poor  are  es- 
pecially susceptible  to  purulent  inflamma- 
tions of  the  middle  ear,  as  well  as  to  gastro- 
enteric disturbances.  The  lowered  resist- 
ance produced  by  the  diarrhea  favors  the 
rapid  progress  of  the  ear  infection,  with  re- 
sultant absorption  of  toxic  products.  Strik- 
ing proof,  however,  that  in  at  least  a fair 
percentage  of  cases  the  middle  ear  infec- 
tion is  primary  to  the  intestinal  derange- 
ment, lies  in  the  fact  that  the  latter  con- 
dition subsides  after  proper  treatment  has 
been  instituted  and  the  condition  of  the  ear 
remedied. 

In  view  of  the  clinical  evidence  at  hand  as 
to  the  above  relationship,  it  is  important  to 
elicit  a detailed  history  and  to  ascertain  the 
presence  or  absence  of  recent  mastoid  or 
middle  ear  involvement.  Not  infrequently 
in  this  class  of  cases  there  are  but  few  signs 
of  middle  ear  infection,  and  unless  a very 
careful  examination  is  made,  the  ear  might 
not  be  suspected  as  the  cause  of  the  syn- 
drome. The  otologist,  pediatrist,  or  general 
practitioner  should  cooperate  in  order  to 
evaluate  properly  the  various  elements  of 
the  clinical  picture,  and  also  to  determine 
the  degree  of  causation  a middle  ear  infec- 
tion might  bear  to  the  gastro-enteric  dis- 
turbance. 

CONCLUSIONS 

1.  Chronic  sinusitis  and  repeated  at- 


tacks of  tonsillitis,  especially  in  the  presence 
of  the  exanthemata,  are  the  most  frequent 
etiological  factors  of  otitis  media  in  young 
children. 

2.  The  bacterial  findings,  especially  if 
they  are  of  a high  degree  of  virulence  such 
as  the  penumococcus  or  hemolytic  streptoc- 
occus, are  often  the  deciding  factors  in  the 
subsequent  course  of  the  disease. 

3.  Even  in  the  presence  of  symptoms  of 
general  infection  there  may  be  present  only 
sparse  manifestations  of  middle  ear  involve- 
ment. 

4.  Where  indications  exist  for  opening  of 
drumhead,  a free  and  early  incision  should 
be  made.  Paracentesis,  or  simple  puncture,  is 
usually  without  result. 

5.  In  all  cases  of  gastro-enteritis  in  the 
young,  the  middle  ear  and  mastoid  should  be 
cerefully  examined  in  order  to  establish  pos- 
sible etiological  factors. 
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In  the  consideration  of  the  more  common 
diseases  of  the  gastro-intestinal  tract,  three 
conditions  present  themselves  at  once;  pep- 
tic ulcer,  appendicitis  and  cholecystitis.  On 
account  of  the  particular  geographical  loca- 
tion and  climate  of  the  Southwest,  two  other 
conditions  must  be  considered  also:  tubercu- 
lous enteritis  and  intestinal  amebiases.  And, 
of  course,  to  all  these  must  be  added  gastro- 
intestinal cancer. 

Uncomplicated  peptic  ulcer,  as  a rule,  is 
characterized  by  a very  definite  and  clear- 
cut  distress  syndrome: 

(1)  Distress  or  pain  coming  on  from  one 
to  three  hours  after  meals. 

(2)  Distress  relieved  by  ingestion  of 
food. 

(3)  Distress  relieved  by  the  administra- 
tion of  alkalis. 

(4)  Distress  associated  with  free  hydro- 
chloric acid  in  the  stomach. 

(5)  Distress  that  is  absent  when  the 
stomach  is  empty. 

A diagnosis  of  ulcer  must  coincide  exactly 
with  this  syndrome.  With  any  discrepancy 
— for  example,  if  the  distress  does  not  com- 
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pletely  disappear  after  taking  food  or  soda 
into  the  stomach — extreme  doubt  arises  as 
to  the  presence  of  ulcer.  The  usual  error  is 
failure  to  recognize  multiple  pathology. 
Fifteen  per  cent  of  all  peptic  ulcers  have  an 
associated  cholecystitis.  By  careful  ques- 
tioning of  patients,  it  is  often  possible  to 
elicit  a perfect  ulcer  history  and  also  the 
characteristic  symptomatology  of  gallblad- 
der disease.  Ulcer  histories  are  character- 
ized by  periodicity,  while  gallbladder  pa- 
tients are  more  liable  to  be  subjected  to  a 
continuous  train  of  symptoms.  With  recent- 
ly improved  x-ray  diagnostic  procedures,  the 
diagnosis  of  ulcer  and  gallbladder  are  fre- 
quently made  on  the  same  subject.  With  this 
in  mind,  may  we  not  explain  a great  many 
of  the  so-called  medical  failures  of  ulcer 
treatment?  The  most  likely  explanation  of 
failure  of  medical  treatment  of  ulcer  is  that 
no  ulcer  is  present.  However,  it  is  almost 
as  utterly  impossible  to  cure  the  ulcer  pa- 
tient who  has  an  associated  chronic  appendi- 
citis or  cholecystitis.  The  ulcer  is  almost 
certain  to  be  aggravated  by  this  contiguous 
infection. 

Occasionally  we  have  patients  who  have 
been  proven  ulcer  cases  and  have  been  on 
ulcer  management  until  they  have  been  dem- 
onstrated to  be  healed,  return  with  typical 
gallbladder  disturbance.  And  not  a few 
times  have  we  had  patients  who  had  defin- 
itely pathological  gallbladders  and  appendi- 
ces removed,  return  after  a period  of  per- 
fect health,  with  a definite  ulcer  history. 

It  has  been  said  that  the  appendix  is  the 
tonsil  of  the  abdomen.  Pediatricians  tell  us 
that  appendicitis  is  common  in  children. 
This  seems  plausible  because  the  appendix 
is  a lymphoid  structure,  and  this  tissue  is 
prone  to  hypertrophy  during  childhood.  Sta- 
tistics show  now  that  the  average  time  of 
duration  of  symptoms  in  patients  coming  to 
operation  for  relief  of  chronic  dyspeptic  con- 
ditions, is  twenty  years.  As  appendectomies 
are  being  performed  so  much  more  frequent- 
ly during  this  period,  it  will  be  interesting 
to  note  how  often  upper  gastro-intestinal 
pathology  occurs  in  these  people  who  have 
had  their  appendices  removed  in  youth. 

To  approach  the  diagnosis  of  gallbladder 
disease  is  to  approach  the  diagnosis  of  by 
far  the  commonest  cause  of  gastro-intestinal 
pathology.  It  is  not  necessary  to  differen- 
tiate between  chronic  appendicitis  and 
chronic  cholecystitis.  Probably  the  only  ele- 
ment of  importance  is  age.  If  we  are  deal- 
ing with  youth  and  symptoms  have  not  been 
present  for  years,  the  gallbladder  may  es- 
cape infection.  This  does  not  apply  to  acute 
appendicitis.  Gall  stones  and  jaundice  are 
remarkably  frequent  under  thirty.  A his- 
tory of  jaundice  is  pathognomonic  of  chol- 


ecystic disease.  What  has  been  called  catar- 
rhal jaundice  in  the  past  is  probably  the  fore- 
runner of  beginning  permanent  infection  in 
the  bile  ducts. 

Statistics  show  that  eight  per  cent  of 
adults  past  forty  coming  to  postmortem 
have  gallstones.  But  for  cholecystic  disease 
without  stones,  these  figures  run  as  high  as 
twenty-five  per  cent  for  men  and  fifty  per 
cent  for  women. 

Pregnancy  is  the  main  etiological  factor 
which  accounts  for  the  higher  percentage 
in  women.  Gallbladder  disease  is  more  liable 
to  be  the  affliction  of  the  sedentary  type  of 
individual,  while  ulcer  is  more  likely  to  occur 
in  the  laborer  or  the  person  who  lives  out  in 
the  open. 

The  objective  signs  of  chronic  cholecys- 
titis and  chronic  appendicitis  are  attacks  of 
colic  along  the  right  costal  margin  and  over 
McBurney’s  point.  The  colic  may  subside 
into  a more  or  less  steady,  continuous  pain 
in  these  respective  areas.  The  gallbladder 
patient  frequently  is  unable  to  bear  any- 
thing tight  around  the  waist.  Such  a his- 
tory is  very  suspicious  of  stones.  The  pain 
of  gallbladder  is  often  referred  straight 
through  to  the  back  to  a point  just  lateral 
to  the  right  side  of  the  spine,  and  at  a level 
with  the  tip  of  the  scapula.  The  pain  of  duo- 
denal ulcer  is  likewise  referred  to  the  back, 
but  just  a little  lower. 

But,  unfortunately,  objective  signs  and 
symptoms  are  exceedingly  rare  in  the  great 
multitude  of  sufferers  from  gallbladder  and 
appendiceal  disease.  The  great  majority 
come  under  the  class  with  that  long  train 
of  subjective  symptoms  which  are  produced 
by  abnormal  gastric  and  intestinal  reflexes. 
These  reflex  symptoms  may  be  classified 
under  several  groups:  namely,  sensory  phe- 
nomena, motor  phenomena,  secretory  phe- 
nomena, and  toxic  phenomena. 

The  pain  of  a chronic  appendix  referred 
into  the  epigastrium,  and  the  pain  of  chol- 
ecystitis referred  to  the  left  costal  margin 
and  into  the  left  upper  quadrant,  are  evi- 
dences of  sensory  phenomena. 

Headache,  general  malaise  and  fever  are 
toxic  phenomena.  It  is  by  no  means  unusual 
for  an  exacerbation  of  a chronic  cholecystitis 
to  run  from  one  to  two  degrees  of  tempera- 
ture for  a period  of  weeks  and  even  months 
and  to  simulate  an  incipient  pulmonary  tu- 
berculosis. 

Reflex  secretory  phenomena  are  manifest- 
ed by  disturbance  of  the  gastric  secretions. 
In  most  cases  there  is  a hypersecretion  and 
hyperacidity,  although  at  times  there  is  a 
hypo-acidity  present.  This  reflex  secretory 
disturbance  may  extend  to  involve  the  colon, 
causing  mucous  colitis,  accompanied  by  pe- 
riodic attacks  of  abdominal  cramps  with  the 
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discharge  of  large  quantities  of  mucus  in 
the  stools,  and  at  times  serious  diarrhea. 

Reflex  disturbances  in  the  motor  function 
of  the  gastro-intestinal  tract  constitute  the 
most  persistent  and  constant  symptoms  in 
sufferers  from  chronic  infection  of  the  gall- 
bladder and  appendix.  They  produce  belch- 
ing, sour  stomach,  regurgitation,  nausea, 
vomiting,  gaseous  distention,  bloating, 
heaviness,  constipation  and  diarrhea. 

Belching,  gaseous  distention  soon  after 
eating,  and  constipation,  accompanied  by 
food  selection,  make  up  a clinical  picture 
which  is  more  often  related  by  the  chronic 
dyspepsia  than  all  other  gastro-intestinal 
disturbances  combined,  and  almost  invar- 
iably mean  chronic  gallbladder  disease. 

The  motor  phenomena  may  be  hypertonic 
or  atonic.  The  atonic  type  produces  persist- 
ent heaviness  in  the  epigastrium  after  eat- 
ing, splashing  sounds  over  the  stomach  and 
colon,  and  rumbling  and  gurgling  which  is 
more  marked  five  or  six  hours  after  meals. 

Hyperperistalsis  produces  pylorospasm 
and  reverse  peristalsis,  which  accounts  for 
the  belching  and  nausea,  and  at  times  vom- 
iting, which  so  frequently  occur  in  these  con- 
ditions. An  increase  in  the  serum  bilirubin 
of  the  blood  during  a gastric  upset  is  almost 
pathognomonic  of  an  acute  process  in  the 
gallbladder  or  bile  duct  system.  This  is  de- 
termined by  the  quantitative  van  den  Bergh 
and  icteric  index  examinations. 

A very  valuable  sign  of  gallbladder  dis- 
ease, which  is  often  overlooked,  is  the  ap- 
pearance of  the  tongue.  A tongue  with  a 
gray  coat  and  a V-shaped  area  of  yellow  ex- 
tending from  the  base  outward,  is  one  of  the 
commonest  complaints. 

In  close  association  with  the  perverted 
reflexes  described  above,  the  condition  com- 
monly known  as  colitis  should  be  described. 
A more  appropriate  name  for  this  would  be 
irritable  colon,  because  there  is  no  actual 
inflammation  present  to  designate  it  a coli- 
tis. It  is  due  to  an  irritability  of  the  nerve 
plexuses  of  Meissner  and  Auerbach.  It  may 
be  the  direct  result  of  any  gastro-intestinal 
lesion.  Or  it  may  be  the  indirect  result;  for 
example,  the  indiscriminate  use  of  strong 
laxatives  to  overcome  the  constipation  pro- 
duced by  a gastro-intestinal  lesion.  It  may 
exist  as  a definite  clinical  entity.  Or  its 
symptoms  may  be  so  pronounced  as  to  over- 
shadow completely  a typical  ulcer,  appendix, 
or  any  other  lesion.  It  is  usually  character- 
ized by  alternating  spells  of  diarrhea  and 
constipation,  tenderness  along  the  course  of 
the  colon,  and  at  times  the  colon  is  so  con- 
tracted that  it  can  be  felt  like  a rope  in  its 
descending  portion.  The  stools  do  not  con- 
tain pus,  mucus  and  blood,  in  contrast  to 


amebic  colitis  which  is  to  be  discussed  later. 
A barium  enema  will  show  the  small  irri- 
table descending  colon,  and  the  greatly  di- 
lated and  tender  ascending  and  transverse 
colon.  Many  times  patients  undergo  opera- 
tions for  gallbladder,  appendix,  etc.,  and  the 
real  pathology  is  removed,  but  this  more  or 
less  functional  disturbance  persists  and  they 
are  classified  as  unrelieved  or  partially  re- 
lieved cases.  On  the  other  hand  when  this 
disturbance  is  corrected,  clear  cut  cases  of 
ulcer,  gallbladder,  etc.,  show  themselves. 

If  early  gastro-intestinal  carcinoma  could 
be  identified,  many  lives  could  be  saved  from 
cancer,  because,  next  to  the  uterus,  this  is 
the  most  frequent  location  in  the  human 
body.  It  occurs  in  the  stomach,  in  the  colon, 
in  the  head  of  the  pancreas,  and  in  the  gall- 
bladder and  liver,  in  about  the  order  of  fre- 
quency named.  In  the  colon  it  occurs  in  the 
cecum,  in  the  region  just  above  the  sigmoid 
and  in  the  hepatic  and  splenic  flexures. 

To  date,  we  are  still  struggling  to 
find  the  cause  of  cancer.  W.  J.  Mayo  very 
recently  said  that  cancer  never  develops  in 
normal  healthy  tissue.  It  is  difficult  to  com- 
prehend the  full  meaning  of  that  statement. 
It  certainly  is  one  of  the  most  definite  con- 
clusions that  has  been  offered  for  the  origin 
of  this  disease  for  some  time. 

There  are  a few  signs  which  should  imme- 
diately arouse  our  suspicions  as  to  the  be- 
ginning of  cancer.  The  sudden  onset  of  gas- 
tro-intestinal symptoms  in  one  of  cancer  age, 
and  who  has  previously  been  free  from  such 
symptoms.  Constipation  is  probably  the  best 
example  of  this.  Sudden  loss  of  appetite  and 
unusual  weakness  are  two  more  symptoms. 
Development  of  a sudden  secondary  anemia 
is  often  detected.  Cancer  in  the  stomach  or 
lumen  of  the  bowel  always  starts  as  a small 
ulceration  which  gradually  enlarges  and,  due 
to  its  friability,  always  bleeds,  so  that  oc- 
cult blood  can  be  repeatedly  demonstrated  in 
the  stool.  This  is  the  most  constant  and 
most  useful  laboratory  finding,  because  it 
is  present  from  the  very  ineipiency  of  the 
disease.  It  is  extremely  rare  for  a cancer 
which  shows  direct  x-ray  evidence,  to  be 
amenable  to  surgical  removal.  An  excep- 
tion is  when  the  lesion  develops  at  a point 
in  the  colon  where  the  mesentery  is  very 
short  and  an  acute  obstruction  is  produced. 
Cancer  of  the  pancreas  and  liver  is  never 
discovered  in  time  to  be  removed. 

The  digestive  disturbance  of  the  tubercu- 
lous patient  is  of  extreme  interest  to  the 
practitioners  of  the  Southwest.  While  the 
presence  of  symptoms  in  these  patients  does 
not  always  mean  a tuberculous  enteritis, 
nevertheless,  this  condition  is  much  more 
frequent  than  it  was  formerly  thought  to 
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be.  Until  rather  recently,  this  was  consid- 
ered a terminal  affair,  but  it  is  generally 
recognized  now  that  tuberculous  enteritis 
often  heals.  The  tuberculous  patient  with  di- 
gestive disturbance  requires  intensive  study, 
because  appendix  and  gallbladder  disease 
and  ulcer  occur  very  frequently  in  these  pa- 
tients. This  is  not  to  be  wondered  at,  be- 
cause a tuberculous  process  in  the  lung  is  al- 
ways a mixed  infection  and  the  lung  must 
behave  like  a focus  of  infection  at  any  other 
point  in  the  body.  But  many  times  no  path- 
ological lesion  can  be  demonstrated  in  the 
abdomen.  Symptoms  must  be  produced  in 
those  cases  by  altered  gastro-intestinal  re- 
flexes resulting  from  toxins  absorbed  from 
these  infected  lung  areas. 

Constipation  is  the  rule  in  tuberculous  pa- 
tients. The  onset  of  alternating  spells  of 
diarrhea  and  constipation  accompanied  by 
abdominal  pain  and  cramps,  usually  means 
the  beginning  of  a tuberculous  bowel.  The 
cecum  is  the  commonuest  site  of  location.  It 
will  show  an  intolerance  to  the  barium  meal. 
The  finding  of  tubercle  bacilli  in  the  stool  is 
of  no  particular  significance  because  they 
may  have  been  swallowed  with  the  sputum. 

Intestinal  amebiasis  is  of  interest,  not  so 
much  on  account  of  its  being  one  of  the  com- 
moner diseases  of  the  gastro-intestinal  tract, 
but  because  the  ameba  is  so  infrequently 
demonstrated  in  stools,  that  patients  go  un- 
diagnosed for  months  and  even  years.  Diar- 
rhea is  so  common  that  the  onset  of  an  am- 
ebic infection  is  not  suspected.  The  usual 
procedures  for  checking  a diarrhea  are  ap- 
plied and  it  is  checked.  It  is  during  this 
acute  onset  that  the  ameba  can  most  fre- 
quently be  demonstrated  in  the  stools.  But 
after  the  disease  takes  on  a chronic  form  it 
is  very  often  extremely  difficult  to  find  it 
in  the  bowel  passages.  And  this  is  usually 
the  time  that  the  search  for  it  is  begun.  The 
patient  usually  gives  a history  of  passing 
blood  at  infrequent  intervals,  but  very  often 
large  quantities  of  mucus  and  pus.  They 
have  alternating  spells  of  diarrhea  and  con- 
stipation, with  many  indefinite  gastric  and 
intestinal  disturbances.  They  become  chron- 
ic invalids.  Very  few  escape  abdominal  op- 
eration and  the  gallbladder  is  usually  re- 
moved. When  the  ameba  buries  itself  in  the 
intestinal  mucosa  and  forms  intestinal  ul- 
cers, these  patients  are  seldom  free  from 
symptoms.  Often  they  will  pursue  a febrile 
course  of  one  to  two  degrees  of  fever  lasting 
for  weeks  and  months.  They  suffer  from 
loss  of  weight,  anemia,  innumerable  pains 
through  the  back  and  limbs  and  in  the  joints, 
and  not  infrequently  are  bedridden.  The 
usual  procedure  is  to  examine  a specimen  of 
warm  stool.  It  is  a common  thing  for  these 
patients  to  pass  a normal  stool  in  the  morn- 


ing and  to  have  one  or  several  passages  later 
in  the  day  which  consist  of  mucus  or  blood 
or  both.  Positive  proof  consists  in  demon- 
strating the  motile  ameba.  The  finding  of 
blood  cells  is  very  suggestive.  But  after  the 
disease  has  reached  the  chronic  course  the 
amebae  are  seldom  present  in  sufficient 
numbers  to  find  them  unless  numerous  ex- 
aminations are  made.  A much  more  satis- 
factory procedure  is,  by  means  of  a procto- 
scope or  a sigmoidoscope,  to  scrape  some  of 
the  mucus  from  the  wall  of  the  bowel,  or, 
much  more  preferably,  from  the  base  of  an 
ulcer,  if  any  ulcers  are  present,  and  it  can 
be  examined  within  a few  seconds  from  the 
time  it  leaves  the  body  temperature.  A 
thorough  search  for  ameba  should  be  con- 
ducted in  every  obscure  case  of  diarrhea  or 
intestinal  disturbance,  and  even  then  no  sus- 
picious case  should  be  dismissed  without  a 
therapeutic  course  of  emetine. 

CONCLUSIONS 

1.  Gall  bladder  disease  is  by  far  the  com- 
monest cause  of  dyspepsia. 

2.  As  the  appendix  invariably  shows  evi- 
dence of  chronic  infection,  it  seems  logical 
to  assume  that  it  antedates  the  gallbladder 
infection.  Therefore,  judging  from  the  fre- 
quency with  which  removal  of  a definitely 
pathological  appendix  fails  to  relieve  diges- 
tive disturbances,  the  gallbladder  does  not 
escape  invasion  for  very  long  if  infection  is 
present  in  the  appendix. 

3.  Peptic  ulcer  is  not  a very  frequent 
lesion. 

4.  Tuberculous  patients  with  digestive 
and  abdominal  symptoms  should  be  studied 
very  carefully. 

5.  Ameba  should  be  suspected  in  every 
obscure  case  of  diarrhea  and  intestinal  dis- 
turbance, and  even  a therapeutic  course  of 
emetine  he  resorted  to. 

6.  The  gastro-intestinal  tract  is  the  sec- 
ond commonest  site  for  cancer  in  the  human 
body  and  only  very  early  diagnosis  offers 
any  hope  for  its  cure. 


FUNCTIONAL  COLITIS 
R.  J.  CALLANDER,  M.  D. 

Tucson,  Arizona 

(Read  before  thu  Thirty-eighth  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  at  Prescott, 
Ariz.,  April  18  to  20,  1929). 

Unfortunately,  I have  no  new  or  original 
work  to  offer  on  Functional  Colitis.  This 
pretends  to  be  only  a brid’s-eye  view  of  the 
literature,  with  an  occasional  personal  ob- 
servation. Medicine  has  been  called  “organ- 
ized common  sense;’’  if  we  need  to  use  our 
common  sense  at  any  time,  it  is  in  dealing 
with  this  condition.  Some  of  the  things  I 
have  to  say  today,  may  appear  to  be  elemen- 
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tary,  yet  I believe  they  are  important  enough 
to  be  given  space  here. 

Some  years  ago,  I asked  the  late  B.  W. 
Sippy,  of  Chicago,  why  he  did  not  wldte 
something  about  functional  colitis,  or,  as  he 
preferred  calling  it,  “the  irritable  colon.”  He 
had,  at  that  time  and  for  many  years,  a great 
many  such  cases  under  observation  and 
treatment.  He  usually  had  over  a hundred 
gastro-enterological  cases  hospitalized,  of 
which  twenty-five  per  cent  were  peptic  ulcer 
cases,  and  most  of  the  remainder  were  bowel 
cases,  such  as  we  are  discussing.  He  had 
written  fully,  if  not  volubly,  about  his  ideas 
on  peptic  ulcer.  His  answer  to  my  inquiry 
was  that  he  did  not  want  to  have  to  “eat  his 
words”  in  ten  or  fifteen  years.  However, 
without  any  reputation  at  stake,  I am  not  so 
backward. 

Functional  colitis  is  difficult  of  definition. 
It  may  be  defined  as  an  irritable  condition  of 
the  colon,  characterized  by  varying  degrees 
of  spasm,  intestinal  gas,  moderate  or  severe 
abdominal  distress,  nausea  or  vomiting,  con- 
stipation, and  sometimes  diarrhea,  not  due 
to  any  definite  organic  change.  Only  by  elim- 
ination of  any  and  all  organic  change  do  we 
arrive  at  such  a diagnosis;  hence,  the  term 
“functional.”  Some  will  disagree  with  such 
a definition,  since  it  is  very  broad  in  its 
scope,  and  takes  in  both  spastic  and  mucous 
colitis,  in  all  their  varying  degrees  of  mild- 
ness and  severity.  However,  I believe  that 
this  is  the  correct  grouping  and  that  such 
conditions  are  all  related. 

ETIOLOGY 

What  causes  such  bowel  conditions?  The 
answer  is,  for  the  most  part,  we  do  not  know. 
There  are  many  possible  causes  and  factors 
which,  seemingly,  are  instrumental  in  both 
producing  and  continuing  such  conditions. 
These  may  be  so  outlined : 

I.  Dietary  Factors. 

(a)  Continued  use  of  irritants  in  the 

diet. 

(b)  Overeating  or  continued  over-work- 
ing of  the  colon. 

II.  Use  and  Misuse  of  Physics  and  Laxa- 

tives. (Cathartic  colitis.) 

III.  Toxic  Factors. 

(a)  Local  or  intra-abdominal. 

(1)  Gallbladder. 

(2)  Appendix. 

(3)  Pelvic. — Malposition  erf  organs. 

Infections : 

Pelvic  peritonitis. 

Ovaries. 

Tubes. 

Uterus-fundus  and  cervix. 

(b)  Distant. — Any  focus. — Teeth,  ton- 

sils, sinuses,  lungs. 


IV.  Fatigue. 

(a)  Overwork. 

(b)  Anemia — possibly  usually  due  to 
chronic  infections. 

V.  Emotional  or  Mental  Factors. 

(a)  Worry. 

(b)  Anger. 

(c)  Fear. 

(d)  Any  mental  strain. 

VI.  Endocrine  Disorders. 

VII.  Allergy. 

VIII.  Infection. 

I.  Dietary  Factors. — Many  patients  have 
automatically  (by  the  hit  and  miss  system) 
found  out  many  of  the  things  that  are  prone 
to  produce  symptoms  with  them  and  have 
judiciously  cut  them  out.  Others  have  not, 
and  going  carefully  over  the  dietary  field 
with  them,  or  giving  them  a written  diet, 
goes  a long  way  toward  making  them  more 
comfortable.  The  question  of  overeating  is 
vastly  important.  We  must  not  forget  that, 
with  both  children  and  adults,  the  sins  of 
overeating  are  greater  than  the  sins  of  un- 
dereating. Also  what  would  be  overeating 
for  one  would  not  be  for  another,  or  what 
would  be  overeating  for  an  individual  at  one 
time  would  not  be  at  another.  The  capacity 
of  our  intestines  as  a unit  is  just  so  much, 
and  that  capacity  will  increase  much  faster 
if  it  is  not  overtaxed.  Overeating  means  con- 
tinually overworking  the  colon. 

II.  Use  and  Misuse  of  Physics  and  Laxa- 
tives.— I think  the  last  decade  has  shown  us 
a complete  “reversal  of  form”  in  the  attitude 
of  the  profession  towards  physics.  Most  doc- 
tors today  are  crying  out  against  their  use. 
The  chief  criticism  of  most  patent  tonics  is 
that  they  nearly  all  contain  irritating  laxa- 
tives. Hardly  a week  passes  that  I do  not  see 
in  the  office  some  patient  who  has  taken 
daily  physics  or  enemas  for  from  two  to  fif- 
teen years.  Think  of  it!  I might  say,  here, 
that  the  enema  habit  is  just  about  as  vicious 
as  the  physic  habit.  (A  large  enema  is  com- 
puted to  be  as  irritating  as  two  Hinkle  pills.) 
I know  of  no  more  grateful  patients  than 
these  when  they  are  helped  to  get  away  from 
their  physics  and  have  normal  bowel  move- 
ments again.  I will  not  debate  the  question 
of  the  cathartic  colitis — that  is,  whetheT  or 
not  a colitis  is  caused  by  cathartics;  but 
there  is  no  question  that  the  colitis  is  kept 
up  and  made  worse  by  them.  This  is  not  in 
opposition  to  our  time-hallowed  treatment  of 
an  acute  bowel  conditioin  with  a big  dose  of 
castor  oil  followed  by  a day  of  fast. 

III.  Toxic  Factors. — The  outline  illus- 
trates what  is  meant  by  this  group.  All  of 
us  are  familiar  with  the  amount  of  intestinal 
gas  and  irritation  caused  by  gallbladder  con- 
ditions. 
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The  appendix  question  is  a hotly  debated 
one.  If  we  put  any  stock  in  Alvarez’  gradi- 
ent theory,  it  is  easily  seen  how  any  inflam- 
mation of  the  appendix  may  cause  bowel 
symptoms.  It  may  do  this  either  as  a toxic 
factor  or  as  a local  irritant.  There  is  no  ques- 
tion that,  if  all  the  appendices  unnecessarily 
removed  were  placed  end  to  end,  we  should 
have  a long  line.  On  the  other  hand,  I have 
seen  many  cases  of  combined  appendiceal 
tenderness  and  bowel  symptoms  in  which, 
after  the  removal  of  the  appendix,  the  bowel 
condition  improved.  We  should  use  every 
means  at  our  disposal  to  find  out  the  condi- 
tion of  the  appendix  and  then,  if  we  are  sufe 
of  our  ground,  go  ahead. 

Pelvic  conditions  are  frequently  overlooked 
which  are  important  influencing  factors  in 
functional  bowel  conditions.  Malposition  of 
the  viscera  and  pelvic  infections  of  all  sorts 
may  be  responsible.  We  recently  operated 
and  corrected  a marked  uterine  retroflexion 
in  a young  woman  and,  so  far,  her  bowel  con- 
dition is  much  better.  I do  not  believe  it  is 
due  merely  to  the  post-operative  bed  rest  and 
care.  I have  now  under  observation  a very 
obstinate  case  of  constipation  which  I believe 
is  due  entirely  to  bad  hemorrhoids  and  a lax 
perineum. 

Distant  Foci. — Many  times  we  try  to  im- 
prove a bowel  condtiion  with  correcting  the 
diet  and  have  only  mediocre  results,  when  we 
find  abscessed  teeth  or  infected  tonsils,  after 
removal  of  which  we  get  much  better  results. 
There  are  probably  many  such  foci.  We  fre- 
quently forget  the  influence  lung  conditions 
may  play  as  such  a focus.  This  in  spite  of 
the  fact  that  many  of  us  see  cases  of  pulmo- 
nary tuberculosis  in  which,  at  the  onset,  for 
months,  all  the  symptoms  were  gastrointes- 
tinal. There  is  no  question  that,  in  a tuber- 
culous patient  with  prolonged  intestinal 
symptoms,  we  must  keep  uppermost  in  our 
minds  the  likely  possibility  of  organic  tuber- 
culous change,  especially  if  there  is  much 
pain  or  diarrhea.  On  the  other  hand,  we  see 
a great  deal  of  functional  colitis  in  our  tuber- 
culous patients.  This  appears  to  be  frequent- 
ly the  case  even  when  the  chest  condition  is 
apparently  making  very  satisfactory  prog- 
ress. I wish  to  stress  here  also  a personal  ob- 
servation. 

I see  a great  deal  of  functional  colitis  in 
the  chronic  infiltrative  type  of  case  (the  type 
where  you  do  not  get  cavitation  and  expec- 
toration). How  else  can  we  explain  this,  ex- 
cept on  a toxic  basis?  A year  ago  a patient 
came  to  us  with  another  severe  case  of 
functional  vomiting.  She  had  just  had  an 
exploratory  laparatomy  performed,  at  which 
time  tuberculous  mesenteric  glands  were 
found.  This  case  illustrates  very  well  the  ef- 


fect on  the  gastro-intestinal  tract  of  a tuber- 
culous toxemia. 

Non-tuberculous  lung  conditions,  such  as 
bronchiectasis,  must  also  be  mentioned.  In 
the  last  few  months  I have  seen  two  cases  of 
bronchiectasis  which  had  very  marked  func- 
tional colitis — probably  with  the  bronchiecta- 
sis being  the  influencing  toxic  factor. 

IV.  Fatigue.  Here  I refer  to  generalized 
fatigue.  This  grouping  may  overlap  some  of 
the  others,  but  it  seems  to  me  to  be  worthy 
of  a separate  heading.  It  may  be  due  to  pro- 
longed work  without  a vacation,  and  often  to 
anemia,  whatever  the  underlying  cause  of 
the  latter. 

V.  Emotional  or  Mental  Factors.  These 
include  fear  and  anger.  Worry  also  causes 
many  acute  attacks.  Mental  strain  or  fa- 
tigue, will  be  considered  under  Treatment. 

VI.  Endocrine  Disorders. — Probably  the 
less  said  about  this  the  better  till  we  have 
more  accurate  data.  We  get  this  disorder 
frequently  at  the  menopause,  but  we  do  not 
know  why. 

VII.  Allergic  Factors. — W.  W.  Duke,  of 
Kansas  City,  I believe,  is  probably  respons- 
ible for  the  idea  that  mucous  colitis  may  fall 
under  the  head  of  allergy.  The  periodicity 
of  attacks  would  suggest  this  to  us.  How- 
ever, we  can  no  more  explain  it  definitely  on 
this  basis  than  we  can,  as  yet,  explain  mi- 
graine on  the  same  basis.  For  a time  we  did 
some  skin  testing  on  some  of  these  cases,  but 
got  no  results  and  have  given  it  up.  How- 
ever, this  is  not  positive  proof  that  we  are 
not  dealing  with  a sensitization  to  some  of 
the  split-products  of  portein  digestion,  as  has 
been  suggested. 

VIII.  — Infection. — No  one  has  ever  isolat- 
ed any  germ  responsible  for  this  condition. 

SYMPTOMATOLOGY 

I am  going  to  be  brief  about  the  symptom- 
atology, not  because  it  is  not  important,  but 
because  it  is  familiar  to  all.  The  diagnosis 
(that  is,  the  finding  of  the  correct  influenc- 
ing factor  or  factors)  is  the  most  important, 
so  that  the  fair  thing  may  be  done  for  the 
patient.  We  will  just  enumerate  the  symp- 
toms: abdominal  distress,  intestinal  gas,  con- 
stipation, sometimes  diarrhea,  nausea  and  oc- 
casional vomiting,  dizzy  spells,  headaches 
and  dopiness,  types  of  stools,  backache. 

As  regards  headaches,  I,  for  one,  do  not 
believe  that  one-tenth  of  the  headaches  that 
are  attributed  to  colon  conditions  are  explain- 
able that  way.  There  is,  of  course,  a bare 
possibiltiy  that  some  are  due  to  an  allergic 
condition  and  the  intestine  is  then  merely  the 
portal  of  entry.  We  should  do  better  to  con- 
tinue to  search  for  the  true  cause  of  the 
headache  rather  than  to  persecute  the  colon 
with  purging  and  catharsis.  This  always 
brings  up  the  old  bugbear  of  auto-intoxica- 
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tion.  I doubt  the  existence  of  such  a condi- 
tion. The  work  of  Walter  Alvarez  has  done 
much  to  settle  this  dispute.  We  should  do 
well  to  consider  his  book,  “The  Mechanics  of 
the  Digestive  Tract,”  as  our  bible.  His  re- 
sults in  determining  the  normal  rate  of  pass- 
age of  the  contents  through  the  alimentary 
canal  in  healthy,  symptom-free  individuals, 
from  mouth  to  anus,  as  from  twenty-two  to 
ninety-four  hours,  quite  knocks  the  support 
from  under  the  auto-intoxication  theory. 
Here  is  a little  further  clinical  proof.  Re- 
cently, I had  in  my  office  a young  man  aged 
about  25,  who  accompanied  a patient.  This 
question  of  constipation  and  auto-intoxica- 
tion came  up.  He  volunteered  that  he  had 
a bowel  movement  only  every  third  day, 
but  then  as  regular  as  clock-work.  I asked 
him  if  he  ever  had  a headache  and  he  replied 
that  he  did  not  remember  ever  having  one. 
What  more  proof  against  auto-intoxication 
do  we  need?  There  is  in  addition,  however, 
considerable  experimental  proof. 

Most  texts  mention  two  types  of  consti- 
pation— the  spastic  and  the  atonic — and  a 
few  describe  the  condition  called  dyschezia, 
which  is  really  only  a very  lax  and  dilated 
condition  of  the  rectal  colon.  With  this  last 
exception,  I have  never  seen  a case  of  atonic 
constipation,  and  I doubt  its  existence.  They 
are  all  spastic.  This  view  is  given  and  sup- 
ported by  Alvarez,  also.  Hence,  for  all  prac- 
tical purposes,  the  terms  spastic  constipa- 
tion and  spastic  colitis  are  interchangeable. 

Much  may  be  gleaned  from  the  type  of 
stools.  The  typically  spastic  stool  is  the 
very  marbly  or  lumpy  stool.  Probably  just 
as  spastic  is  the  pencil  or  ribbon-like  stool. 
The  degree  of  spasticity,  as  gleaned  from 
the  stool,  gives  us  an  idea  as  to  how  far  to 
push  our  anti-spasmodics  in  our  treatment. 
The  presence  of  mucus  in  the  stool  is,  of 
course,  a sure  sign  of  mucous  colitis,  al- 
though we  can  get  some  evidence  also  from 
the  x-ray  examinatoin.  Also,  the  mucus 
may  be  separate  from  the  stool  as  slime, 
clumps,  or  membranous  casts,  or  may  be 
mixed  with  it,  giving  it  a very  gluey  con- 
sistency. I believe  that  mucous  colitis  is 
only  one  step  further  than  a spastic  colitis. 

Backache  is  a condition  much  more  asso- 
ciated with  functional  bowel  conditions  than 
is  commonly  believed.  The  backache  is  usual- 
ly in  the  lumbar  region,  but  is  occasionally 
in  the  flank.  We  must  always  have  in  mind, 
however,  othdr  causes  of  backache,  as  kid- 
neys, pelvic  conditions,  rheumatic  conditions, 
static  conditions,  and  so  on. 

DIAGNOSIS  AND  DIFFERENTIAL 
DIAGNOSIS 

Our  diagnosis,  with  differential  diagnosis, 
is  done  when  we  thoroughly  examine  our  pa- 
tients in  an  effort  to  find  out  the  possible  in- 


fluencing factors.  All  cases  to  be  investi- 
gated should  have  a complete  history  and  a 
thorough  physical  examination.  This  tells 
us  the  conditioin  of  the  teeth  (often  with 
x-ray  of  the  teeth,  besides),  tonsils,  sinus- 
es, lungs,  heart,  gas  in  bowel,  points  of  ten- 
derness in  bowel  or  adnexa,  and  should  also 
include  a pelvic  examination.  Then  there 
should  be,  in  addition,  a gastric  analysis, 
gastro-intestinal  x-ray  and  repeated  stool 
examinaitons.  In  this  way,  and  only  in  this 
way,  can  we  rule  in  or  out  peptic  ulcer,  gas- 
tric cancer,  colon  malignancy  (which,  by 
the  way,  gives  a mucous  diarrhea  that  can 
be  very  confusing  at  first) , tuberculous  bow- 
el, etc.  With  our  stool  examinations,  also, 
we  can  rule  in  or  out  ameba  or  other  proto- 
zoal infestations.  This  latter  is  very  im- 
portant and  often  missed.  Our  stool  exam- 
inations also  tell  us  about  the  presence  of 
blood  or  pus,  as  well  as  mucus.  We  should 
not  forget,  in  this  connection,  the  procto- 
scopic examination.  All  cases  with  bowel 
symptoms  should  have  a routine  protoscopic 
examination.  The  importance  of  this  has 
been  well  demonstrated  by  the  work  of  Buie 
and  Bargen  at  the  Mayo  Clinic.  They  are 
frequently  picking  up  ulcerative  colon  condi- 
tions that  are  otherwise  being  missed.  We 
have  yet  to  see  whether  Dr.  Bargen’s  “bug” 
is  really  the  one  to  blame  in  our  simple  ul- 
cerative colitis  conditions. 

TREATMENT 

I.  Removal  of: 

(a)  Local  toxic  or  irritating  influence. 

(b)  Distant  toxic  factors. 

II.  Diet: 

(a)  Strict  bowel  diet. 

(b)  Modified  bowel  diet. 

(c)  Question  of  overeating. 

III.  Medication: 

(a)  Laxatives. 

(b)  Enemas  (medicated). 

(c)  Mechanical  coating. 

(d)  Anti-spasmodics. 

(e)  Calcium. 

IV.  Rest: 

(a)  Absolute  bed  rest. 

(b)  Rest  hours. 

V.  Sun  Therapy. 

VI.  Allergy. 

VII.  Psychotherapy. 

I.  Removal  of  Local  or  Distant  Foci. — 

This  is,  of  course,  the  natural  and  logical 
thing  to  do,  and  should  usually  be  done  first. 
Occasionally,  as  we  are  all  aware,  it  is  “poor 
medicine”  to  go  ahead  with  surgery  if  the 
risk  is  a poor  one  and  there  is  every  reason 
to  believe  that,  in  a reasonable  length  of 
time,  the  patient’s  condition  can  be  improv- 
ed so  that  he  will  be  a better  risk.  Except 
for  such  a contingency,  any  necessary  cor- 
rection should  be  done  first. 
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II.  Diet. — In  this  respect  I am  guided 
by  the  severity  of  the  case  as  to  whether  I 
use  the  strict  bowel  diet  (from  B.  W.  Sippy) 
or  whether  I use  a modified  bowel  diet.  If 
there  is  severe  diarrhea,  marked  loss  of 
weight,  or  sevehe  continued  distress  with,  or 
without,  a great  deal  of  gas,  I insist  on  the 
strict  regime  which  includes,  also,  two 
weeks’  bed  rest.  If  not.  then  our  modified 
diet,  which  consists  of  a mixed  diet  with 
all  bowel  irritants  (such  as  acid  fruits,  fats, 
or  oils,  and  sweets)  removed.  It  might  also 
be  necessary  to  limit  the  amount  of  coarse 
vegetables  at  first,  or  for  some  time. 

Strict  Bowel  Management 

1.  Absolute  rest  in  bed  from  12  to  14  days. 

2.  Hot  water  bottle  to  abdomen  one  hour  out 
of  two. 

2.  No  physics  or  large  water  emas.  (On  any 
day  when  there  is  no  bowel  movement,  take  three 
of  four  ounces  of  sweet  oil — olive  oil  or  cottonseed 
oil — per  rectal  injection  at  bed  time  and  retain 
over  night.  This  is  an  oil  retention  enema.  Occa- 
sionally, if  it  seems  indicated,  this  may  be  followed 
in  a.  m.  with  less  than  a pint  of  warm  water  per 
rectal  injection.) 

4.  No  ice  cold  drinks  or  foods. 

5.  Diet — five  feedings  a day  at  8,  11,  2,  5,  8, 
1st  day — five  gruel  feedings,  one  glass  at  each  feed- 
ing (Gruel  may  be  made  as  follows:  One  cupful 
oatmeal,  or  rolled  oats,  well  cooked  and  diluted  to 
slightly  over  one  quart  with  water,  to  which  one 
raw  egg  is  added  (when  cold)  for  every  pint;  may 
be  served  at  any  temperature  except  ice  cold.) 

2nd  day  Same. 

3rd  day — Substitute  scalded  milk  for  half  of 
gruel  feedings. 

4th  day — Same. 

5th  day — Add  one  egg  on  toast. 

6th  day — Add  dish  of  well-cooked  rice. 

7th  day — Same. 

8th  day — Add  one  potato  (baked  or  boiled.) 

9th  day — Add  2nd  egg  on  toast. 

10th  day — Same. 

11th  day — Add  2nd  potato. 

12th  day — Add  3rd  egg  or  piece  of  lean  meat. 

13th  day — Same. 

14th  day — Change  to  three  feedings. 

15th — Add  one  coarse  vegetable  (spinach,  celery, 
string  beans,  carrots,  beets,  tomatoes,  let- 
tuce, etc.) 


Modified  Bowel  Management 


AVOID 

1.  ACID  FRUITS 
Cantaloupe 
Watermelon 
Pineapple 
Grapes 
Berries 
Raisins 
Oranges 
Lemons 
Grapefruit 

2.  FATS  AND  OILS 
Fryings  or  fried  foods 
Meat  fat 
Oil  dressings 
Pastries 
Nuts 

Olives  and  olive  oil 


MAY  EAT  • 
1.  BLAND  DIET 
Cereals,  including  rice 
Bread  and  toast 
Potatoes 
Lima  beans 
Peas 
flominy 
Milk 

Eggs  (except  fried) 
Lean  meat,  including 
liver. 

Butter  and  cream  (in 
moderation) 

Cocoa. 

2.  COARSE 
VEGETABLES 
Spinach 
String  beans 


Carrots 
Beets 
Turnips 

Brussels  sprouts 
Cauliflower 
Cabbage 
Lettuce 
Sauerkraut 
Tomatoes 
Celery 
Greens 

3.  NON-ACID  FRUITS 
Prunes 
Pears 
Apples 
raw  or 
cooked 

Stewed  peaches 
Stewed  apricots 
Stewed  figs 
Bananas 

III.  Medication. — The  first  order  to  give 
the  patient  is  to  cut  out  the  physics  and  lax- 
atives. They  are  mentioned  only  to  be  con- 
demned. Probably  the  only  instance  where 
this  is  not  done  is  with  old  people  and  even 
they  are  limited.  Medicated  enemas  have 
been  used  for  many  years  by  many  men  and 
the  consensus  of  opinion  is  that  they  avail 
nothing. 

One  of  the  most  important  things  we  can 
do  is  the  mechanical  coating  of  the  colon.  I 
am  accustomed  to  use  the  bismuth  chalk 
powder — equal  parts  of  bismuth  subcarbon- 
ate, calcium  carbonate  and  calcium  phos- 
phate— giving  four  or  five  level  teaspoonfuls 
daily.  You  can  just  as  well  use  barium  sul- 
phate (washed  for  x-ray  diagnosis),  or  kaolin 
or  some  of  the  other  preparations.  The  anti- 
spasmodics  are  of  the  utmost  importance. 
Belladonna  ranks  first.  Occasionally,  I use 
benzyl  benzoate.  I am  accustomed  to  com- 
bine tincture  of  belladonna  with  one  of  the 
hypnotics — luminol  or  bromides.  As  before 
mentioned,  the  guide  as  to  how  much  to  use 
is  the  degree  of  spasticity  of  the  stool  and 
possibly  the  amount  of  gas.  Dr.  Alvarez  is 
especially  partial  to  a bromine  derivative 
called  carbromal  and  he  refers  to  the  use  of 
such  temporary  aid  as  to  the  use  of  a crutch. 
Calcium  is  another  old  favorite  with  chronic 
bowel  conditions,  as  it  is  with  tuberculous 
conditions,  and,  as  with  the  latter,  is  still  los- 
ing ground.  I still  use  it  (intravenously)  in 
some  of  the  severe  chronic  diarrheas  (non- 
tuberculous)  and  also  occasionally  in  some 
tuberculous  colitis  cases ; in  these  latter,  I 
seem  to  get  some  influence  on  the  amount  of 
pain  and  diarrhea.  Cod  liver  oil  may  be  used 
but  should  be  used  very  cautiously  and  in 
small  doses. 

IV.  Rest. — This  has  been  mentioned  in 
connection  with  the  diet.  I just  wish  to  say 
that,  in  most  of  these  cases,  if  you  can  get 
them  to  lie  down  each  afternoon  for  an  hour 


3.  SWEETS 

Sugar 

Candy 

Syrup  and  r^olasses 
Honey 

4.  MISCELLANOUS 
Corn 

Condiments  and  spices 
Vinegar 

Cucumbers  and  pickles 
Onions  and  radishes 
Buttermilk 
Cheese 

Cottage  cheese 
Yeast 
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or  two,  for  months  and  even  years,  you  do  a 
great  deal  foh  them. 

V.  Sun. — This  should  not  be  forgotten, 
because  of  its  tonic  effect.  However,  if  giv- 
en, it  should  be  given  properly.  The  ultra- 
violet lamp  may  be  used  instead  or  inter- 
changeably. 

VI.  Allergy. — Only  mentioned  so  as  not 
to  be  forgottetn.  Usually,  if  a food  is  known 
to  disagree  repeatedly,  it  can  merely  be  dis- 
continued. Once  in  a while,  with  a more  nec- 
essary food  (figuring  on  a mild  sensitiza- 
tion), you  can  start  vefy  slowly  and  grad- 
ually increase.  I have  done  this,  in  a couple 
of  instances,  with  milk. 

VII.  Psychotherapy. — Undoubtedly,  near- 
ly all  of  these  cases  are  associated  with  a 
greater  or  less  degree  of  nervousness ; hence, 
the  use  of  the  term  “Nervous  Indigestion.” 
The  question  which  comes  first,  the  nervous- 
ness or  the  bowel  disturbance,  is  as  old  as  the 
one  about  “the  chicken  and  the  egg.”  Pos- 
sibly, if  the  ultimate  truth  were  known,  in 
every  instance  both  the  nervousness  and  the 
bowel  disturbance  are  the  result  of  a common 
cause,  probably  a toxic  one.  There  are,  how- 
ever, at  a rough  estimate,  twenty-five  to  fif- 
ty per  cent  of  these  cases  which  would  really 
come  under  the  head  of  psychopathic  cases. 
What  are  we  to  do  with  these?  Undoubted- 
ly, they  would  all  be  benefited  by  properly 
performed  psychoanalysis.  I think  most  of 
us  would  agree  with  this,  whatever  our  atti- 
tude toward  Freud  or  any  of  the  near-Freu- 
dians. 

I have  in  mind  a rather  severe  case  of 
chronic  diarrhea  on  a functional  basis,  which 
did  not  seem  to  respond  to  any  form  of  treat- 
ment. This  patient  went  to  New  York  and 
was  psychoanalyzed  twice  weekly  over  a 
period  of  three  or  four  months  ($25.00  an 
hour),  and  got  almost  complete  relief.  Sub- 
sequently, while  under  another  nervous 
strain,  she  had  a recurrence,  which,  however, 
let  up  when  she  got  out  from  under  the  new 
influence.  The  point  I wish  to  make  is  that 
she  was  enabled  by  her  treatments  to  figure 
out  and  usually  relieve  herself  of  her  bad  in- 
fluences. 

I recently  saw  another  case  who  had  first 
had  bowel  trouble  many  years  before.  She 
had  been  around  to  all  the  big  clinics.  She 
knew  very  well  what  her  diet  should  be  and 
kept  faithfully  to  it.  At  intervals  of  one  to 
three  months  she  would  have  flareups  with 
diarrhea,  lasting  a few  days  to  a week.  It 
was  finally  discovered  that,  almost  every 
time,  this  followed  a quarrel  with  her  hus- 
band. This  proves  two  points:  the  influence 
of  an  emotional  state,  such  as  anger,  on  the 
bowel,  and  the  fact  “that  wives  should  not 
quarrel  with  their  husbands.” 

However,  psychoanalysis  is  impossible 


when  we  have  only  a few  psychoanalists  and 
those  in  the  large  centers ; probably  only  a 
few  of  those  in  whom  it  is  indicated  could 
afford  $20.00  or  $25.00  an  hour  a few  times 
a week  for  many  weeks.  My  contention  is 
this:  in  many  of  these  cases  we  do  the  next 
best  thing,  and  probably  almost  as  much,  if 
we  take  a sympathetic  attitude  toward  these 
cases  and  sit  down  once  or  twice  a week  and 
go  over  their  troubles  with  them.  We  don’t 
need  to  know  all  about  their  dreams,  but,  if 
we  treat  them  fairly  and  do  not  abuse  them 
and  they  know  it,  we’ll  be  able  by  sugges- 
tion, many  times,  to  put  them  in  the  way  of 
being  more  useful  citizens.  It  is  palpably  un- 
fair to  take  the  attitude  that  “it’s  all  in  your 
head,  forget  about  it.” 

Another  thing  that  I believe  is  frequently 
wo'rthwhile  is  to  tell  such  a patient,  as  I oc- 
casionally do,  that  he  may  always  have  to 
be  careful  of  his  diet,  as  well  as  other  influ- 
ences, that  is,  that  he  may  always  have  a 
tendency  to  bowel  trouble,  and  yet  may  live 
to  be  a hundred.  This,  of  course,  should  nev- 
er be  done  unless  the  patient  is  thoroughly 
examined  and  studied,  possibly  for  months 
and  years.  Also,  it  should  be  done  in  such  a 
way  that  he  does  not  relax  his  vigilance  and 
efforts. 

SUMMARY 

In  attempting  to  summarize  all  these  ram- 
blings,  I should  like  just  to  lay  emphasis  on 
a few  of  the  things  that  are  frequently 
overlooked : 

(1)  The  toxic  relationship  between  func- 
tional colitis  and  ce'rtain  conditions  that  we 
are  not  accustomed  to  think  of  as  foci:  such 
as,  pelvic  conditions — malpositions  or  infec- 
tions— and  lung  conditions,  especially  the 
tuberculous  toxemia. 

(2)  The  still  too  common  use  of  physics 
of  various  sorts. 

(3)  The  importance  of  giving  time  and 
sympathy  to  these  cases  and  especially  to 
the  truly  psychopathic  ones,  as  a substitute 
— and  a very  satisfactory  one — for  psycho- 
analysis. 

DISCUSSION 

(Papers  of  Drs.  Milloy  and  Callander) 

DR.  FRANK  J.  MILLOY,  Phoenix:— “Amebae 
should  be  suspected  in  every  obscure  case  of  diar- 
rhea and  intestinal  disturbance.”  Dr.  Callander  said, 
“Examinatioin  of  the  stools  for  amebae  and  other 
protozoal  infestations  is  very  important  and  often 
missed.”  In  a recent  letter  commenting  on  a ‘diag- 
nostic work  sheet’  I had  submitted,  Dr.  Frank 
Smithies  of  Chicago  suggested  that  I devote  more 
space  to  the  subject  of  protozoa.  I believe  that  the 
attention  of  the  general  practitioner  is  bound  to  be- 
come more  and  more  focused  on  the  importance  of 
this  subject. 

The  average  one  of  us  may  show  creditable  acu- 
men in  the  diagnosis  of  the  commoner  organic  trou- 
bles discussed — provided  they  come  singly  and  not 
too  atypical.  On  the  other  hand,  a suspected  case  of 
chronic  protozoan  infestation  may  offer  very  little 
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that  is  of  actual  diagnostic  help.  The  blood  cell 
count  may  be  of  value  in  eliminating  intra-abdomi- 
nal sepsis  (biliary  sepsis,  appendicitis,  pelvic  peri- 
tonitis, diverticulitis,  etc.).  In  this  connection,  Dr, 
John  V.  Barrow,  of  Los  Angeles,  states  that,  text 
books  to  the  contrary,  the  polynuclear,  eosinophil 
and  neutrophil  leukocytes  are  decreased  in  chronic 
protozoan  infestations,  the  polynuclears  suffering 
most. 

What  is  to  be  done  with  the  suspected  case  that 
cannot  be  proven  ? Don’t  dismiss  the  case  without 
a course  of  emetin.  Dr.  Barrow,  calling  attention 
to  the  alterative  benefit  of  the  treatment,  says, 
“Much  help  is  received  even  in  unrelated  cases.” 

DR.  R.  H.  THIGPEN,  Jerome,  Ariz.:  Dr.  Callan- 
der has  proven  a Moses  in  my  wilderness,  and  I sin- 
cerely welcome  his  help.  I might  prove  fairly  alert 
in  attaching  importance  to  tonsils  frankly  infected 
or  with  a significant  history;  I might  give  the  ques- 
tion of  pyorrhea  due  consideration;  I might  not 
overlook  the  pulmonary  angle;  I might  satisfy  my- 
self that  the  abdomen  is  without  evidence  of  gross 
pathology;  and,  having  done  these  things,  I might 
overlook  the  possibility  of  a psychoneurotic  factor. 
1 might  record  lax  abdominal  walls  and  an  incom- 
petent pelvic  floor — without  a thought  of  their  pos- 
sible relationship.  Unduly  prominent  hemorrhoids 
would  probably  arrest  my  attention,  while  the  im- 
portance of  mental  or  physical  fatigue  might  escape 
me  utterly. 

Symptoms  are  quite  focally  ano-rectal  when  the 
average  practitioner  makes  use  of  the  proctoscope. 
It  looks  as  though  a better  acquaintance  with  that 
instrument  might  prove  delightfully  surprising, 
though  not  necessarily  surprisingly  delightful. 

It  has  indeed  been  a privilege  to  hear  Dr.  Milloy 
and  Dr.  Callander.  I wish  to  thank  them  and  to  con- 
gratulate the  Association. 

DR.  G.  0.  BASSETT,  Whipple,  Ariz.:  I have  been 
very  much  interested  in  this  paper  by  Dr.  Callander. 
It  is  a very  thorough  presentation  of  a subject  that 
should  interest  us  all.  It  is  a subject  that  is 
brought  to  our  attention  almost  daily  in  our  prac- 
tice. Today,  more  than  the  usual  percentage  of 
patients  are  coming  to  us  complaining  of  intestinal 
disorders;  many  of  their  complaints,  because  they 
vary  from  the  usual  and  classical  of  the  more  com- 
mon intestinal  disorders,  we  are  often  inclined  to 
question.  They  border  on  the  neurotic.  This  is,  asi 
has  often  been  said,  an  age  of  high  tension  and  furi- 
ous effort.  We,  as  a race,  have  lost  our  calmness 
and  dignity,  our  methodical  habits.  We  are  all, 
young  and  old,  more  or  less  infected  with  the  dis- 
ease of  hurry.  We  have  forgotten  how  to  relax.  Is 
it  any  wonder  that,  living  a life  of  constant  high 
tension,  our  habits  of  necessity  become  irregular, 
our  manner  of  eating  and  the  kind  of  food  we  throw 
into  ourselves  result  in  a decided  irregularity  of  di- 
gestive function?  We  are  victims  of  a vicious  cycle, 
unknowm  to  our  forefathers.  It  is  obvious  that  there 
must  be,  in  a large  percentage  of  cases  where  this 
vicious  cycle  exists,  a certain  amount  of  damage 
done.  It  is  a well  known  fact  that  great  stress  will 
result  in  certain  dysfunction  in  the  intestinal  tract. 
One  can  readily  understand  that  continued  stress 
and  high  tension  would  cause  functional  derange- 
ments that,  becoming  chronic,  might  upset  the  whole 
system. 

I am  glad  that  Dr.  Callander  gave  considerable 
emphasis  to  that  group  of  cases  in  which  the  cause 
is  largely  nervous.  It  has  been  my  experience  that 
most  of  the  cases  of  colitis  that  could  not  be  pinned 
down  to  some  definite  pathology  or  infection,  fall 
into  this  group.  Years  ago  we  should  have  con-' 
sidered  the  basis  of  this  type  of  case  an  unstable 


nervous  system;  today,  we  hesitate.  I believe  a 
great  many  of  these  cases  start  as  the  result  of  ir- 
regular habits  and  improper  food.  Continued  stress 
does  the  rest.  In  our  work  with  tuberculosis  it  is 
not  unusual  to  see  acute  attacks  of  dysentery  start 
as  the  result  of  an  emotional  upset.  This  weakness 
of  the  human  has  shown  itself  in  many  peculiar 
places  and  ways.  I have  read  that  even  Daniel 
Boone  was  known  to  lose  control  for  a moment,  un- 
der great  and  sudden  excitement. 

There  is  no  question  but  that  education  in  this 
type  of  case  offers  the  best  results;  certainly  no 
other  form  of  treatment  offers  any  permanent  ben- 
efit. There  should  be  advice  relative  to  the  kind 
and  quantity  of  food;  advice  as  to  how  to  eat;  most 
important,!  believe,  in  these  cases,  is  the  problem 
of  teaching  them  to  modify  and  regulate  their  hab- 
its and  lives.  Psychoanalysis  may  be  of  benefit, 
but  some  good  old  fashioned  advice  is  just  as  ef- 
fective, when  the  patient  has  the  intelligence  to 
take  it.  I nave  found,  in  treating  cases  of  this  type, 
that  bran  is  a very  valuable  food  and  laxative,  es- 
pecially in  that  type  where  there  is  a tendency  to- 
wards an  alternating  constipation.  I have  given  it 
as  often  as  three  times  a day  in  some  cases,  the 
only  results  being  good  ones-  T should  like  to  ask 
Dr.  Callander  his  experience  with  bran  in  the  diet. 

DR.  BAYARD  SULLIVAN,  Whipple:  Concerning 
the  frequency  of  tuberculosis  of  the  intestines  that 
we  see  in  government  hospitals.  So  frequently  pa- 
tients give  no  symptoms  referable  to  the  intestinal 
tract.  At  Whipple  for  the  last  year  or  so  the  gas- 
trointestinal examination  has  been  one  of  the  rou- 
tine examinations.  We  were  prompted  to  do  that 
by  an  article  appearing  about  two  years  ago  by 
some  Canadian  doctor  in  a review  of  tuberculosis. 
He  reported  serious  cases  in  which  there  were  no 
symptoms  referable  to  the  intestines.  So  far  the 
x-rays  have  shown  a percentage  of  about  thirty- 
three  of  tuberculosis  of  the  intestines,  and  the  x-ray 
in  most  cases,  was  the  only  thing  we  had  to  base 
our  diagnosis  on.  As  our  technic  improves,  we 
think  we  will  find  an  ever  higher  percentage. 

DR.  E.  PAYNE  PALMER,  Phoenix:  These  two 
excellent  papers  have  been  very  instructive  and  in- 
teresting. I think  they  have  covered  the  symptom- 
atology with  two  exceptions.  In  cholecystitis  I find 
that  patients  are  frequently  wakened  by  finding  the 
forearm  and  hand  lying  over  the  costal  margin; 
they  repeat  this  night  after  night.  Another  thing 
is  the  peak-like  rise  in  temperature  so  frequently 
seen  in  chronic  cholecystitis.  In  the  acute  or  sub- 
acute cases  the  temperature  will  often  rise  to  104 
or  105,  and  they  are  frequently  mistaken  for  other 
conditions. 

Every  surgeon  should  know  the  symptomatology 
of  spastic  Colitis.  We  frequently  see  cases  who  have 
had  appendectomy,  cholecystectomy,  which  come 
to  us  for  examination  and  diagnosis,  in  which  the 
real  disease  is  spastic  colitis.  They  have  very  se- 
vere attacks  of  pain  after  some  nervous  strain  or 
after  the  ingestion  of  certain  foods,  and  after  ap- 
pendectomy or  cholecytectomy  has  been  done  the 
symptoms  continue.  If  this  spastic  colitis  is  not  di- 
agnosed and  the  patient  goes  out  without  directions 
as  to  diet,  he  will  be  listed  as  incurable  when  he 
could  possibly  be  relieved.  I usually  use  the  Sippy 
diet  and  find  that,  if  they  follow  it,  the  results  are 
very  good,  but  when  they  break  away  they  have 
this  spastic  colitis.  I am  speaking  from  personal 
experience. 

I was  very  much  interested  last  year  in  an  ar- 
ticle heading  in  the  Journal  of  the  A.  M.  A.,  “The 
Very  Best  Physic  for  Cure  of  Constipation;” — the 
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article  covered  several  pages  and  at  the  end  it  said, 
“It  has  not  yet  been  discovered.” 

DR.  H.  T.  BAILEY,  Phoenix:  Many  times  you 
will  find  your  colitis  cases  go  first  to  the  eye  man, 
saying  they  have  black  spots  before  the  eyes,  mov- 
ing aound  here  and  there.  Of  course,  that  is  not 
always  colitis  but  many  times  colitis  cases  have 
these  signs  and  symptoms.  Sometimes  they  develop 
uveitis  and  have  what  we  call  ‘floaters’  in  the  eye. 

The  nervous  symptoms  interested  me  very  much 
and  I am  glad  the  essayists  went  into  these  symp- 
toms. 

I usually  tell  my  patients  they  have  four  tonsils — 
right  and  left,  adenoid  and  subingual.  Dr.  Milloy 
says  we  have  one  in  the  abdomen.  So  I will  have 
to  increase  my  number. 

DR.  MILLOY  (closing) : I simply  wish  to  thank 
the  men  for  their  discussions.  I thoroughly  enjoyed 
Dr.  Callander’s  paper  and  was  very  pleased  to  hear 
him  condemn  the  use  of  cathartics. 

DR.  CALLANDER  (closing):  Dr.  Bassett’s  ques- 
tion about  bran — his  experience  is  entirely  different 
from  mine.  Bran  seems  to  be  very  irritating  in 
these  cases,  chiefly  because  it  is  very  scratchy.  I 
keep  my  patients  away  from  it. 

I wish  to  offer  an  objection  to  one  thing  Dr.  Mil- 
loy stated  (I  am  sorry  he  won’t  have  the  opportu- 
nity to  reply) — that  the  presence  of  blood,  pus  or 
mucus  in  the  stool  meant  organic  change,  referring 
of  course,  to  malignancy,  tuberculosis  or  amebiasis. 
I don’t  believe  that  is  true,  or  purely  mucus  colitis 
cases  would  not  be  included. 


THE  CONDUCT  OF  THE  DIFFICULT 
OBSTETRICAL  CASE 
THE  APPLICATION  OF  NEW  OBSTRETRICAL 
PRINCIPLES 

FLOYD  B.  SHARP,  M.  D. 

Phoenix,  Arizona. 

(Read  before  the  thirty-eighth  annual  meeting  of 
the  Arizona  State  Medical  Association,  held  at 
Prescott,  Arizona,  April  18  to  20,  1929.) 

The  difficult  obstetrical  case,  with  the 
attendant  suffering,  morbidity  and  mor- 
tality, is  still  with  us.  The  frequency  of 
obstetrical  pathology  tends  to  be  on  the  in- 
crease. Likewise,  diminution  of  unfavorable 
and  even  disastrous  results  is  occurring  only 
in  well  organized  maternity  clinics  and  in 
the  private  practices  of  a still  too  small 
group  of  practitioners  who  realize  the  im- 
portance of  their  work  and  bend  every  ef- 
fort toward  its  successful  accomplishment. 
Progress  in  the  science  of  medicine  during 
the  last  score  of  years  has  been  tremendous, 
but  the  practice  of  obstetrics  has  not  been 
on  a high  plane  either  as  an  exact  science  or 
in  the  conception  of  both  the  profession  and 
the  laity  as  to  its  dignity  and  complexity. 
Modern  obstetrics,  however,  has  benefited 
by  the  general  progress  in  medicine  and, 
during  the  last  few  years,  has  received  an 
impetus  all  its  own  with  a resultant  weed- 
ing out  of  antiquated  practices  and  the  be- 
ginning of  establishment  of  clear  and  con- 
cise principles,  which,  as  they  become  uni- 
versally perfected  and  accepted,  are  making 
the  welfare  of  the  pregnant  woman  a cer- 
tainty rather  than  a matter  of  chance. 


It  was  within  the  last  decade,  when  Wood- 
ruff and  others  first  published  their  figures 
cn  maternal  mortality,  that  we,  as  a profes- 
sion, began  to  appreciate  the  magnitude  of 
the  damage  done  the  female  of  the  human 
race  through  childbirth  when  unattended  or 
attended  with  incompetency.  As  a sedative 
in  that  dormant  state,  we  have  had  a co-ex- 
isting  lethargy  in  the  laity,  born  of  ignor- 
ance and  superstition.  Childbirth  is  univer- 
sal and  the  fact  that  the  majority  of  women 
will  deliver  a baby  and  live  through  it,  with 
little  or  no  care,  still  gives  to  the  uninformed 
the  impression  that  all  that  is  really  neces- 
sary in  the  care  of  the  pregnant  woman  is 
to  wait  a sufficient  length  of  time  and  Na- 
ture will  do  the  rest.  How  false  and  unfair 
this  is  to  those  who  are  about  to  become 
mothers  is  shown  by  the  statistics  of  the 
Government  and  other  agencies,  which  place 
the  maternal  mortality  rate  at  about  twen- 
ty-five to  thirty  thousand  annually.  That 'is 
more  than  the  number  of  men,  women  and 
children  combined  killed  by  automobiles.  Be- 
sides this,  one  writer  estimates  that  for  ev- 
ery death  there  are  five  parturient  women 
who  suffer  more  or  less  invalidism  which  is 
too  frequently  permanent.  With  this  new 
and  current  evaluation  of  the  problem  pre- 
sented by  the  abnormal  case,  comes  a grad- 
ual but  definite  and  progressive  change  in 
obstetrical  principles  and  their  application 
to  these  cases.  Thus,  we  are  presented  with 
the  evidence  of  the  great  need  for  a high  in- 
terest in  this  branch  of  medicine  and,  at  the 
same  time,  with  the  opportunity  to  do  a 
great  work  for  humanity. 

One  of  the  greatest  contributions  to  the 
welfare  of  pregnant  women  is  our  modem 
conception  and  practice  of  prenatal  care.  De- 
velopment was  first  in  large  maternity 
clinics  and  in  the  private  practices  of  pro- 
gressive obstetricians.  De  Lee,  Lobenstine, 
Welton,  and  others  have  given  us  our  early, 
concise  literature  on  this  long-neglected  sub- 
ject. It  is  probably  contributing  more  to- 
day to  the  safety  of  expectant  mothers  than 
any  other  single  procedure.  Employed  as  a 
routine  in  all  cases,  it  brings  preventative 
medicine  into  obstetrics  and  is  of  exception- 
al value  in  all  instances,  particularly  where 
pathology  is  encountered.  It  may  be  re- 
sponsible for  the  normal  outcome  of  an  oth- 
erwise difficult  case  because  hyperemesis 
was  stopped  early,  eclampsia  prevented  or 
successfully  treated,  or  a malposition  was 
corrected  before  radical  operative  procedures 
were  necessary.  Especially  in  all  operative 
cases,  prenatal  care  carries  with  it  even 
more  importance  than  the  preoperative  care 
of  selective  surgery. 

Prenatal  care  is  the  application  of  princi- 
ples of  observation  and  treatment  found 
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sound  in  other  branches  of  medicine,  with 
the  necessary  modifications  and  additions. 
It.  is  the  employment  of  medical  common 
sense  in  obstetrics,  stimulated  by  the  knowl- 
edge that  the  pregnant  woman,  because  of 
that  condition,  is  in  danger  of  damage  to  her 
health  or,  possibly,  of  death.  What  is  done 
for  her  depends  on  the  pathology  present. 
To  discover  this  pathology,  or  properly  to 
evaluate  it  if  evident,  a careful  history  is 
taken  and  a thorough  examination  made. 
Elementary,  it  is  true,  but  yet  how  frequent- 
ly it  is  not  done,  and  to  the  detriment  of  the 
patient.  Special  attention  is  paid  to  points 
in  the  family  history,  and  in  the  patient’s 
own  history,  which  may  have  an  obstetrical 
bearing.  Only  recently  did  the  author  fail 
properly  to  evaluate  the  history  of  a peculiar 
dystocia  in  the  mother  of  a patient.  The 
condition  was  repeated  in  the  patient  and, 
while  the  outcome  was  favorable,  yet  it 
could  have  been  made  easier  for  both  the  pa- 
tient and  her  doctor.  Likewise,  nothing 
should  be  omitted  from  the  general  exami- 
nation, since  the  woman’s  general  health  and 
the  condition  of  its  organs  determined, 
greatly  to  the  final  results.  Good  obstetrics, 
then,  demands  the  pelvis  to  be  examined  and 
the  condition  of  its  organs  detremined. 
Measurement  of  the  bony  pelvis,  both  in- 
side and  out,  is  essential.  Most  important 
in  this  respect  is  that  the  roominess  of  the 
pelvis  as  evidenced  by  actual  measurement, 
and  possibly  by  x-ray  in  certain  cases,  be  re- 
membered and  its  proportion  to  the  size  of 
the  baby  determined  as  term  approaches. 

One  of  the  earliest  difficulties  met  in  the 
course  of  a pregnancy  is  hyperemesis.  It  is 
believed  that  the  early,  vigorous  treatment 
of  nausea  and  vomiting  frequently  prevents 
the  occurrence  of  the  pernicious  cycle  and 
saves'  the  pregnancy  and  the  life  of  the 
mother.  Textbook  discussions  of  the  treat- 
ment of  this  condition  sometimes  make  us 
feel  that  no  treatment  is  adequate.  That  is 
certainly  true  in  the  fulminating  toxemia 
cases  and  in  neglected  cases,  where  even 
emptying  the  uterus  may  not  save  the 
mother.  In  the  early  cases,  however,  and 
in  the  absence  of  appendix,  gallbladder,  and 
other  disease,  the  combination  of  the  sug- 
gestions offered  by  De  Lee,  Adair,  Carter, 
Arzt,  and  others,  proves  eminently  satisfac- 
tory. It  is  first  seen  that  the  uterus  is  in 
good  position,  and  the  cervix  treated  with 
Silver  nitrate  if  eroded.  Sometimes  this  is 
done  empirically,  even  if  there  is  no  erosion, 
and  results  with  benefit  through  the  aboli- 
tion of  reflex  from  the  pelvis.  The  value  of 
suggestion  is  remembered  at  all  times.  If 
there  is  any  degree  of  trouble,  bed  rest  is  in- 
sisted upon.  Ovarian  substance,  grains  5, 
is  given  four  or  five  times  daily,  with  lu- 


minal sodium,  grains  l1/;,  twice  daily.  The 
bowels  are  kept  active  and  frequent  feed- 
ings of  dry  food  insisted  upon.  Fluids,  how- 
ever, are  forced  between  meals.  The  intake 
of  carbohydrates  and  salt  is  stressed  in  the 
light  of  the  recent  experimental  work  of 
Titus  and  his  co-workers.  Arzt  recommends 
the  use  of  ten  minims  of  hydrochloric  acid 
before  eating  and  it  seems  to  be  of  benefit. 
For  the  individual  case,  other  details  of 
treatment,  too  numerous  for  the  scope  of 
this  paper,  are  utilized.  For  the  cases  that 
do  not  respond,  hospitalization  is  almost 
necessary,  with  medication  given  hypoder- 
mically, glucose  given  intravenously,  by 
proctoclysis  and  hypodermoclysis.  Titus  and 
Dodds  have  shown  that  insulin  without  glu- 
cose is  dangerous  in  the  treatment  of  hy- 
peremesis. Its  use,  even  with  glucose,  has 
been  questioned,  but  the  author  has  had  re- 
sults in  desperate  cases  ascribed  to  its  use 
when  thus  carefully  guarded.  Much  well- 
directed  research  is  being  done,  and  it  is  ex- 
pected that  the  literature  will  soon  be  clari- 
fied and  the  treatment  of  these  conditions 
definitely  stipulated.  The  importance  of 
treatment  of  even  the  simple  cases  of  nausea 
is  suggested  by  recent  experimental  work 
which  shows  disturbances  of  sugar  metabo- 
lism in  eclampsia.  It  may  be  possible  to  in- 
fluence the  incidence  of  the  latter  disease, 
in  many  cases,  by  attention  to  the  early  tox- 
mia. 

Eclampsia  has  long  been  one  of  the  most 
dreaded  of  complications.  Here,  again,  pre- 
vention is  more  satisfactory  than  attempted 
cure.  The  mother’s  well-being  is  promoted 
by  observation  every  two  or  three  weeks 
during  the  early  months.  Blood  pressure 
readings  are  made  at  each  visit,  together 
with  a urine  examination.  This  vigilance 
is  doubled  as  the  last  month  of  pregnancy 
is  entered.  Vegetables,  fruits  and  dairy  pro- 
ducts are  stressed  in  the  diet.  A large  water 
intake  is  insisted  upon.  With  the  appear- 
ance of  a systolic  pressure  of  over  130  or 
140,  especially  if  accompanied  by  albumin 
and  edema,  additional  bed  rest  is  ordered, 
the  protein  intake  cut  down  as  much  as  pos- 
sible, carbohydrates  and  fluids  forced.  How 
useless  it  is,  yet  how  frequently  seen,  to 
treat  these  patients  without  bed  rest.  It  is 
only  recently  that  we  have  had  an  effective 
drug  to  supplement  the  general  management 
of  pre-eclamptic  and  eclamptic  cases.  The 
use  of  magnesium  sulphate,  hypodermically 
and  intravenously,  as  recommended  by  Laz- 
ard,  gave  us  our  first  satisfactory  results. 
Recently  Le  Doux  has  urged  the  use  of  liver 
extract  to  restore  the  hepatic  balance,  but 
the  results  are  not  definite  as  yet.  Lowered 
blood  sugar  during  eclampsia,  as  reported  by 
Titus,  Dodds  and  Willetts,  immediately  sug- 
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gests  the  value  of  carbohydrates.  The  use 
of  hypertonic  glucose  solutions  intravenous- 
ly is  now  a striking  addition  to  our  effective 
prophylaxis  and  treatment.  Certain  pre- 
eclamptics  may  be  carried  to  the  period  of 
viability  of  the  babe,  or  even  to  term,  with 
a spontaneous  delivery.  We  still  treat  this 
condition  with  the  utmost  respect,  however, 
and  fulminating  cases  are  best  terminated 
by  the  route  easiest  for  the  mother.  Force- 
ful delivery  of  the  child  during  the  stage  of 
convulsions  adds  to  the  mortality.  Shock, 
infection  and  hemorrhage  must  be  avoided. 
A multipara  may  start  in  labor  spontaneous- 
ly, or  labor  may  be  induced.  Termination 
of  such  labor  may  be  normal  or  rapid,  but  it 
is  well  to  remember  that,  frequently,  pains 
are  hard  to  elicit,  or  may  be  ineffectual  in 
these  cases,  and  result  in  operative  interfer- 
ence hours  or  days  later  that  will  prove  dis- 
astrous. Primiparae  with  long,  rigid  cer- 
vices, and  perhaps  contracted  pelves  with 
fulminating  toxemia,  are  frequently  better 
delivered  by  cesarean  section  under  local 
anesthesia.  This  is  especially  true  with  the 
comparative  safety  of  the  new  low  cervical 
cesarean  section  and  the  improved  condition 
for  future  child  bearing  in  which  the  patient 
is  left  by  this  operation  over  the  classical 
section.  Venesection,  sweating  catharsis 
and  most  of  the  drugs,  have  been  discarded 
in  the  treatment  of  eclampsia,  along  with 
the  old  methods  of  forced  delivery. 

The  treatment  of  choice  then,  in  eclamp- 
sia, consists,  first,  in  the  giving  of  morphine 
hypodermically,  followed  by  chloral  hydrate 
per  rectum,  as  advised  by  Stroganoff,  Twee- 
dy and  Williams.  Magnesium  sulphate  is 
given  intravenously,  as  suggested  by  La- 
zard;  this  acts  as  a sedative,  besides  reduc- 
ing cerebral  edema  and  stimulating  elimina- 
tion. As  soon  as  it  is  practical,  hypertonic, 
25  per  cent  glucose,  up  to  300  c.c.  is  given 
intravenously,  at  the  rate  of  not  more  than 
1 gram  per  minute.  This  is  repeated  every 
four  or  five  hours  until  the  convulsions  have 
ceased,  and  at  slightly  longer  intervals  dur- 
ing the  next  twenty-four  hours,  until  the 
patient  takes  fluids  by  mouth.  According 
to  Titus,  diuresis  immediately  results,  the 
blood  pressure  drops,  the  convulsions  cease, 
and  consciousness  returns.  Delivery  of  the 
child  may  be  undertaken  by  the  easiest 
method  only  if  the  above  treatment  is  inade- 
quate for  complete  control. 

Prenatal  care  also  assists  us  in  the  hand- 
ling of  other  conditions  which  are  frequent 
sources  of  trouble.  In  brief,  the  heart, 
lungs  and  kidneys  are  subjected  to  special 
watchfulness.  The  patient’s  general  health 
is  built  up  and  her  daily  activities  regulated. 
Distinctly  obstetrical  is  the  preparation  to 
protect  her  from  infection  at  delivery.  The 


infected  cervix  is  given  special  attention  and 
all  possible  foci  of  infection  throughout  the 
body  eradicated.  The  treatment  of  gonorrhea 
and  syphilis  is  essential.  Bleeding  should 
be  watched  for  and  the  terrific  toll  of  pla- 
centa previa  reduced  by  the  prompt  treat- 
ment of  these  cases.  The  position  of  the 
fetus  should  be  determined  and  watched  and, 
frequently,  the  results  of  this  observation 
are  indeed  worth  while. 

Tight  occipitoposterior  positions  are  treat- 
ed by  pqsture  so  that  flexion  and  descent  of 
the  head  into  the  pelvis  are  augmented.  Face 
and  brow  positions  are  watched  for  and  cor- 
rected before  the  head  descends  into  the  pel- 
vis. Because  of  the  high  fetal  mortality  of 
breech  deliveries,  external  version  around 
the  eighth  month  is  advocated  by  Bartholo- 
mew, King,  Gladden  and  others.  It  can  be 
accomplished  with  gratifying  results  in  over 
half  of  these  cases.  It  is  not  done  without 
danger,  however,  as  De  Lee  points  out,  if 
force  is  used,  and  unfavorable  cases  selected. 
Measurement  of  the  fetus  at  frequent  inter- 
vals, to  determine  the  approach  of  term,  is 
as  essential  as  to  watch  the  date  set  on  the 
history  sheet.  An  overly  large  babe,  even  a 
proportionately  large  babe  as  regards  the 
pelvis,  requires  consideration  even  if  not  at 
term.  It  is  often  better  to  attempt  to  induce 
labor  by  a comparatively  safe  means  in  time 
to  enable  the  woman  to  have  a normal  labor, 
than  to  allow  the  condition  to  go  on,  with 
dystocia  resulting.  The  castor  oil,  quinine 
and  pituitrin  method  of  Watson,  modified 
by  Mathieu,  gives  good  results  in  careful 
hands  with  less  danger  to  the  mother  and 
child  than  gauze  packing,  bougies,  or  the 
Voorhies  bag.  While  such  induction  fre- 
quently is  not  a simple  matter  and  may  be 
attended  by  dangers,  yet  it  is  one  of  the 
safest  methods  of  avoiding  severe  dystocia 
and  associated  problems  frequently  found  at 
term. 

The  delivery  of  the  cases  where  dystocia 
is  present  or  imminent  has  always  been,  and 
always  will  be,  a subject  of  tremendous  and 
vital  interest.  We  have  briefly  reviewed 
some  of  the  difficulties  that  may  be  met 
during  pregnancy.  Constantly  in  the  fore- 
ground should  be  the  knowledge  that  many 
of  the  emergencies  and  difficulties  of  the 
delivery  room  are  avoided  by  careful  man- 
agement of  the  case  during  pregnancy,  es- 
pecially during  the  latter  months.  Neverthe- 
less, occasions  will  always  be  frequent  when 
the  delivery  of  the  woman  of  a viable  and 
living  child,  with  no  maternal  morbidity  or 
mortality,  demands  the  utmost  in  knowl- 
edge, judgment  and  skill. 

The  outstanding  feature  of  the  modern  de- 
livery room  is  the  strict  observance  of  the 
principles  of  surgical  aseptics  and  antisep- 
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tics.  The  obstetrician  must  guard  every  in- 
vasion of  the  birth  canal,  as  it  may  mean 
the  life  of  the  mother.  Hospitalization  of 
maternity  cases  is  a help  and  is  becoming 
more  universal  and  more  easily  effected.  It 
should  react  to  the  benefit  of  the  patient.  It 
will  not  do  so,  however,  unless  our  general 
hospitals  maintain  a strict  separation  of  in- 
fectious cases  from  the  maternity  wards. 
This  applies,  likewise,  to  the  personnel  and 
equipment.  Labor  room  and  delivery  room 
technic  must  be  maintained  to  a surgical  de- 
gree by  both  the  hospital  and  the  physician. 
Ill-advised  opei'ative  procedures  must  not  be 
undertaken  under  the  comforting  conven- 
ience of  a hospital  which  proves  inadequate 
to  offset  the  lack  of  judgment  and  skill  pos- 
sessed by  the  attendant.  Such  results  are 
what  lend  force  to  the  statement  of  De  Lee 
that  he  thinks  maternal  mortality  in  this 
country  is  kept  up  by  the  general  hospitali- 
zation. Attention  to  the  above  points,  if 
wide-spread,  would  guarantee  the  patient’s 
comfort  and  safety,  the  physician’s  conven- 
ience, and  the  hospital’s  assets. 

The  obstetrical  forceps  is  still  an  aid  to  the 
physician  and  to  the  patient,  in  dystocia, 
where  delivery  can  be  effetced  from  below. 
Positively,  their  use  by  the  novice  cannot  be 
sanctioned.  Most  instrumental  deliveries, 
if  properly  done,  are  exhibitions  of  much 
skill  and  judgment.  Obstetrics  today  de- 
mands the  relief  of  as  much  pain  as  possible 
in  the  first  stage  of  labor  through  the  judic- 
ious use  of  sedatives  such  as  morphine  and, 
in  selected  cases,  the  use  of  rectal  ether.  The 
prevention  of  exhaustion,  the  protection  of 
the  cervix  from  damage  due  to  too  early  ex- 
pulsive efforts,  and  the  strict  observance  of 
antisepsis  and  asepsis,  have  long  been 
stressed.  Observing  the  progress  of  labor 
thbouigh  abdominal  and  occasional  (rectal 
examinations  is  safer  than  frequent  vaginal 
examinations.  The  high  forceps  operation, 
attempted  delivery  through  the  incompletely 
dilated  cervix,  destruction  of  the  pelvic  floor 
that  could  be  saved  by  episiotomy,  and  simi- 
lar procedures,  are  antiquated.  Immediate 
repair  of  birth  canal  injuries  in  clean  cases 
is  recommended.  Positive  diagnosis  of  fetal 
position,  with  manual  rotation  of  the  fetal 
head,  prevents  the  mutilation  and  death  of 
many  infants  through  forceps  injuries. 

In  effecting  delivery  of  the  child  in  bor- 
der-line cases,  the  greatest  conservatism 
consistent  with  the  welfare  of  the  patient 
should  be  practised.  It  would  be  ideal  if  all 
who  do  obstetrics  could  ascertain  before  la- 
bor the  ideal  method  of  delivery,  and  differ- 
entiate those  who  must  deliver  by  cesarean 
section  and  those  who  will  deliver  from  be- 
low with  satisfactory  operative  procedures. 
Williams  says  that  such  prognostic  ability  is 


unattaintable,  but  with  training  it  can  be  ap- 
proached. Modern  obstetrics  assumes  that 
those  who  handle  these  cases  have  the  prop- 
er training  and  judgment.  It  is  well  to  re- 
member that  so-called  radical  procedures 
may  be  really  conservative.  This  is  most 
frequently  true  in  the  hands  of  the  skilled. 
No  conservative  will  admit  that  a craniot- 
omy done  to  terminate  a three-day  labor  is 
better  than  a well-timed,  and  skillfully  done, 
cesarean. 

Since  the  introduction  of  the  low  cervical 
section  especially  when  done  under  local 
anesthesia,  indications  for  the  operation 
have  become  more  elastic,  because  of  its 
greater  safety.  According  to  Lull,  this  is 
justifiable  in  conscientious  hands,  and  places 
back  in  the  home  women  who  are  physically 
capable  of  taking  care  of  their  newborn  chil- 
dren and  not  chronic  invalids  from  mutila- 
tion due  to  attempted  delivery  from  below 
in  the  face  of  anatomic  and  physiologic  im- 
possibilities. Without  question,  the  mor- 
tality from  section  is  lowering  since  it  is 
becoming  understood  that  the  operation 
should  be  done  as  a matter  of  election  rath- 
er than  of  last  resort.  Pelvic  contraction 
is  the  most  frequent  indication.  Failure  in 
forceps  delivery  in  these  cases,  then  version, 
pubiotomy,  or  craniotomy,  in  a desperate  at- 
tempt to  effect  delivery,  seldom  occur  in 
good  obstetrics.  Williams  and  Sun  have  re- 
ported distinctly  lower  mortality  rates  over 
those  attained  with  so-called  conservative 
methods,  in  large  series  of  these  cases  from 
the  use  of  the  elective  section,  either  classi- 
cal, low  cervical,  or  Porro,  if  infection  is 
present. 

Bill,  in  Cleveland,  reports  equally  satis- 
factory results  in  that  dreaded  complication, 
placenta  previa.  He  advocates  prophylactic 
blood  transfusion  and  cesarean  section,  es- 
pecially in  lateral  or  central  insertions.  His 
reasoning  is  sound  in  that  the  atony  of  the 
uterus  from  anemia,  with  more  hemorrhage 
and  the  establishment  of  a vicious  cycle,  is 
prevented.  Operation  before  the  cervix  has 
lost  its  contractibility  and  power  to  control 
hemorrhage  because  of  dilatation  in  labor, 
completes  his  results.  In  the  light  of  these 
results  of  modern,  skilled  obstetrics,  we  can- 
not but  question  the  so-called  conservatism 
of  the  Braxton-Hicks  version,  Voorhies  bag, 
forced  delivery  and  other  methods,  resulting 
in  trauma  to  an  already  weakened  and  blood- 
spurting  cervix  in  placenta  previa. 

On  conscientious  indication,  the  operation 
may  be  the  method  of  choice  in  abruptio  pla- 
centae, some  toxemias,  heart  disease,  ob- 
structive tumors  and  other  conditions.  The 
discussion,  if  entered,  would  be  endless.  The 
border-line  case  determines  the  quality  of  the 
obstetrician.  The  better  trained  he  is,  the 
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more  he  will  avoid  mutilation  of  mother  and 
child.  At  the  same  time,  his  prenatal  care 
will  make  possible  the  normal  or  easy  instru- 
mental delivery  of  many  threatening  cases. 

The  welfare  of  the  patient  is  not  always 
insured  as  soon  as  she  is  delivered.  Strin- 
gent supervision  of  the  puerperium  will  miti- 
gate many  of  the  untoward  effects  of  a diffi- 
cult delivery.  Much  morbidity  is  avoided  by 
elevation  of  the  patients  into  the  Fowler  po- 
sition and  the  improved  drainage  resulting. 
Particular  attention  should  be  paid  the  blad- 
der and  stasis  of  urine  prevented.  If  our 
work  has  been  good,  puerperal  infection  sel- 
dom results.  If  it  does,  the  conservative 
management  recommended  by  nearly  all  the 
recent  writers  is  positively  indicated.  Enter- 
ing the  uterus  for  any  other  reason  than 
hemorrhage,  the  doing  of  hysterectomy  and 
other  operations  outside  of  the  drainage  of 
abscesses,  are  idle  gestures  and  do  harm.  In 
the  afebrile  puerpera,  bed  exercises  after  the 
first  few  days  promote  the  patient’s  well-be- 
ing. The  knee-chest  position  and  exercises  to 
keep  the  uterus  forward  and  the  large  ves- 
sels of  the  pelvis  free  from  stasis,  must  not 
be  neglected  when  she  is  out  of  bed.  The 
postpartum  examination  before  the  end  of 
the  second  month,  preferably  earlier,  fre- 
quently gives  us  the  opportunity  easily  to 
correct  displacements  and  other  imperfec- 
tions. Its  omission  is  still  one  of  our  great- 
est obstetrical  sins. 

Since  we  have  the  desire,  the  knowledge, 
and  the  skill  to  help  those  who  anticipate 
childbirth,  and  especially  those  who  face  dif- 
ficulty and  danger,  let  us  do  the  one  remain 
ing  thing  between  us  and  the  universal  ac- 
complishment of  our  object.  I refer  to  edu- 
cation of  the  public  in  all  things  obstetrical. 
The  lay  press  and  government  agencies  are 
already  slowly  disseminating  information  to 
expectant  mothers.  However,  the  number  of 
women  who  know  that  early  and  competent 
medical  care  is  essential  to  their  safety  in 
pregnancy,  is  still  pitifully  small.  Yet  there 
are  few  indeed  who  have  not  been  treated  by 
a physician  for  other  ailments  in  the  not  dis- 
tant past.  Are  we  doing  our  full  duty  if  we 
fail  to  take  every  opportunity  to  supply  this 
vital  informatioin  to  those  who  need  it,  or 
will  need  it  in  the  near  future?  Obstetrics  is 
now  receiving  the  attention  of  the  best  minds 
in  medicine.  Let  us  bend  our  efforts  toward 
the  application  of  their  teachings  in  a field 
where  it  is  so  necessary. 

CONCLUSION 

It  has  been  requested  that  this  paper  con- 
tain something  of  value  to  the  general  prac- 
titioner. An  endeavor  has  been  made  to  do 
so  in  a general  way.  It  has  been  shown  that 
obstetrics  is  not  always  the  simple  problem 


of  catching  the  baby  as  it  emerges  from  the 
birth  canal.  The  problems  met  are  easily  as 
difficult  and  important  as  those  found  in  any 
other  major  branch  of  medicine.  The  mor- 
tality and  morbidity  rates  are  sufficiently 
high  to  warrant  more  than  the  present  inter- 
est shown  by  both  the  laity  and  by  the  medi- 
cal profession  as  a whole.  Definite  progress 
is  being  made  by  comparatively  small  groups 
of  enthusiastic  workers,  so  that  there  now 
exist  definite  advances  in  obstetrical  prac- 
tice, both  as  to  technic  and  the  management 
of  all  obstetrical  cases,  and  especially  the 
conduct  of  the  difficult  case.  The  general 
practitioner  now  frequently  prefers  to  shift 
the  responsibility  of  the  latter  to  the  shoul- 
ders of  the  obstetrical  specialist,  whose  train- 
ing is  more  thorough  and  whose  contact  with 
such  cases  is  more  frequent.  The  majority 
of  mothers,  however,  are  delivered  by  the 
man  in  general  practice  and  probably  always 
will  be;  therefore,  it  is  distinctly  to  the  ad- 
vantage of  both  the  doctor  and  the  patient  if 
the  physician  remembers  that  childbirth  is 
a universal  phenomenon  and,  as  such,  may 
easily  make  up  a considerable  part  of  his 
practice.  Both  he  and  his  public  will  profit 
from  any  special  interest  and  training  which 
he  may  manifest  in  this  deserving  work.  The 
greatest  advance  in  obstetrical  thought  and 
practice  is  the  development  of  a definite 
routine  for  the  prenatal  and  postpartum  care 
of  parturient  women.  Strict  application  of 
these  principles  will  frequently  prevent  the 
occurrence  of  serious  developments  and 
bring  about  a normal  outcome  to  a case 
which,  if  neglected,  would  require  difficult, 
special  treatment  and  operative  delivery. 
This  is  definitely  to  the  advantage  of  the 
general  practitioner  as  it  keeps  the  case  in 
his  hands  and  adds,  not  only  to  the  welfare 
of  his  public,  but  to  their  satisfaction  with 
his  work. 

DISCUSSION 

DR.  C.  E.  YOUNT,  (Prescott,  Arizona):  I am  par- 
ticularly pleased  that  our  essayist  has  brought  to 
our  attention  in  annual  convention  the  subject  of  ob- 
stetrics. I care  not  what  specific  phase  of  the  vast 
subject  he  elects  to  discuss,  the  fact  that  he  directs 
our  thoughts  to  obstetrics,  at  this,  the  time  of  our 
annual  “revival  of  learning,”  places  the  Association 
in  his  debt. 

The  paucity  of  articles  on  obstetric  subjects  in 
most  of  our  medical  journals  is,  I believe,  approach- 
ing a serious  minimum, — an  imbalance  of  editorial 
distribution  which  constitutes  ‘‘contributory  negli- 
gence” when  we  come  to  fix  the  responsibility  for 
our  present  high  death  rate  in  childbirth. 

Take  our  own  Society,  for  instance, — if  my  mem- 
ory serves  me  correctly,  we  have- had  no  real  honest  - 
to-goodness  paper  on  obstetrics  since  Dr.  H.  A. 
Reese  gave  us  his  excellent  monograph  on  the  man- 
agement of  the  occipito  posterior  positions  at  the 
Bisbee  meeting. 

The  Journal  of  the  American  Medical  Association, 
with  a section  on  Obstetrics,  Gynecology  and  Ab- 
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dominal  Surgery,  has  the  obstetric  subjects  pretty 
well  crowded  out  by  the  other  two  engrossing  spe- 
cialties. However,  the  articles  of  J.  C.  Litzenberg 
of  Minneapolis,  Hugo  Ehrenfest  of  St.  Louis,  W.  D. 
Porter  of  Cincinnati,  and  Piper  and  Rachman  of 
Philadelphia,  record  real  scientific  progress  and 
should  be  read  in  connection  with  our  subject. 

When  I go  to  Surgery,  Gynecology  and  Obstetrics, 
to  look  up  a strictly  obstetric  subject,  I am  remind- 
ed of  one  of  Charles  Dickens’  novels,  wherein  the 
firm’s  name,  ‘‘Tellson’s  Bank,  London,”  carrier  on, 
with  Tellson  dead  150  years  before  the  story  begins. 
In  Surgery,  Gynecology  and  Obstetrics,  the  obstetric 
partner  seems  to  have  passed  on,  but  the  firm  name 
endures. 

My  discussion  then  partakes  more  of  the  nature 
of  an  expression  of  gratitude  for  a paper,  so  timely 
and  erudite  on  a subject  so  frequently  omitted;  and 
second,  it  is  a plea  for  at  least  one  paper  on  obstet- 
rics at  each  annual  meeting;  and  why?  The  diffi- 
cult obstetric  case,  as  our  essayist  has  pointed  out, 
is  altogether  too  frequent,  while  our  vanishing 
knowledge  of  the  exact  science  of  the  mechanism  of 
labor  makes  the  difficult  case  more  difficult  and 
contributes  to  fetal  and  maternal  morbidity  and 
mortality.  Note  the  great  increase  in  the  decade 
1915-1925  of  14.8  per  cent  in  baby  deaths  from  birth 
injuries.  It  is  admittedly  true  that  these  figures 
represent  results  in  difficult  obstetric  cases,  but  the 
fact  remains  that  as  a profession  we  have  not  reg- 
istered due  progress  in  the  science  of.  obstetrics. 
One  may  deduce  from  these  figures  evidence  of 
retrogression  in  the  obstetric  ability  of  the  family 
physician,  for  be  it  remembered,  that  it  is  he  who 
in  America  confines  over  80  per  cent  of  the  women. 

Chamberlain  gave  us  the  obstetric  forceps  350 
years  ago,  but  DeLee  says  they  are  not  to  be  used 
as  cranio-clasts. 

J.  C.  Litzenberg,  Professor  of  Obstetrics  in  the 
University  of  Minnesota,  deals  us  a solar  plexus 
blow  in  these  words,  “These  figures  (supra)  should 
be  quite  sufficient  argument  against  the  present 
day  mania  for  interference  with  labor  by  the  injudi- 
cious employment  of  forceps,  version,  or  cesarian 
section.  This  increase  of  deaths  from  birth  injuries 
of  nearly  15  per  cent  is  a stunning  rebuke  to  these 
impatient  physicains  who  are  in  a hurry  to  get  home 
to  bed,  to  the  office  or  to  a golf  game.” 

We  have  said  nothing  about  maternal  injuries  in 
the  difficult  obstetric  case.  They  are  a prolific 
source  of  infection  and  chronic  invalidism. 

Litzenberg  gives  the  following  rules  which,  if  re- 
hearsed and  practised  by  those  doing  obstetrics,  will 
lessen  the  frequency  of  the  difficult  case  and  render 
it  less  difficult: — 

1.  Give  the  pregnant  woman  prenatal  care. 

2.  Diagnose  carefully  the  position  and  presenta- 
tion. 

3.  Be  meticulously  aseptic. 

4.  Quit  unnecessary  intervention  (especially  in 
occipito-posterior  positions). 

5.  Never  do  an  operative  delivery  before  com- 
plete dilatation. 

6.  At  all  times  appreciate  the  dignity  and  high 
demands  of  obstetrics. 

The  maternal  and  baby  mortality  will  drop  as 
well. 


FRACTURE  OF  PELVIS,  WITH  REPORT 
OF  TEN  CASES. 

ROBERT  FERGUSON,  M.  D. 

Bisbee,  Arizona. 

(Read  before  the  thirty-eighth  annual  meeting  of 
the  Arizona  State  Medical  Association,  in  Prescott, 
Ariz.,  April  18  to  20,  1929.) 

These  fractures  are  usually  caused  by 
great  violence,  falls  from  a height,  pressure 
in  an  anteroposetrior  direction,  lateral  com- 
pression or  muscular  action. 

They  may  occur  in  the  ilium,  ischium  or 
pubic  bone,  or  in  any  two,  or  all.  They  may 
be  divided  into  two  classes  clinically:  Those 
with  and  those  without  visceral  injury.  On 
examination  we  find  pain  on  motion,  localiz- 
ed tenderness  on  seat  of  fracture,  and,  of 
course,  the  x-ray  will  show  us  the  seat  of 
trouble. 

We  should  always  catheterize  in  these  in- 
juries, looking  for  trouble  in  bladder  or  ure- 
thra. The  more  common  visceral  lesions  are: 
bowel,  bladder  and  urethra. 

Prognosis  is  grave  in  visceral  lesions  and 
in  old  people. 

Treatment  depends  on  the  fracture, 
amount  of  displacement,  and  complicating 
visceral  injuries.  When  displacement  is  not 
bad,  all  that  is  needed  is  rest  in  bed  and  an 
adhesive  strap  around  pelvis.  If  bladder  is 
injured  we  must  drain;  also,  the  urethra  will 
need  perineal  drainage  to  be  followed  by 
sounds.  The  patient  should  be  in  bed  four  to 
six  weeks  and  off  work  three  to  six  months. 

In  this  series  of  cases,  ten  in  number: 

Six  were  caused  by  great  pressure — 
automobile  turned  over  on  patient  or 
patient  was  caught  between  motor 
and  post;  three  were  caused  by  falls, 
having  been  knocked  down  by  falling 
rocks;  one  was  caused  by  muscular 
action. 

Eight  were  men  and  two  were  women. 

There  were  two  visceral  lesions : bladder, 
one;  urethra  one. 

Two  deaths,  both  from  pneumonia. 

In  the  others  the  after  results  were 
good. 

Bones  affected:  ilium,  two;  ischium, 
three ; pubic,  five. 

Two  things  should  be  emphasized: 

1.  There  may  be  very  little  disability  and 
symptoms  may  be  very  mild,  therefore: 

2.  All  suspicious  cases  should  be  x-rayed. 


REPORT  OF  CASES  WITH  X-RAY 
1.  Case  No.  1256.  Mr.  W.,  age  26,  white,  single,  in- 
jured May  1,  1927.  Previous  history  negative. 

He  was  injured  in  automobile  wreck,  was  in  tour- 
ing car  which  turned  over  on  him,  front  seat  resting 
on  pelvis.  He  was  in  this  position  over  two  hours, 
according  to  his  statement. 

Right  foot  and  leg  everted.  X-ray  shows  fracture 
of  right  ischium  with  marked  separation  at  symphy- 
sis. No  injury  to  viscera. 
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Treatment:  Symphysis  was  forced  together  by 

pulling  an  adhesive  band  around  it  and  a double 
plaster  of  paris  spica  applied.  There  is  still  separa- 
tion at  the  symphysis,  but  functional  result  is  ex- 
cellent. 

2.  Case  No.  1640.  Mr.  S.,  age  18,  white,  single  in- 
jured January  27,  1928.  Previous  history  negative. 

Caught  between  car  and  post.  Blood  in  urine 
showing  bladder  injury.  Abdomen  opened  and  drain- 
age tube  sewed  in  bladder.  Developed  lobar  pneu- 
monia, February  11,  died  Feb.  15. 

X-ray  showed  fracture  of  horizontal  and  descend- 
ing rami  left  pubic  bone. 

3.  Case  No.  1563.  Mr.  F.,  age  43,  white,  miner, 
injured  Feb.  6,  1928.  Previous  history  negative. 

Motor  car  pushed  him  against  side  of  drift.  Left 
hip  was  crushed.  X-ray  showed  fracture  of  ramus 
of  ischium  on  both  sides.  No  injury  to  viscera. 

He  was  able  to  work  and  did  not  think  he  was 
much  hurt,  but,  on  account  of  having  had  a crush- 
ing injury,  x-ray  was  taken,  which  showed  fracture. 

4.  Case  No.  1813.  Mr.  S.,  age  21,  single,  injured 
June  15,  1928.  Previous  history  negative. 

He  was  working  underground  with  cars  pushed 
by  motor  and  was  caught  between  car  and  post, 
causing  fracture  of  pelvis. 

X-ray  shows  fracture  of  left  horizontal  and  de- 
scending rami  of  pubic  bone.  No  injury  to  viscera. 

5.  Case  No.  2156.  Mr.  McC.,  age  26,  married,  in- 
jured Jan.  4,  1929.  Previous  history  negative. 

He  attempted  to  step  between  mine  cars,  when 
the  train  was  moving  very  slowly.  Pelvis  was  caught 
between  car  and  post  and  fractured;  car  stopped, 
then  pulled  forward  a little,  rolling  him  and  catch- 
ing other  side,  causing  another  fracture  of  pelvis. 

X-ray  shows  fracture  of  ilium  on  both  sides  from 
crest  down  toward  anterior  superior  spine.  No  in- 
jury to  viscera. 

He  was  working  again  March  25,  1929. 

6.  Case  No.  2204.  Mr.  R.,  age  40,  white,  married, 
miner,  injured  Feb.  4,  1929.  Nothing  in  previous  his- 
tory. 

Rather  large  rock  fell  on  him,  striking  his  head, 
causing  two  scalp  wounds,  three  and  two  inches 
long.  He  was  knocked  down,  striking  on  his  but- 
tocks. Complained  of  pain  in  neck  and  perineum. 

No  skull  fracture.  X-ray  shows  fracture  of  left 
pubic  bone,  horizontal  ramus.  No  injury  to  viscera. 

7.  Case  No.  1638.  Mr.  R.,  age  25,  white,  married, 
injured  Jan.  26,  1928.  Previous  history  negative. 

He  was  knocked  down  by  falling  rock  under- 
ground; fell  almost  eight  feet  and  rocks  fell  on  him. 
Lacerations  of  forehead,  lips,  right  arm,  contusions 
of  chest.  Laceration  of  perineum  extending  to  scro- 
tum and  anus.  No  injury  to  bladder,  but  into  ure- 
thra, very  severe  hemorrhage  several  days  later. 
Wassermann  negative. 

X-ray  shows  fracture  of  left  descending  ramus  of 
pubic  bone  and  ascending  ramus  of  ischium. 

8.  Case  No.  2196.  Mr.  F.,  age  44,  white,  married, 
mucker,  iniured  Jan.  31,  1929.  Previous  history  neg- 
ative. Urine,  negative. 

Had  a “catch”  in  left  hip  while  pushing  car  in 
drift.  His  foot  slipped  when  he  experienced  this 
pain.  Had  to  lie  down  at  once  and  was  helpless. 
Had  to  be  carried  out  of  mine. 

Pain  over  left  ilium  on  slight  pressure  or  on  mo- 
tion. No  external  marks  of  violence.  X-ray  shows 
fracture  of  left  ilium,  crest  to  anterior  superior 
spine.  No  injury  to  viscera.  Wassermann  negative. 

9.  Case  No.  2342.  Miss  C.,  age  21,  single,  white, 
injured  Dec.  25,  1928.  Previous  history  negative. 


She  was  riding  in  auto  which  ran  into  ditch,  was 
thrown  clear  of  car,  simply  striking  ground,  so  far 
as  she  knows;  thinks  nothing  fell  on  her.  No  marks 
about  hips  that  would  indicate  severe  contusion 
about  pelvis.  Very  little  pain  on  movement.  Able 
to  walk  and  did  not  complain  of  much  pain.  Some 
symptoms  of  shock.  No  visceral  injury. 

X-ray  shows  fracture  at  the  symphysis,  left  hori- 
zontal and  descending  rami  of  pubic  bone  and  ramus 
of  ischium.  The  patient  had  very  slight  symptoms 
of  severe  injury,  was  able  to  work  and  fracture  was 
not  found  until  x-rays  were  taken. 

10.  Case  No.  2167.  Mrs.  H.,  age  68,  white,  mar- 
ried, injured  Jan.  11,  1929.  Previous  history — no 
bearing  on  case. 

Attempting  a steep  grade  in  a heavy  snow  storm, 
her  automobile  skidded  and  rolled  down  steep  hill, 
turning  over  several  times.  She  was  pinned  be- 
tween car  and  a tree. 

X-ray  shows  fracture  through  both  horizontal  and 
both  descending  rami  of  pubic  bones.  No  injury  to 
viscera. 


A PLEA  FOR  THE  VERY  EARLY  DIAG- 
NOSIS AND  VERY  EARLY  TREATMENT 
OF  CANCER 

E.  PAYNE  PALMER,  M.  D.,  F.  A.  C S. 

Phoenix,  Arizona 

(Read  before  the  thirty-eighth  annual  meeting  of 
the  Arizona  State  Medical  Association,  held  at  Pres- 
cott, Arizona,  April  18  to  20,  1929.) 

We  need  to  be  “reminded”  after  we  are 
educated. 

As  Arizona  State  Chairman  of  the  Ameri- 
can Society  for  the  Control  of  Cancer  for  a 
number  of  years,  I have  been  active  in  car- 
rying on  an  educational  campaign,  for  the 
laity,  against  cancer,  through  newspaper 
publicity,  talks  before  civic  clubs,  women’s 
clubs,  schools  for  nurses,  and  at  special  pub- 
lic meetings  held  for  the  discussion  of  can- 
cer. At  all  of  these  meetings,  well  prepared 
literature  on  cancer  is  distributed.  Because 
of  the  prevalence  of  cancer,  the  laity  should 
know  how  to  recognize  some  of  the  principal 
danger  signals  and  upon  the  first  suspicion 
that  they  exist,  seek  the  advice  of  a well 
qualified  physician.  They  must  realize  that 
very  early  diagnosis  and  very  early  eradica- 
tion of  the  disease  affords  the  only  hope  of  a 
cure.  The  dissemination  of  practical  knowl- 
edge of  cancer  to  the  laity  is  aiding  in  reduc- 
ing the  mortality.  I have  been  assisted  in 
this  work  by  medical  men  in  the  state  and 
by  representatives  sent  here  by  the  Society. 
Following  these  campaigns,  there  is  always 
an  increase  in  the  number  of  patients  who 
seek  the  advice  of  the  physicians  about  ab- 
normal conditions  which  may  be  of  malig- 
nant nature. 

At  a meeting  of  the  American  Public 
Health  Association,  held  in  Chicago  last  Oct- 
ober, it  was  decided  that  a State  Cancer  Com- 
mittee be  formed  in  each  state,  consisting 
of  the  state  chairman  of  the  American  Soci- 
ety for  the  Control  of  Cancer,  a representa- 
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tive  from  the  state  medical  society  and  the 
state  health  officer.  It  was  decided  at  the 
meeting  of  the  House  of  Delegates  yester- 
day that  the  past-president  be  the  society 
member.  The  Arizona  State  Cancer  Commit- 
tee has  therefore  been  formed  and  has  held 
a meeting. 

A little  more  than  a year  ago  I did  some 
campaign  work  among  the  physicians  of  Ari- 
zona. I feel  that  there  is  still  need  for  educa- 
tion within  the  ranks  of  the  medical  profes- 
sion especially  in  the  determination  of  the 
very  early  stages  of  cancer  and  the  import- 
ance of  very  early  treatment. 

Cancer  has  persisted  throughout  the  ages 
and  has  baffled  the  medical  profession  and 
thousands  of  co-workers  who  have  labored 
to  determine  its  causes,  and  to  effect  a cure. 
The  cause  of  cancel*  is  unknown.  Many  the- 
ories have  been  offered  but  all  have  been  dis- 
proves Even  though  we  do  not  know  what 
causes  cancer,  we  do  know  a great  deal  about 
how  it  occurs  and  what  conditions  are  apt  to 
produce  it.  Long  continued  irritation  in  some 
part  of  the  body,  especially  after  the  person 
is  of  the  cancer  age,  is  the  most  potent  fac- 
tor in  its  production. 

The  time  to  cu're  a cancer  is  before  it  ex- 
ists; that  is,  to  remove  or  avoid  the  condi- 
tions which  lead  to  cancer.  The  so-called 
precancerous  stage  should  be  recognized  in 
order  ta  prevent  cancer.  Bear  with  me  while 
I “remind”  you  of  some  of  the  danger  sig- 
nals. Moles  and  warts  which  change  in  ap- 
pearance, shape  and  size,  or  which  become  ir- 
ritated. Obstinate,  indurated  ulcers  and  fis- 
sures on  the  skin  surfacse  and  orifices  of  the 
body  and  old  burn  scars  that  are  irritated. 
A chronic  fissure  or  induration  of  the  nipple, 
a tumor  in  the  breast.  A steadily  increasing 
difficulty  in  swallowing  with  regurgitation 
of  food  in  an  undigested  condition  usually 
means  esophageal  cancel*.  The  stomach  is 
the  seat  of  the  disease  in  nearly  one-third  of 
all  of  the  foci  cases  of  cancer  in  men  and  one- 
fifth  in  women.  Therefore,  in  all  cases  of 
chronic  digestive  disorders,  make  an  early 
careful  and  complete  examination  of  the  en- 
tire alimentary  tract.  Cancer  of  intestines  is 
almost  always  in  the  large  intestine.  One 
cancer  occurs  in  this  locality  to  every  two  in 
the  stomach.  Half  of  the  cancers  of  the  bow- 
els are  in  the  rectum.  This  form  is  occasion- 
ally in  children.  Symptoms:  early  constipa- 
tion, later  alternating  with  diarrhea,  accom- 
panied by  pain  and  blood  in  the  stool,  loss  of 
weight.  Cancer  of  the  rectum  is  frequently 
mistaken  by  the  physician  for  piles.  Bleed- 
ing from  the  bowels  is  a symptom  which 
should  never  be  neglected.  Cancer  and  hem- 
orrhoids coexist.  Cancer  of  bladder  and  pros- 
tate are  frequent.  Pain  is  a late  symptom. 
Blood  in  the  urine  and  increased  frequency 


of  micturition  are  early  symptoms.  Cancer 
of  the  kidney  produc°s  blood  in  the  urine 
and  pain  in  the  back.  Erosions  and  unhealed 
lacerations  of  the  cervix  and  a cervix  that 
bleeds  easily  should  be  considered  precan- 
cerous. A marked  change  in  the  vaginal  dis- 
charge, especially  if  watery  and  tinged  with 
blood.  A continuous  bloody  vaginal  dis- 
charge, an  increase  in  the  amount,  character 
and  duration  of  the  menstrual  flow.  In  rap- 
idly growing  bone  tumors,  especially  when 
there  is  a history  of  trauma,  malignancy  is 
to  be  expected. 

A thorough  physical  examination  is  not 
sufficient  to  make  the  diagnosis  in  many  of 
the  very  early  cases  of  cancer.  Biopsy  should 
be  resorted  to  more  frequently.  While  there 
is  some  danger  from  biopsy,  the  information 
gained  far  overcomes  the  risk,  as  there  is  no 
other  way  of  making  a diagnosis  in  the  very 
early  stages  of  cancer.  Diagnostic  curettage 
in  suspected  uterine  cancer  is  equally  as  im- 
portant as  biopsy.  As  soon  as  the  diagnosis 
of  cancer  is  made,  the  case  calls  for  emerg- 
ency treatment.  Watchful  waiting  means 
certain  death.  The  responsibility  of  the  case 
rests  upon  the  shoulders  of  the  physician 
w*ho  first  sees  the  patient  and  not  upon  the 
surgeon  or  radiologist  who  has  it  referred  to 
him  months  later. 

The  recorded  mortality  from  cancer  is  on 
the  increase  in  most  civilized  countries.  How 
much  of  this  is  actual  and  how  much  is  due 
to  improvement  in  diagnosis  is  not  known. 
In  1523,  the  estimated  death  rate  in  the 
United  States  was  above  100,000  the  latest 
year  for  which  figures  are  now  available. 
The  recorded  mortality  rate  for  1923  was 
84.4  per  100,000  persons  per  annum.  The  an- 
nual increase  in  the  official  cancer  death  rate 
is  approximately  two  and  a half  per  cent. 
Cancer  is  almost  exclusively  a disease  of 
adult  life;  for,  of  the  total  number  of  deaths 
from  cancel*  at  all  ages,  about  ninety-five  per 
cent  occur  after  the  age  of  thirty-five.  Can- 
cer is  especially  frequent  among  women.  Of 
deaths  over  the  age  of  forty,  one  in  ten  in 
men  is  due  to  cancer  and  one  in  seven  among 
women.  Between  the  ages  of  thirty-five  and 
forty-five,  two  and  one-half  times  as  many 
women  as  men  die  of  it.  The  excessive  mor- 
tality among  women  is  due  to  cancer  of  the 
breast  and  the  organs  of  generation.  Exclud- 
ing cancer  of  the  breast  and  the  female  gen- 
erative organs  the  relative  frequency  of  all 
other  forms  of  cancer  combined  is  approxi- 
mately twenty-five  per  cent  higher  in  males 
than  in  females.  This  mortality  can  only  be 
reduced  by  very  early  diagnosis  and  very 
early  application  of  proper  treatment. 

The  duration  of  the  disease  will  easily  de- 
termine the  prognosis  and  the  latter  is  the 
most  important  of  all. 
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PRINCIPLES  OF  MEDICAL  ETHICS 
ROBT.  T.  FRANKLIN,  M.  D. 

Glendale,  Ariz. 

(Read  at  the  Maricopa  County  Medical  Society, 
regular  meeting  held  on  Feb.  4,  1929.) 

The  principles  of  medical  ethics  may  be 
divided  into  three  phases,  according  to 
whether  this  refers  to  the  duties  of  the 
physician  (1)  to  patient,  (2)  to  fellow  prac- 
titioner, or  (3)  to  the  public. 

The  primary  object  of  the  profession  is 
the  service  which  can  be  rendered  to  hu- 
manity; reward  or  financial  gain  should  be 
a subordinate  consideration.  The  practice 
of  med'cine  is  a profession  and  in  choosing 
this  profession,  an  individual  is  obligated 
to  conduct  himself  in  accord  with  its  ideals. 

There  are  times  when  a physician  must 
determine  whether  his  duty  to  society  is 
greater  than  that  to  an  individual  patient. 
In  such  cases  he  must  use  the  same  consid- 
eration that  he  would  expect  a fellow  physi- 
cian to  show  to  him  or  to  his  own  family, 
under  like  circumstances.  An  example  of 
this  will  be  found  in  the  protection  of  a 
healthy  individual  from  becoming  infected 
by  the  use,  on  the  part  of  the  physician,  of 
knowledge  entrusted;  to  him  through  jthe 
confidence  of  another  patient.  Under  such 
circumstances,  the  physician  must  use  his 
best  judgment,  fo!r  the  good  of  most  people 
concerned. 

The  nhysician  should,  at  all  times,  be  per- 
fectly frank  when  dealing  with  a dangerous 
disease.  He  should  neither  exaggerate  nor 
minimize  the  gravity  of  the  patient’s  condi- 
tion. He  should  assure  himself  that  the  pa- 
tient and  the  patient’s  family  have  such 
knowledge  of  the  condition  as  will  be  for  the 
best  interests  of  the  patient  and  his  family. 

In  dealing  with  the  duties  of  the  physician 
to  his  fellow  practitioner  I shall  attempt  to 
outline  only  a few  of  the  major  points,  prin- 
cipally these  duties  which  are  most  often  ig- 
nored or  overlooked.  The  obligation  assumed 
upon  entering  the  profession  requires  the 
physician  to  conduct  himself  as  a gentleman 
and  demands  that  he  use  every  influence  to 
uphold  the  dignity  of  the  vocation.  It  is  the 
duty  of  the  physician  to  associate  himself 
with  medical  Societies  and  contribute  his 
time,  energy  and  means  that  these  societies 
may  represent  the  ideals  of  the  profession. 

It  is  well  known  and  generally  observed 
that  solicitation  by  physicians  through  cir- 
culars, advertisements,,  personal  communi- 
cations or  interview’s,  is  unprofessional. 
But  we  should  also  observe  that  it  is  equal- 
ly unprofessional  to  procure  publicity  by  in- 
direct advertisement  or  by  furnishing  or 
inspiring  newspaper  comments  concerning 
cases  in  which  the  physician  is  or  has  been 


concerned.  All  self-laudations  defy  the  tra- 
dition and  lower  the  tone  of  any  profession 
and  so  are  intolerable.  The  most  worthy 
and  effective  advertisement  is  a well  earned 
reputation  for  professional  ability  and  fi- 
delity. Every  physician  should  aid  and  safe- 
guard the  profession  against  the  admission 
and  continuance  in  its  ranks,  of  those  who 
are  unqualified  because  of  moral  charac- 
ter, unethical  conduct  or  education. 

There  is  another  thing  that  is  sometimes 
taken  lightly,  and  that  is  punctuality,  par- 
ticularly in  instances  of  a consultation.  It 
is  an  insult  to  a doctor  to  keep  him  waiting 
when  the  delay  is  avoidable.  It  leaves  the 
impression  that  the  waiting  doctor’s  time 
is  not  as  valuable  as  your  own. 

We  have  now  taken  up  those  phases 
which  are  responsible  for  most  misunder- 
standings, and  often  the  beginning  of  long 
feuds  between  doctors  and  groups  of  doc- 
tors, which  tend  to  cheapen  the  profession 
and  lower  ethical  standards. 

Physicians  in  conversation  writh  a patient 
under  the  care  of  another  physician  should 
observe  the  strictest  caution  and  reserve, 
should  give  no  hints  relative  to  the  nature 
and  treatment  of  the  patient’s  disorder,  nor 
in  any  way  tend  to  diminish  the  trust  re- 
posed in  the  attending  physician.  All  physi- 
cians should  avoid  making  social  calls  upon 
those  who  are  under  the  professional  care 
of  another  physician,  and  should  such  a 
friendly  visit  be  made  there  should  be  no  in- 
quiry relative  to  the  nature  of  the  case,  but 
the  conversation  should  be  on  subjects  other 
than  the  physical  condition  of  the  patient. 

There  has  been  much  discussion  both  in 
and  out  of  the  society  relative  to  so-called 
“stealing  of  cases.”  I do  not  believe  there 
are  many  cases  actually  stolen,  nor  would 
there  be  any  if  we  were  frank  in  discussing 
our  differences  and  misunderstandings  with 
each  other.  We  should  remember  that  it  is 
a patient’s  privilege  to  change  physicians  at 
any  time  that  he  chooses,  provided  this  is 
done  in  a legal  and  regular  manner.  When 
the  attending  physician  has  been  dismissed 
and  paid  off  or  arrangements  made  for  pay- 
ments which  are  mutually  agreeable  to  both 
physician  and  patient,  he  is  then  at  liberty 
to  employ  any  physician  he  chooses,  and  the 
physician  is  perfectly  within  his  rights  to 
accept  such  a case.  However,  it  is  considered 
a courtesy  for  the  newly  retained  physician 
to  communicate  personally  or  by  phone, 
thereby  confirming  the  legal  dismissal  and 
obtaining  what  information  the  dismissed 
physician  may  be  able  to  give  regarding  past 
examinations  and  treatment.  This  the  dis- 
missed physician  should  freely  give. 

I believe  if  this  method  were  carried  out 
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at  all  times  when  the  attending  physicians 
are  changed  there  would  be  far  less  animos- 
ity and  jealousy  in  the  profession.  How- 
ever, when  physicians,  from  any  cause,  be- 
come incensed  with  petty  jealousies  and 
forget  their  duties  to  their  profession  so  far 
that  they  lose  no  opportunity  to  belittle  the 
character  and  professional  ability  of  their 
fellow  practitioners,  that  in  turn  calls  for 
retaliation  of  asimilar  nature  from  the  oth 
er  physicians.  Consequently,  many  people 
will  believe  both  stories,  and  the  cults  profit. 
This  is  illustrated  by  a story  of  a war  which 
waged  in  a certain  city  between  the  gas 
company  and  the  most  prominent  oil  com- 
pany which  in  their  daily  advertisements 
in  the  papers  called  attention  to  certain  ac- 
cidents, fires  and  explosions  caused  by  gas 
or  oil,  as  the  case  might  be,  and  in  turn  ad- 
vised the  use  of  his  own  product.  The  elec- 
trical power  company  said  nothing,  but 
reaped  the  benefits  as  the  public  consequent- 
ly turned  to  electricity. 


MALARIA  IN  TABES  DORSALIS. 

GEORGE  E.  SHIELDS,  M.  D. 

Phoenix,  Arizona 

(Presented  before  staff  meeting  of  St.  Joseph’s 
Hospital,  Phoenix,  Ariz.) 

In  discussing  the  several  cases  I have  in- 
oculated with  malaria  here  in  the  hospital,  I 
have  found  it  difficult  to  confine  myself  to 
the  subject  and  also  to  be  brief,  the  chief  re- 
quirements of  any  subject. 

Pathology  and  symptomatology  of  syphilis 
of  the  central  nervous  system  are  certainly 
interlacing  and  borderline  cases  are  the  rule. 
I will  attempt  a brief  outline  of  tabes  and 
present  three  case  reports  of  tabes  and  tabo- 
paralysis. 

History:  Among  the  earliest  to  recognize 
and  teach  of  syphilis  of  the  central  nervous 
system,  were  Leoniceno  of  Venice  in  1498, 
Lalleman  of  Paris  in  1834,  Virchow  in  1858 
In  passing,  I will  mention  John  Hunter  in 
1859,  remarkable  in  that  he  denied  the  dual- 
ity of  syphilis  and  gonorrhea ; then  Huebner 
of  Leipsic  in  1874,  and  Fournier  of  Paris  in 
1876.  Noguchi  and  Moore  demonstrated  in 
1913  the  treponema  in  the  posterior  column 
of  the  spinal  cord  in  tabes  and  Dunlap,  in  the 
same  year,  pointed  out  the  borderline  cases 
of  tabes,  general  paralysis,  meningitis,  arte- 
rial changes,  etc. 

The  pathology  of  the  central  nervous  sys- 
tem may  be  classified  under  the  following: 
(1)  meninges.  (2)  arteries,  (3)  brain  sub- 
stance, (4)  cord  substance,  (5)  nerves. 

Again  we  have  the  gummatous  single  or 
multiple  involvement  and  then  diffuse  infil- 
tration of  the  tissues  with  treponema  and  ac- 
companying destructive  changes. 


Definition  of  tabes : A diffuse  infiltration 
of  the  cord,  especially  the  posterior  columns, 
with  treponemata  and  destruction  of  the 
ganglion  cells  and  resulting  sclerosis  plus 
other  pathological  conditions,  as  meningitis, 
constitute  the  anatomical  picture  of  tabes 
dorsalis. 

Occurrence:  Usually  between  the  fifth  and 
tenth  year  and  may  vary  from  ten  months 
to  thirty-five  years. 

SYMPTOMS 

Sensory : 

Subjective:  Varying  pains,  (very  early 
symptoms),  paresthesias. 

Objective:  Analgesias,  hyperalgesias,  an- 
esthesias, impairment  of  stereognosis. 

Motor:  Ataxia,  involuntary  movements, 
paralysis. 

Visual:  Ptosis,  Argyll-Robertson  pupil,  ir- 
regularity of  pupils,  sluggishness  of  pupils. 

Auditory:  Recurring  sounds,  deafness. 

Visceral:  Gastric  crises,  vomiting. 

Bladder:  Difficulty  in  starting,  inconti- 
nence, tenesmus. 

Genital:  Excessive  desire  first,  diminish- 
ing of  sexual  appetite,  impotence,  loss  of  cre- 
masteric reflex,  analgesia  in  testicle,  clitoris 
crisis. 

Largygeal  Crises. 

Bones:  Frequent  sites  for  fracture,  spon- 
taneous fractures. 

Muscles:  Trophic  changes. 

Skin:  Herpes  zoster,  penetrating  ulcers. 

Bladder  Picture:  Minute  trabeculations, 
diverticuli,  ulceration  in  the  secondary  stage. 

PROGNOSIS 

I would  make  a strong  plea  for  early  diag- 
nosis. Early  cases  may  be  entirely  cleared. 
Spread  of  infection  may  be  checked. 

TREATMENT 

The  forms  of  treatment  may  be  as  follows : 
Symptomatic,  intraspnial  injections,  protein 
shock,  dependt  drainage  followed  by  try- 
parsamide  and  salvarsan,  malaria,  use  of  bis- 
muth and  arsenic  preparations  intramuscu- 
larly. 

CASE  REPORTS 

Case  1.  Mr.  C.,  age  31,  family  history  negative. 

Past  history:  Venereal  wart  cauterized  in  1923, 
no  further  symptoms;  otherwise  negative. 

Present  illness  July,  1928,  began  to  feel  dizzy  and 
have  tingling  sensation  in  legs.  November,  1928, 
had  difficulty  in  starting  urine,  bladder  always  full. 

Cystoscopic  examination  revealed  fine  trabecula- 
tions of  bladder  wall  and  diverticulum  of  right  pos- 
terior wall.  Argyll  Robertson  pupil.  Romberg  was 
positive.  Spinal  fluid  and  blood  Wassermann  plus. 

Sodium  iodide,  neosalvarsan  and  theobismol  were 
given  routinely  without  any,  or  with  very  slight,' 
improvement. 

December,  1928,  patient  was  inoculated  with  ma- 
laria and,  following  initial  chill,  one  week  later  had 
severe  chills  and  fever  105  every  day  for  15  consecu- 
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tive  days.  Quinine  treatment  promptly  stopped  the 
chills  and  fever. 

Present  date:  Patient  urinates  normally,  feels  no 
discomfort;  romberg  negative  and  pupils  react  nor- 
mally; spinal  fuild  has  not  been  done;  blood  Was- 
sermann  negative. 

Case  2.  Mr.  F.,  age  38.  Family  history  not  ob- 
tained. Past  history  negative. 

Present  Illness:  Always  well  and  healthy  until  six 
months  ago,  when  he  began  having  decided  delusions 
and  ideas  of  grandeur  and  wealth.  Had  several  con- 
vulsions, became  violent  and  had  to  be  restrained. 

Has  developed  tingling  and  numbness  of  extremi- 
ties and  varying  pains,  severe  headache.  Romberg 
plus.  Argyll  Robertson  pupil  present.  Spinal  fluid 
and  blood  Wassermann  plus. 

Under  confinement  and  treatment,  he  improved 
to  a great  extent  and  in  December,  1928,  was  at  lib- 
erty. Was  inoculated  with  malaria  and,  after  five 
days,  began  to  have  chills  and  fever  daily  for  first 
few  days,  then  every  other  day,  then  about  every 
fourth  day,  the  severity  of  chills  and  fever  gradual- 
ly lessening.  After  the  sixteenth  chill,  quinine 
promptly  stopped  his  chills  and  fever. 

An  acute  exacerbation  of  his  condition  followed, 
necessitating  confinement.  A marked  improvement 
in  his  condition  followed.  His  blood  Wassermann  is 
negative.  Spinal  fluid  has  not  been  done. 

Case  3.  Mrs.  S.,  age  60.  Family  and  past  history 
not  obtained. 

Present  Illness:  For  past  two  years,  gradually 
has  grown  weaker  and  has  been  in  bed  for  several 
years,  legs  paralyzed.  Complains  of  tingling  of 
scalp,  burning  of  nose;  is  afraid  of  voices,  thoughts, 
etc.  Has  delusions.  Appetite  poor.  DeeD  reflexes 
absent.  Argyll  Robertson  pupil  present.  Wrties  and 
talks  at  random. 

In  December  natient  was  inoculated  with  malaria 
and  was  allowed  to  have  15  consecutive  chills  with 
accompanying  high  temperature.  Quinine  promptly 
relieved  the  malaria. 

Present  date:  Patient  much  improved,  stronger, 
able  to  go  to  bath  room,  appetite  very  good. 

Spinal  fluid  and  Wassermann  not  done. 

SUMMARY 

Early  diagnosis. 

No  case  of  syphilis,  from  chancre  to  pare- 
sis, should  be  given  up  until  all  means  of 
treatment  are  exhausted.  The  standard  for 
cure  of  syphilis  of  the  central  nervous  sys- 
tem consists  of  constantly  negative  spinal 
fluid  as  well  as  negative  blood  Wassermann, 
without  any  increase  of  symptoms  for  a 
period  of  at  least  two  years  following  the  last 
treatment. 

Malaria  seemingly  may  be  a valuable  weap- 
on against  syphilis  of  the  central  nervous 
system  and,  as  there  is  so  little  contraindi- 
cation to  its  use,  it  should  be  given  a very 
thorough  trial. 
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CASE  REPORTS 

ORVILLE  HARRY  BROWN,  M.  D.,  Ph.  I). 

Phoenix,  Arizona 

Prostatic  Adenocarcinoma;  Treated;  Bone 
Metastases;  Spontaneous  Fractures;  Au- 
topsy. 

This  was  a man  sixty-two  years  old,  who  gave  a 
history  of  having  a tumor  of  the  prostrate  diag- 
nosed by  at  least  two  physicians  as  cancer;  others 
did  not  believe  that  it  was  cancer.  He  was  given 
x-ray  treatments  to  the  prostate,  and,  as  far  as 
prostatic  symptoms  were  concerned,  he  was  im- 
proved; but  there  was  a gradual  decline  in  his 
health;  myelomatous  tumors  were  discovered  and  he 
died  about  three  years  after  the  first  sign  of  ill- 
ness. The  autopsy  revealed  general  adeno-car- 
cinoma. 

I was  called  to  see  him  because  of  pains  in  and 
about  the  chest.  When  he  was  quiet,  and  breathing 
shallow,  pain  was  not  intense.  Deep  breathing  pro- 
duced severe  pain  which  was  difficult  for  him  to 
localize  except  to  say  that  it  was  in  the  chest.  There 
was  slight  persistent  cough  but  no  expectoration. 
Pains  in  the  chest  became  severe  and  he  was  re- 
moved from  his  apartment  to  the  hospital  for  more 
thorough  study,  better  care  and  to  give  the  wife  a 
rest  from  the  care  of  him. 

The  first  x-ray  picture  disclosed  that  the  third 
and  fourth  ribs  on  the  left  side  were  fractured. 
These  were  spontaneous  fractures  as  he  had  had  no 
force  on  the  chest  that  would  fracture  a normal 
bone.  The  x-ray  reports,  by  Dr.  H.  L.  Goss,  also 
said  that  the  fifth  and  sixth  ribs  on  the  left  side 
may  have  been  resected,  or  absorbed  as  a result  of 
bone  disease  or  fracture.  The  ribs  generally  showed 
thinning. 

The  man  was  first  seen  by  a physician  for  what 
the  patient  thought  was  hemorrhoids.  He  had 
electric  cautery  treatments  for  three  weeks  with 
relief.  Six  months  after  that  he  went  to  Mayos. 
A letter  from  Dr.  Arch  H.  Logan  of  Mayo  Clinic 
says:  “We  examined  him  in  June  of  1926.  At  this 
time  he  had  a hard,  nodular  prostate,  with  three 
ounces  of  residual  urine.  On  the  edge  of  the  rectal 
valve,  to  the  right  and  posterior,  was  a nodule  about 
three-fourths  inch  in  diameter,  which  was  freely 
movable.  He  complained  of  pain  in  the  back  over 
the  left  sacroiliac  joint  and  over  the  coccyx.  We 
made  x-rays  of  his  chest,  right  shoulder  and  hum- 
erous,  and  were  unable  to  detect  any  changes  in  the 
bones.  The  x-ray  of  the  kidney,  ureter  and  blad- 
der areas  were  negative  but  he  had  a hypertrophic 
arthritis  of  the  lumbar  spine  and  a thickening  over 
the  sacro-iliac  joints  which  we  interpreted  as  being 
of  an  arthritic  character.  He  had  lost  thirty  pounds 
in  weight  in  the  previous  six  months,  probably  due 
to  his  having  his  teeth  extracted.  We  felt  that  the 
condition  was  a carcinoma  of  the  prostrate.” 

In  January,  1927,  the  patient  consulted  Dr.  L. 
F.  Lubeley  of  Denver,  who  wrote  as  follows:  “He 
came  to  me  January  12,  1927,  complaining  of  pain 
in  the  rectal  region  with  frequent  urination;  a 
rectal  examination  revealed  a prostrate  somewhat 
enlarged,  mostly  to  the  right  side,  irregular  in  out- 
line with  several  hard  nodules.  A previous  diagnosis 
of  inoperable  cancer  of  the  prostrate  was  made  at 
the  Mayo  Clinic  and  from  the  physical  findings  I can- 
curred  in  the  diagnosis  but  did  not  feel  justified  in 
removing  a section  for  microscpic  examination.  The 
case  was  referred  to  Drs.  Crosby  and  Childs  for 
intensive  x-ray  therapy.  On  April  2,  1927,  the  pa- 
tient begain  complaining  of  pain  in  the  region  of 
the  eighth  dorsal  vertebra  which  did  not  yield 
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to  treatment  and  was  considered  as  possibly  a me- 
tastatic osteoplastic  carcinoma.” 

The  past  history  of  the  patient  revealed  that  he 
was  a cattle  man;  he  had  been  active  on  a large  cat- 
tle ranch — in  the  saddle  a great  deal  of  the  time  for 
many  years.  There  was  no  history  of  cardiac  or 
respiratory  trouble. 

He  had  a fall  from  a horse  about  15  years  ago, 
and  suffered  a fracture  of  the  left  collar  bone.  He 
said  it  was  in  the  area  of  this  old  fracture  that 
he  first  had  pain  which  was  the  beginning  of  the 
present  painful  condition  of  his  chest.  His  appe- 
tite has  been  poor  for  the  last  year;  during  this 
time  he  has  lost  55  pounds  in  weight.  Bowels  have 
been  extremely  constipated  necessitating  daily 
enema.  Ears  are  good;  eyesight  good;  uses  glasses 
when  reading.  Has  no  headaches;  has  had  no  at- 
tacks of  loss  of  memory;  no  dizziness  and  no  uncom- 
sciousness.  His  teeth  were  removed  two  or  thre 
years  ago,  in  the  hope  of  finding  the  cause  of  the 
trouble.  He  had  had  a foul  mouth.  He  had  had 
pain  on  urinating  at  times  with  no  distrubance  to 
the  flow.  There  was  no  history  of  blood  or  pus 
in  the  urine.  He  had  typhoid  fever  when  about 
twenty  years  of  age.  He  is  married;  wife  is  liv- 
ing and  well;  he  has  two  children  living  and  well; 
one  died  in  infancy.  Father  died  of  dropsy  and  his 
mother  of  an  unknown  cause.  He  had  five  broths  rs 
and  one  sister;  all  are  living  and  well.  There  is 
no  history  of  cancer,  diabetes,  insanity,  or  tuber- 
culosis in  the  family. 

Examination  reveals  the  following:  Man  five  feet 
six  inches  tall.  Weight  is  estimated  at  125  pounds. 
He  is  anemic  in  appearance.  He  lies  in  bed  on  his 
back  with  his  feet  wiggling  slightly  from  sid’  to  side 
with  his  body  held  rigid.  Any  movement  of  the 
torso,  he  says,  causes  pain  in  the  chest  and  back. 
His  head  is  negative,  hearing  is  good.  Eyes  are 
negative;  pupils  react  to  light  and  accomodation. 
They  are  round  and  equal;  there  is  no  nyatagmus. 
The  conjunctivae  are  pale  in  color  and  are  yellow- 
ish. His  nasal  septum  is  deviated  slightly  to  the 
right  in  the  lower  part  but  he  has  good  breathing 
space  on  both  sides.  The  throat  is  negative.  The 
neck  is  negative.  The  chest  is  slightly  barrel  shap- 
ed and  moderately  emphysemie.  The  lungs  show  no 
marked  pathology.  Both  apices  and  hyla  show  slight 
increase  in  bronchial  breathing.  Both  lower  lobes 
have  slight  dullness — more  marked  on  the  left  than 
on  the  right.  There  are  areas  of  certain  ribs  which 
seem  definitely  tender.  The  heart  is  dilated  four 
and  one-half  inches  to  the  left  of  midline  and  the 
apex  beat  is  in  the  sixth  interspace.  Blood  pressure 
is  115/75.  There  is  no  widening  of  the  arch  of  the 
aorta.  There  is  no  pulsation  in  the  suprasternal 
notch.  The  radial  arteries  are  sclerosed,  like  pipe 
stems,  and  nodular  calcifications  are  felt  all  along 
their  courses.  The  two  radial  pulses  are  equal.  The 
abdomen  is  moderately  full;  the  bladder  is  slightly 
distended.  The  liver  is  normal  size;  the  spleen  is 
not  enlarged.  There  is  slight  tenderness  and  muscle 
spasticity  over  the  gall  bladder  area.  Ther  was  an 
irregular  mass  in  the  left  lower  quadrant  of  the 
abdomen  which  was  at  first  believed  to  be  an  ex- 
tension of  a malignant  growth.  The  mass  was  re- 
moved however  by  repeated  enemas.  There  is  slight 
edema  of  the  ankles  and  tibia.  The  reflexes  through- 
out are  normal;  the  prostrate  is  perhaps  double 
normal  size.  It  is  broad  and  smooth  and  not  extreme- 
ly hard;  and  it  is  not  extremely  tender. 

A second  x-ray  film  was  taken,  as  there  had  been 
new  areas  of  pains  in  the  ribs,  Dr.  H.  L.  Goss  re- 
ported the  following:  “There  is  a spontaneous 
fracture  of  the  left  fourth,  fifth,  sixth,  seventh 
and  ninth  ribs  posteriorly;  the  remaining  ribs  show 


areas  of  absorption.  The  left  clavicle  reveals  lack 
of  calcium  of  the  transverse  processes  of  the  sev- 
enth cervical  and  first  dorsal  vertebrae  and  the 
left  scapula.  The  descending  aorta  is  prominent;  the 
left  base  shows  an  area  of  increased  density  with- 
out a fluid  level.  There  is  no  evidence  of  involve- 
ment of  the  flat  bones  nor  the  skull.  The  pelvic  bones 
have  a moderat  degree  of  absorption  of  calcareous 
material  as  also  do  the  lower  lumbar  vetrtebrae  and 
the  upper  third  of  each  femur.” 

The  Wassermann  reactions  were  negative;  the 
urine  was  negative  except  for  occasional  pus  cells 
and  an  occasional  red  blood  cell  on  several  ei'.amina- 
tlons.  The  hemoglobin  varied  from  55  to  65  per 
cent;  the  leukocytes  numbered  6500;  76  per  cent 
polynuclear:  22  per  cent  lymphocytes;  and  two  per 
cent  hasophiles.  The  erythrocytes  number  2,780,- 
000.  The  patient’s  temnerature  was  usually  about 
99  each  day — occasionally  reaching  100.  He  voided 
in-ine  five  to  seven  times  a day,  in  fair  quantities. 
Bowels  were  moved  with  reasonable  regularity — 
usually  with  enemas. 

The  patient  returned  to  Colorado  early  in  the 
summer.  He  continued  to  have  extreme  pain  and 
stiffness  about  most  of  his  body  and  had  to  be  lift- 
ed to  get  him  onto  his  feet.  For  a time  after  leav- 
ing here  he  was  still  able  to  walk  with  the  aid  of 
his  cane.  Finally  he  got  so  he  did  not  feel  like 
walking.  He  wished,  however,  to  be  helped  into  his 
chair  so  he  could  sit  on  the  porch;  the  exertion  to 
get  out  seemed  to  be  too  much  for  him.  The  job  of 
changing  him  from  his  bed  to  his  chair  or  back  was 
a difficult  one  as  any  movement  produced  such  ex- 
treme pain. 

He  was  cared  for  by  Dr.  L.  A.  Conway  of  Colo- 
rado Springs  during  the  latter  months  of  life. 
Dr.  Conwav  reported  to  me  that  none  of  the  flat 
bones  nor  the  skull  showed  evidence  of  metastases. 
He  was  not  confined  constantly  to  his  bed  until  the 
last  two  to  three  weeks  of  life.  In  the  latter  sev- 
eral weeks  he  had  occasional  severe  coughing  spells 
with  little  or  no  mucus  to  be  raised.  The  widow  re- 
ported that  a lump  formed  some  few  weeks  before 
his  death  on  the  outer  point  of  his  right  shoulder 
blade  but  that  this  later  disappeared.  He  died  Sep- 
tember 28,  1928. 

The  autopsy  was  done  by  Dr.  T.  R.  Knowles  of 
Colorado  Springs,  who  reported  as  follows:  “Ema- 
ciated man  five  feet,  six  inches  long;  weight  about 
115  pounds.  Age  60  to  65.  Skin:  Yellow;  no  scars. 
Head:  Bald  with  a fringe  of  dark  brown  hair. 
Back:  Marked  kyphosis  of  all  thoracic  vertebrae. 
Neck:  Thyroid  not  nodular. 

Chest:  Emphysematous  and  emaciated.  Lungs: 
Right;  pleural  space  occupied  by  clear  fluid;  one 
quart.  No  adhesions  in  pleurae.  Lung  tissue  ap- 
parently normal.  Left  pleural  space  occupied  by 
clear  fluid;  one  quart;  slight  adhesions  at  apex. 
Small  fibrous  nodules  throughout  entire  base  of 
lung.  Inner  side  of  chest  wall  shows  numerous 
masses  varying  in  size  from  a pea  to  a small  hen’s 
egg — some  involving  ribs;  one  is  present  on  under 
surface  of  sternum.  The  mediastinum  is  widened 
and  is  filled  with  enlarged  glands  varying  in  size 
from  hazel  nuts  to  large  eggs. 

Heart:  Small;  usual  position;  no  effusion.  Mi- 
tral valve  shows  evidence  of  old  endocarditis. 

Spine:  Involvement  of  bodies  of  several  verte- 
brae by  hard  nodules  size  of  walnuts. 

Abdomen:  Liver  not  enlarged.  Normal  in  ap- 
pearance and  on  cut  surface.  No  nodules.  Spleen 
slightly  enlarged.  Surface  and  cut  surface  show 
no  abnormalities.  Kidneys  normal. 
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Gastrointestinal  tract  markedly  distended.  No 
ulcerations.  Mesentery  has  enlarged  nodes.  Along 
vertebral  column  are  several  lymph  nodes — size 
of  lima  beans. 

Bladder:  Small,  not  nodular.  On  opening  there  is 
found  small,  flattened,  cauliflower  growth  around 
internal  urethral  orifice.  Prostate  not  large.  No- 
dule, size  of  hazel  nut  in  right  lobe.  Genito-urinary 
tract  otherwise  negative. 

Macroscopic  diagnosis:  Carcinoma  originating  in 
the  prostate;  controlled  there  and  in  surrounding 
glands  but  invaded  mediastinal  glands,  ribs,  verte- 
bral column  and  left  lung.  Microscopic  diagnosis: 
Adenocarcinoma. 

Summary:  A man  62  years  of  age  has  a cancer 
of  the  prostate.  It  was  recognized  and  treated. 
Metastases  occurred  involving  many  of  the  bones  of 
the  body.  The  ribs  especially  were  affected.  The 
x-ray  picture  showed  marked  decalcification  sug- 
gestive of  myeloma.  There  were  numerous  spon- 
taneous fractures  of  the  ribs.  Death  came  two  and 
one-half  years  after  recognition  of  the  disease. 

The  interesting  features  are  the  iffect  of  the  x- 
ray  treatment  upon  the  prostate  and  the  early  met- 
astases producing  numerous  spontaneous  fractures. 

I delight  in  extending  thanks  to  Drs.  L.  F.  Lube- 
ley  of  Denver,  Arch  H.  Logan  of  Rochester,  L.  A. 
Conway,  and  T.  R.  Knowles,  of  Colorado  Springs, 
and  H.  D.  Goss  of  Phoenix  for  cooperation  in 
gathering  data  upon  this  interesting  case. 


Bowel  Obstruction  in  Aged  Woman  Second- 
ary to  Drained  Appendiceal  Abscess; 
Chronic  Abscess;  Adhesions;  Can- 
cer Suspected;  Autopsy. 

This  was  a woman  75  years  of  age;  she  had  al- 
ways been  thin  and  spare  but  active  and  reason- 
ably well  up  to  March  of  1928.  At  this  time  she 
had  an  appendiceal  abscess  which  was  opened  and 
drained;  recovery  from  this  was  prompt;  she  was 
out  of  the  hospital  in  about  two  weeks.  After  this 
she  led  a normal  life  until  in  September  of  1928, 
when  she  came  from  California  to  Phoenix  to  visit 
a son. 

On  the  train  she  developed  bowel  trouble  char- 
acterized by  emesis  of  a foul  smelling,  greyish 
yellow  material,  cramps  in  the  abdomen,  difficulty 
in  getting  bowels  to  move  and  subsequent  diarrhea. 
So  far  as  she  knew  she  had  had  no  previous  attack 
which  was  in  any  way  similar  to  the  one  which  oc- 
curred on  the  train. 

She  admitted  that  she  was  always  concerned 
about  the  bowel  evacuations  and  gave  them  a great 
deal  of  attention.  It  had  become  almost  an  obses- 
sion with  her  that  she  might  develop  bowel  obstruc- 
tion. 

I saw  her  first  perhaps  three  weeks  after  she  ar- 
rived in  Phoenix.  She  was  complaining  at  that  time, 
more  than  anything  else,  of  a too  free  movement  of 
the  bowels.  Nausea  also  existed.  On  account  of  her 
sluggish  mental  attitude  I did  not  get  a clear  un- 
derstanding of  her  attacks.  I gave  her  a mixture  of 
milk  of  bismuth  and  milk  of  magnesia;  it  had  the  de- 
sired effect  upon  h r nausea  but  it  had  too  much 
upon  her  diarrhea;  she  developed  obstipation.  It 
seemed  that  the  bowels  would  not  open  again.  We 
succeeded  after  a few  days  in  getting  evacuations, 
diarrheal  in  type — not,  however,  until  she  had  be- 
gun again  to  have  foul  smelling  greyish  yellow  eme- 
sis. This  was  not  yet  recognized  as  being  definite- 
ly fecal  in  .character  as  there  was  no  nurse  on  the 
case  and  the  material  was  not  saved  for  my  inspec- 
tion. 

Along  about  this  time  or  shortly  afterwards  a 


nurse  was  placed  in  charge  of  the  patient  and  the 
fecal  character  of  the  vomitus  was  recognized;  di- 
gested blood  was  found  to  be  always  present  in  the 
vomitus.  Black  tar-like  stools  were  then  observed 
and  we  learned  that  these  had  existed  for  a num- 
ber of  weeks.  Within  the  next  three  or  four  weeks 
she  hart  recurring  attacks  of  obstipation  accom- 
panied with  fecal  emesis  and  alternating  with  diar- 
rhea. Enemas  of  epsom  salts  and  glycerin  seemed 
to  be  most  effective  in  obtaining  fecal  evacuation. 
Blood  was  consistently  present  in  the  vomitus  and 
in  the  stools. 

On  account  of  the  feeble  condition  of  the  woman, 
even  at  the  time  I first  saw  her,  her  emaciation, 
anemia,  cachexia  and  extreme  age  and  on  advice  of 
consultant  it  was  deemed  inadvisable  to  attempt  an 
operation. 

General  examination  showed  a thin,  spare  woman 
looking  her  age — about  75  years.  Skin  was  harsh 
and  dry  and  had  marked  yellow  color,  almost  cache- 
tic in  appearance.  Scalp  and  ears  were  negative. 
Eyes  showed  right  pupil  slightly  larger  than  the 
left.  They  reacted  to  light;  arcus  senilis  was  pres- 
ent. Nose  was  negative.  No  teeth;  wears  plates. 
Tonsils  not  examined.  Neck  negative.  No  evidence 
of  palpable  lymph  nodes  nor  enlargement  of  thyroid 
gland.  Chest  was  negative  to  such  examination  as 
could  be  given  it.  Heart  was  normal  in  size;  no 
murmurs  and  no  thrills.  The  abdomen  showed  op- 
erative scar  in  lower  right  quadrant  about  four 
inches  long.  Lower  end  of  this  puckered,  showing 
probably  where  drainage  tube  rested;  about  the  scar 
there  was  a hard,  slightly  nodular  growth;  it  seem- 
ed much  more  indurated  than  are  ordinary  opera- 
tive scars.  The  abdomen  was  distended.  The  ab- 
dominal wall  was  thin  and  peristaltic  waves  were 
seen  in  left  upper  two-thirds  of  abdomen  except 
when  she  complained  of  cramping  pains.  Nothing 
definite  could  be  made  out  on  palpation  or  percus- 
sion, except  that  there  was  increased  tumefaction 
of  the  right  lower  quadrant.  Legs  were  thin  but 
normal.  Reflexes  were  normal.  Pelvic  and  rectal 
examination  showed  no  obstruction  and  no  pelvic 
masses. 

The  hospital  record  contains  the  following  para- 
graph : 

“Dr.  T.  E.  McCall  saw  the  patient  in  consulta- 
tion and  we  debated  the  possibility  of  operation 
and  he  agreed  with  the  probable  diagnosis  of  in- 
operable malignancy.  Were  the  conditions  caused 
by  simple  adhesions,  an  operation  might  relieve; 
if  adhesions  are  extensive  she  would  not  stand  the 
operation;  it  is  thought  advisable  not  to  operate.” 

The  findings  of  the  fluoroscopic  examination 
made  by  Dr.  W.  W.  Watkins  were  as  follows:  “Ex- 
amination of  this  patient’s  stomach  showed  mark- 
ed hypermotility  with  rapid  emptying  of  the  stom- 
ach. We  are  not  able  to  find  evidence  of  carcinoma 
or  of  other  new  growth  in  the  stomach.  The  meal 
was  distributed  through  the  small  bowel  at  six 
hours  and  remained  in  the  small  bowel,  being  still 
present  there  at  twenty-four  hours.  There  is  evi- 
dently obstruction  at  the  valve.  Just  what  the  na- 
ture of  this  obstruction  is  we  were  unable  to  as- 
certain from  this  examination.” 

The  blood  examination  was  6200  leukocytes — 70 
per  cent  polynuclears  and  30  per  cent  lymphocytes. 

The  autopsy  was  done  by  Dr.  H.  P.  Mills.  The 
findings  were  as  follows:  “White  female  about  five 
feet  long.  Gray  hair.  Markedly  emaciated;  appar- 
ent age  over  70. 

The  skin  was  incised  in  the  midline  from  sternum 
to  pubes.  Very  small  amount  of  subcutaneous  adi- 
pose tissue — highly  colored. 
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The  left  lung  is  free  of  adhesions  and  of  gross 
lesions.  It  has  slight  hypostatic  congestion.  There 
is  slight  mphysema.  The  pneumoconiosis  is  moder- 
ate. Right  lung  is  about  same  as  the  left  except 
there  is  more  hypostastis  and  congestion. 

Heart  is  exposed;  pericardium  and  fluid  are  nor- 
mal. Heart  about  normal  in  size.  Pulmonic,  tri- 
cuspid and  mitral  valves  are  normal.  Left  ventricle 
is  slightly  hypertrophic,  with  slight  vegetations; 
there  are  soft  vegetations  on  the  aortic  leaflets. 
There  is  moderate  atheroma  of  the  aorta. 

Liver  is  not  enlarged.  Gallbladder  is  large — at 
least  three  times  normal  size.  Wall  of  gallbladder 
is  thin.  Duct  is  patulous.  No  calculi.  Liver  is  mot- 
tled and  granular  in  appearance  showing  moderate 
atrophy. 

Stomach  shows  no  gross  lesions;  but  there  are 
many  small  hemorrhagic  areas  in  the  mucosa.  There 
are  no  ulcers. 

Loops  of  bowels  leading  to  right  lower  quadrant 
are  dilated  and  those  leading  away  are  small.  In 
right  lower  fossa  is  a dense  mass  of  adhesions  with 
loop  of  ileum  bound  up  in  it.  Loops  are  sharply 
kinked  and  bound  firmly  together  and  to  the  head 
of  the  cecum.  There  is  a large  area  of  necrosis  of 
the  ileum  adhering  to  the  ovary  and  tube  with  ab- 
scess formation  walled  in.  On  breaking  the  adhesions 
the  small  bowel  is  torn  through;  ulceration  extends 
through  cecum  and  terminal  ileum.  Adhesions  are 
so  extensive  and  firm  that  oneration  would  certain- 
ly have  been  nearly  impossible  and  likely  to  have 
resulted  fatally.  (The  last  sentence  was  in  an- 
swer to  a question  by  me  relative  to  what  an  op- 
eration might  have  accomplished.) 

The  spleen  is  normal  in  appearance  and  size. 
Left  kidney  is  slightly  larger  than  normal  with 
moderate  hydronephrosis.  Capsule  strips  readily;  no 
gross  pathology.  Right  kidney  is  slightly  smaller 
than  left.  Multiple  small  retention  cysts  are  present. 

Pathologic  anatomy:  Dense  adhesions  about  ce- 
cum; perforation  of  terminal  ileum;  abscess  of  right 
tube  and  ovary;  dilated  diseased  gall  bladder;  cap- 
illary hemorrhages  of  stomach  mucosa;  obstruction 
of  bowels. 

Conclusions:  This  was  a problem  case  of  unusual 
interest  especially  from  the  diagnostic  and  treat- 
ment standpoints.  Her  appearance  was  certainly  in- 
dicative of  cancer. 

The  coffee-ground  vomitus  and  the  black  tarry 
stools  came  from  upper  alimentary  tract  hemor- 
rhage and  were  certainly  suggestive  of  malignancy. 

The  history  of  the  appendix  abscess  and  drainage 
together  with  the  appearance  of  the  scar  and  the 
condition  existing  in  the  right  lower  quadrant  was 
suggestive  of  extensive  adhesions.  The  masses 
about  the  scar  and  in  the  abdomen  did  not  have  the 
“feel”  of  cancer.  The  existence  of  an  abscess  in  this 
location  was  not  given  consideration. 

The  condition  of  the  blood  did  not  support  the  the- 
ory of  cancer. 

The  correct  diagnosis  would  probably  not  have 
lengthened  the  life  of  the  patient. 

The  diagnoses  of  stomach  hemorrhages  and  of 
bowel  obstruction  were  correct. 

It  is  probable  that  she  had  symptoms  which,  if 
she  had  been  seen  just  a few  weeks  or  months  after 
the  operation,  wrould  have  indicated  an  operation 
which  at  that  time  might  have  saved  her  life. 

The  diagnosis  of  inoperable  cancer,  although  in 
error,  was  probably  justifiable. 


THE  NEW  MEXICO  MEDICAL  SOCIETY 
Forty-Seventh  Annual  Meeting,  at  Taos, 
New  Mexico,  June  12-14,  1929. 

June  12,  1929 

The  New  Mexico  Medical  Society  held  its  forty- 
seventh  annual  session  at  Taos,  N.  M.,  the  meeting 
being  formally  called  to  order  at  8:30  a.  m.,  Wednes- 
day, June  12,  1929,  when  the  members  of  the  Council 
met  in  the  spacious  lobby  of  the  Don  Fernando  Ho- 
tel. 

There  were  present:  Ex-officio  members:  Dr.  T. 
P.  Martin,  (president),  Taos;  Dr.  L.  B.  Cohenour, 
Secretary-Treasurer),  Albuquerque;  Dr.  E.  H.  Crail 
(president-elect),  Las  Vagas;  and  the  following 
members:  Dr.  Dwight  Allison,  Las  Cruces,  repre- 
senting Dona  Ana  County;  and  Dr.  J.  A.  Rcidy,  Al- 
buquerque, representing  Bernalillo  County. 

Dr.  L.  B.  Cohenour,  secretary-treasurer,  present- 
ed and  read  his  financial  report,  as  follows: 

Gentlemen:  I hereby  submit  a report  of  the  finan- 
cial affairs  of  the  New  Mexico  Medical  Society  for 


the  term  ending  this  date: 

Receipts: 

Balance  on  hand  May  10,  1928 $1,282.73 

Delinquent  dues  collected  and  dues  for  new 

members,  1928  130.00 

Annual  dues  collected  for  1929,  from  212 

members  1,075.00 

Checks  on  hand  (A.  M.  Smith,  $5) 5.00 


Total  cash  received  to  June  12,  1929 2,492.73 

Disbursements: 

Reporter  for  1928  meeting  (balance  one- 

half  fee)  75.00 

Secretary’s  salary  1928  300.00 

Telegrams  2.76 

Southwestern  Medicine,  for  228  members....  456.00 

Strong’s  Book  Store  (book  and  glue) 3.30 

Treasurer’s  bond  (1928-1929)  5.00 

Lewis  Printing  Co.  (500  2c  stamped  en- 
velopes)   13.50 

Reporter  for  1929  meeting  (advance  one- 

half  fee)  100.00 

Checks  returned  (insufficient  funds) 5.00 


Total  disbursements 960.56 

Balance  on  hand  this  date $1,532..17 

Outstanding  Indebtedness: 

Repair  typewriter  $ 13.25 

Southwestern  Medicine  (dues  for  216  mem- 
bers)   432.00 

Secretary’s  salary  for  1928-1929 300.00 

Reporter  for  1929  meeting  (Balance  one- 

half  fee)  100.00 

Medical  Directory  for  1929  15.00 

Treasurer’s  bond  for  1929-1930 5.00 

Programs  28.00 


Approximate  total  893.25 


Expected  balance  after  all  bills  are  paid $ 638.92 

Respectfully  submitted, 

(Signed)  L.  B.  COHENOUR, 

Secretary. 

Dr.  Dwight  Allison  (Las  Cruces)  made  motion 
that  the  financial  report  be  accepted  and  approved 
as  read.  N°tion  seconded  by  Dr.  J.  A.  Reidy  (Al- 
buquerque) and  carried. 

The  Secretary  presented  one  application  for  mem- 
bership in  the  Society — that  of  Dr.  R.  H.  Pousma, 
Rehoboth,  N.  M. 

On  motion  by  Dr.  Dwight  Allison  (Las  Cruces), 
seconded  by  Dr.  F.  H.  Crail  (Las  Vegas)  and  car- 
ried, action  was  deferred  until  the  next  meeting  of 
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the  Council  in  order  that  the  application  might  be 
considered  and  reasons  ascertained,  if  any,  why  the 
applicant  was  not  a member  of  a component  Coun- 
ty Society. 

Dr.  Martin  reported  that  he  had  two  names  to 
submit  for  membership  and  secured  proper  blanks 
upon  which  to  make  application. 

Dr.  J.  A.  Reidy  (Albuquerque)  made  motion  that 
such  actual  expenses  as  were  incurred  by  Dr.  Mar- 
tin in  connection  with  this  annual  meeting,  such  as 
salary  of  registration  clerk,  printing  programs,  ex- 
penses of  meeting-place,  and  hiring  of  orchestra  for 
dinner  dance,  be  paid  out  of  the  general  fund  of  the 
Society.  Motion  seconded  by  Dr.  Dwight  Allison 
(Las  Cruces)  and  carried. 

No  further  business  coming  before  the  meeting, 
adjournment  followed  at  9 a.  m. 

House  of  Delegates 

Immediately  after  adjournment  of  the  Council,  a 
meeting  of  the  House  of  Delegates  was  called  to 
order,  the  following  counties  being  represented: 

Bernalillo  County — Drs.  L.  B.  Cohenour  and  J.  A. 
Reidy,  Albuquerque. 

Chavbs  County — Dr.  R.  L.  Bradley  (Roswell). 

Dona  Ana  County — Dr.  Dwight  Allison  (Las  Cru- 
ces). 

Eddy  County — Dr.  M.  B.  Culpepper  (Carlsbad). 

San  Miguel  County — Dr.  F.  H.  Crail  (Las  Vegas) 

Report  of  the  Secertary-Treasurer,  Dr.  L.  B. 
Cohenour  (Albuquerque),  was  presented  and  read, 
as  follows: 

Gentlemen:  I hereby  render  a report  of  the  af- 
fairs of  the  office  of  Secretary-Treasurer  for  the 
term  ending  with  this  session: 

At  the  last  meeting  held  in  Albuquerque,  May  10, 
1928,  there  were  several  members  suspended  for 
non-payment  of  dues  and  immediately  following 
this  seventeen  were  reinstated. 

Members  in  the  Society  at  this  time  are  as  fol- 


lows: 

1929  1928 

Bernalillo  County  42  39 

Chaves  County  19  18 

Colfax  County  17  16 

Curry  County  10  9 

Dona  Ana  County  12  13 

Eddy  County  7 11 

Grant  County  12  12 

San  Miguel  County  6 8 

Luna  County  7 5 

McKinley  County  13  11 

Union  County  11  11 

Santa  Fe  County  . 21  20 

Members  at  Large  39  14 

Total  in  good  standing  on  this  date 216 


One  application  for  membership  was  received  to 
be  presented  at  this  meeting.  This  shows  a total  of 
229  members  up  to  January  1st,  1929.  Since  then 
several  members  have  left  the  State  and  a good 
many  are  delinquent. 

No  deaths  of  members  of  this  Society  were  re- 
ported to  the  Secretary  and  none  noted  in  the  Jour- 
nal of  the  A.  M.  A. 

Respectfully  submitted, 

L.  B.  COHENOUR. 

The  report  was  accepted  and  approved. 

The  minutes  of  the  Council  meeting  held  on  June 
12,  1929,  were  read  and  approved. 

No  further  business  being  brought  up,  motion  to 
adjourn  was  entertained  at  9:15  a.  m. 

General  Assembly 

The  meeting  of  the  General  Assembly  was  opened 
by  the  president  of  the  Society,  Dr.  T.  P.  Martin 
(Taos)  at  9:30  a.  m.,  when  he  announced  an  address 
of  welcome  by  the  Rev.  Milton  Spotto. 


Rev.  Milton  Spotto,  Taos,  after  presentation  by 
Dr.  Martin  spoke,  in  part,  as  follows:  “I  feel  hon- 
ored to  have  this  opportunity  of  saying  just  a few 
words  of  welcome  to  our  city.  Besides  being  the 
pastor  of  the  Community  Church  here,  the  only 
Protestant  Church  in  Northern  New  Mexico,  I have 
been  asked  also  to  represent  the  Lions’  Club,  the 
only  commercial  organization  we  have,  of  which  I 
am  a member.  Also,  as  the  Acting  Mayor  of  the 
Town  of  Taos,  and  as  one  of  the  members  of  the 
Board  of  County  Commissioners,  I want  to  bid  a 
hearty  welcome  to  you  all  and  I trust  your  sojourn 
here  will  be  pleasant  and  profitable. 

“For  a good  many  years  scientists  and  archeolo- 
gists have  been  endeavoring  to  determine  the  mean- 
ing of  the  word  Taos.  In  a recent  article  in  one  of 
the  magazines,  a member  of  the  Smithsonian  Insti- 
tute said  that  he  had  found  the  derivation  of  the 
word  Taos — that  it  was  Indian;  but,  up  until  the 
present  time,  nobody  has  been  able  to  say  exactly 
what  the  word  Taos  means.  Now  I have  arrived  at 
a definition  of  the  word  Taos.  I think  this  is  the 
only  definition  that  has  ever  been  given,  and  this  is 
the  first  time  it  has  ever  been  given,  and  this  defi- 
nition is  absolutely  right  and  correct:  the  word  Taos 
means,  if  you  take  the  letters  thus: 

‘‘T — temporary 

A — abode 

0— of 

S — sinners  and  saints. 

“In  other  words,  Taos  is  the  temporary  abode  of 
sinners  and  saints.  We  have  many  sinners  and  not 
so  many  saints,  but  we  welcome  you  to  the  hospi- 
tality of  Taos  and  trust  that  your  sojourn  here  will 
be  profitable  and  that  you  will  be  able  to  carry  away 
some  of  tire  atmosphere  we  have  here  and  appreci- 
ate so  much  that  it  is  known  the  world  over. 

“In  starting  off  the  convention  this  morning,  I 
want  to  give  you  a brief  history  of  Taos,  so  that 
you  may  know  something  about  the  settlement  of 
this  interesting  place  where  you  are  holding  your 
meeting.  The  first  settlement  in  the  Valley  of  Taos 
dates  back  to  1598.  At  that  time,  a few  white  men 
came  into  this  valley,  which  was  then  settled  by  the 
Spanish  people,  and,  of  course,  largely  by  the  In- 
dians, who  hold  a dominant  place  at  the  present 
time  in  our  life  here.  So  you  can  see  that  we  have 
more  than  three  hundred  years  of  civilization  back 
of  us  at  the  present  time.  You  may  ask,  why  is  it 
that  Taos  has  not  grown  more  rapidly  than  she  has, 
and  we  can  answer  that  in  a few  words  by  saying 
that  our  isolation  from  the  haunts  of  civilization 
has  somewhat  impeded  the  progress  and  develop- 
ment of  our  town,  but  we  are  glad  to  say  tlj  at  it 
is  going  forward;  it  has  worldwide  reputation  be- 
cause of  the  many  wonderful  artists  we  have  here. 
We  think  we  have  the  choice  of  the  artists  in  the 
whole  world  and  while  you  are  here  you  will  see 
paintings  that  have  been  exhibited  all  around  the 
world.  The  paintings  of  our  Taos  artists  grace  the 
homes  of  many  of  the  wealthy  people  of  this  coun- 
try. 

“In  1680,  there  was  a Pueblo  revolution  and  all 
the  Spanish  settlers  except  two  were  slain  at  that 
time.  After  the  reconquest  of  the  country,  the  Span- 
iards again  settled  in  this  wonderful  valley.  It  was 
in  1703  that  the  first  Mission  was  established  and, 
sometime  during  the  convention  undoubtedly,  you 
will  have  the  opportunity  of  seeing  that  wonderful 
old  historic  church,  In  1760,  the  Comanche  Indian 
tribes  invaded  the  valley,  sacked  the  place,  killed  a 
large  number  of  people  and  carried  away  many  cap- 
tives. In  the  next  year,  1761,  the  Comanche  In- 
dians again  attacked,  but  this  time  were  beaten  off. 
In  1796,  there  were  but  sixty-three  families  in  the 
entire  valley  of  Taos,  but,  after  the  Mexican  inde- 


450 


SOUTHWESTERN  MEDICINE 


pendence,  Taos  grew  in  importance  and  prestige  and 
the  first  survey  of  a road  from  the  Missouri  River 
to  the  west  ended  here  at  Taos,  which  became  known 
as  the  end  of  the  Santa  Fe  Trail. 

“We  have  had  many  noted  men  here,  among  them 
the  famous  Kit  Carson.  Doubtless  many  of  you, 
while  you  are  here,  will  visit  his  old  home  and  grave 
and  the  house  where  Governor  Bent  was  massacred. 

“There  is  no  higher  profession  anywhere  than 
that  of  the  medical  profession,  none  that  represents 
so  much  benefit  to  the  community,  and  I take  off 
my  hat  to  those  men  who  are  in  that  highest  of 
professions,  the  medical  profession,  and  who  are  de- 
voted to  their  calling.  You  have  given  years,  and 
will  give  years,  of  service  and  sympathy  and  love 
to  those  to  whom  you  administer.  We  are  proud  to 
have  had  the  president  of  this  New  Mexico  Medical 
Society,  in  the  person  of  Dr.  Martin,  among  us.  He 
has  given  us  years  and  years  of  service  and  is  be- 
loved throughout  this  entire  valley,  as,  indeed, 
throughout  the  entire  state.  No  man  has  worked  so 
faithfully  and  untiringly  for  this  community  as  he, 
going  at  all  hours  of  the  night,  over  trails  not  any 
too  good,  to  aid  those  who  were  in  need.  I do  not 
like  the  word  ‘Doc,’  which  many  of  the  people  around 
here  affectionately  and  lovignly  apply  to  the  presi- 
dent of  your  Socitey,  but  prefer  the  longer  word, 
physician. 

“The  medical  man  today  is  a friend  of  humanity, 
and  I,  too,  as  a friend  of  humanity,  say  again  to 
you,  welcome  to  our  city;  may  you  have  a wonder 
ful  time  and  enjoy  yourselves  to  the  utmost.  It  is 
quite  pleasant  here  in  Taos  all  the  year  round.  We 
want  to  make  your  stay  here  pleasant,  profitable 
and  happy.  We  have  a wonderful  country,  with 
wonderful  mountains  and  wonderful  trout  streams. 
In  thirty  minutes  you  can  be  out  to  any  of  the 
streams  and  come  back  with  a nice  string  of  moun- 
tain trout.  And  so,  gentlemen,  we  hope  you  will  en- 
joy yourselves  and  will  come  back  sometime  again, 
and  make  a longer  stay  here  among  us.” 

Dr.  Dwight  Allison  (Las  Cruces),  representing  the 
Society,  said  in  response:  “We  appreciate  the  warm 
welcome  and  tributes  of  the  good  Brother  Spotto. 
I have  known  this  country  quite  well  for  many  years 
and  can  testify  that  no  one  man  could,  in  a few 
minutes  time,  tell  you  the  story  of  the  many  inter- 
esting places  here,  or  describe  the  wonderfully 
scenic  points.  No  matter  how  many  times  one  goes 
up  and  down  the  mountains  and  around  the  valley, 
he  always  finds  something  new.  I think  I am  cor- 
rect in  stating,  in  addition  to  the  facts  mentioned 
by  Dr.  Spotto,  that  the  first  newspaper  west  of  the 
Mississippi  was  printed  in  Taos. 

“I  think  we  should  all  thank  Dr.  Martin  from  the 
bottoms  of  our  hearts  for  this  opportunity  to  visit 
this  wonderful  country,  in  whose  development  he  has 
been  such  a prime  mover  and  played  such  a promi- 
nent part,  and,  as  for  me,  my  only  regret  is  that  I 
cannot  spend  at  least  a week  here.  So,  on  behalf 
of  the  Society.  Dr.  Martin,  I want  to  thank  you 
for  your  part  in  bringing  us  here  and  for  the  en- 
tertainment afforded  us,  and  to  thank  Dr.  Spotto 
for  his  generous  welcome.” 

Dr.  T.  P.  Martin  (Taos):  “In  this,  my  last,  op- 
portunity of  talking  to  you  as  president  of  this 
Society,  I want  to  thank  you  all  for  the  hearty  and 
splendid  cooperation  I have  had  during  the  past 
year  from  the  medical  fraternity  of  this  State. 
Some  of  you  may  not  know  why  we  did  not  work 
on  a medical  arts  bill  before  the  legislature.  Well! 
there  was  absolutely  no  hope  of  getting  any  legis- 
lation thruugh  at  the  last  session  and  we  conclud- 
ed that,  if  we  started  anything,  they  might  repeal 
what  medical  legislation  we  have  now,  so  we  intro- 


duced none  at  this  time.  However,  we  have  a very 
active  committee,  men  who  have  given  their  time 
and  money  to  try  and  get  over  a medical  arts  bill, 
such  as  is  recommended  by  the  American  Medical 
Association,  and,  if  this  comes  up  during  the  next 
session  of  the  Legislature  in  a proper  way,  I think 
we  shall  be  able  to  put  it  over;  but  there  will  be  no 
use  in  making  the  effort  unless  there  is  some 
change  in  the  political  situation. 

“I  wish  to  thank  the  members  of  the  various 
committees  who  have  worked  hard  and  hand  in 
hand  with  me  during  the  past  year,  and  I want  to 
say  that  Dr.  Cohenour,  our  secretary,  has  been  of 
most  valuable  assistance — indeed,  he  has  taken  al- 
most all  the  burden  of  work  on  his  shoulders  and 
relieved  me  of  a great  deal  of  it. 

“I  now  have  the  pleasure  of  introducing  to  you 
our  President-Elect,  Dr.  F.  H.  Crail  of  Las  Vegas, 
N.  M.”  (Presents  historical  gavel  originally  made 
for  the  Society  and  pres  nted  to  it  by  Dr.  Beeson 
of  Roswell.) 

Dr.  F.  H.  Crail  (Las  Vegas):  “Members  of  the 
New  Mexico  Medical  Society  and  Friends:  I have 
chosen  for  the  subject  of  my  remarks  this  morn- 
ing, ‘Some  Problems  that  Confront  Practitioners 
in  New  Mexico.”  (This  paper  published  in  full  in 
this  issue  of  the  Journal.) 

Following  the  address  of  the  president,  the  sci- 
entific session  was  opened  by  Dr.  William  P.  Mc- 
Crossin,  Jr.,  Colorado  Springs,  Colo.,  whose  paper 
was  on  “Endocervicitis.”  Dr.  McCrossin  prefaced 
his  remarks  by  expressing  deep  gratitude  and  ap- 
preciation to  New  Mexico  and  the  Southwest  for 
three  reasons:  “First,  because  the  Southwestern 
country  has  been  very  good  to  me.  I came  out 
here  a total  wreck,  on  a stretcher,  and  your  coun- 
try has  put  me  back  on  my  feet.  Second:  I am 
grateful  to  you  for  permitting  me  to  come  before 
you  and  speak  on  a topic  which  I think  is  one  of 
the  most  vitally  interesting  subjects  in  the  prac- 
tice of  medicine,  and  one  of  the  most  neglected. 
The  third  reason  is  that,  after  hearing  your  presi- 
dent’s, Dr.  Crail’s  speech,  I am  very  grateful  to 
him  for  the  point  he  has  brought  out.  He  has  rais- 
ed the  question,  what  are  you  going  to  do  with  a 
patient  who  comes  to  you  with  a specific  disease, 
such  as  endocervicitis?  What  are  you  going  to  do 
with  that  case  without  referring  it  to  a specialist 
somewhere  ? This  gives  me  an  opportunity  to 
bring  out  the  very  point  I want  to  make,  which  is 
that  I have  a little  apparatus  for  the  reduction 
and  cure  of  endocervicitis  and  I want  to  give  you 
a practical  demonstration  of  the  use  of  this  ap- 
paratus. I do  not  intend  taking  a long  time  on  out- 
lining operative  procedure — any  one  of  which  you 
can  look  up  and  probably  already  know — but  it 
gives  me  a chance  to  demonstrate  that,  when  a pa- 
tient comes  to  you  complaining  of  endocervicitis, 
you  can,  right  then  and  there,  even  if  you  have  not 
the  chance  of  procuring  an  electric  current,  treat 
that  case  as  well  as  it  could  be  done  in  New  York 
or  elsewhere.” 

Unfortunately,  owing  to  a short  which  devel- 
oped in  the  apparatus,  it  was  impossible  for  Dr. 
McCrossin  to  give  the  promised  demonstration, 
and  he  summarized,  as  follows: 

1.  Endocervicitis  is  an  infective  process  of  the 
cervix  usually  brought  on  by  trauma  or  gonorrhea. 

2.  The  pathology  must  be  known  to  obtain  a 
cure. 

3.  It  is  one  of  the  most  potent  causes  of  more 
serious  pelvic  infection  and  of  malignancy. 

4.  If  untreated,  it  may  be  the  cause  of  a focal 
infection. 
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5.  It  can  be  cured  by  the  Stumdorf  operation 
and  by  Hunner  cauterization. 

The  next  speak  <r,  Dr.  William  Senger,  of  the 
Minnequa  Hospital.  Pueblo,  Colo.,  presented  a pa- 
per on  “The  Neglected  Perforated  Appendix.”  Dr. 
Senger  cited  mortality  statistics  showing  the  death 
rate  from  app  ndicitis  and  typhlitis  per  100,000 
estimated  population  in  the  various  states,  during 
the  period  1920-1926,  stating  that  the  profession 
has  awakened  to  the  appalling  yearly  mortality  of 
25,000  from  acute  appendicitis  in  the  continental 
United  States.  The  principal  points  stressed  were: 

1.  Educate  physician  and  public  never  to  give 
a cathartic  in  acute  appendicitis. 

2.  Dehydration  and  hypochloremia  must  be 
overcome  before  operation  and  treated,  if  neces- 
sary, after  operation. 

3.  Gentleness  at  time  of  operation  is  of  extreme 
importance. 

4.  In  pus  cases,  drainage  through  a wide  open 
wound  gives  best  results. 

5.  Use  drainage  material  which  will  not  cause 
pressure  necrosis. 

6.  General  peritonitis  is  still  an  unsolved  prob- 
lem. 

General  discussion  ensued,  followed  by  adjourn- 
ment for  luncheon. 

The  afternoon  session  was  called  to  order  at  1:30 
p.  m.  and  was  opened  by  Dr.  Leon  Rosenwald, 
Kasas  City,  Mo.,  who  spoke  on  the  subject,  “Chan- 
croids, their  Specific  Treatment.” 

Dr.  Rosenwald  stated  that  he  has  used  a spe- 
cific treatment  for  chancroids  for  the  past  twenty- 
seven  years,  without  a single  failure  and  always 
with  the  most  brilliant  results.  The  formula  was 
described  as: 

Calomen,  1 oz. 

Zinc  Sulph.,  2 oz. 

Fluid  opium  camphorated,  2 oz. 

Lime  water,  8 oz. 

Detailed  instructions  were  given  as  to  mixing 
and  application;  the  ointment  which  should  be  used 
in  connection  with  the  treatment  is  composed  of: 

Zinc  oxide,  1 oz. 

Starch,  1 oz. 

Boric  acid,  1 oz. 

Gum  camphor,  1 oz. 

3%  Carbolated  vaseline,  12  oz. 

The  Doctor  added  that  he  has  used  this  mixture 
in  impetigo  contagiosa,  barber’s  itch  and  other  de- 
stroying lesions,  with  happy  results. 

Doctor  William  M.  Spitzer,  Denver,  Colo.,  the 
next  speaker,  had  as  his  subject,  “The  End  Results 
of  Prostatectomy.”  This  paper  was  extensively 
discussed  by  Dr.  K.  D.  Lynch  (El  Paso). 

The  concluding  number  on  the  program  for  the 
day  was  a paper  by  Dr.  K.  D.  Lynch  (El  Paso) 
on  “Congenital  Polycystic  Kidney.”  Dr.  Lynch 
brought  out  the  facts  that,  while  this  condition  may 
occur  at  any  age,  even  in  the  fetus,  its  greatest 
incidence  is,  like  cancer,  from  40  to  50  years; 
that  women  are  more  frequently  afflicted,  the  op- 
erative cases  being  over  dighty  per  cent  females; 
that,  while  the  disease  is  always  bilateral,  the  left 
kidney  is  apparently  the  seat  of  the  symptoms 
more  frequently  than  the  right  and  is  operated 
upon  more  frequently;  that  it  has  a very  marked 
hereditary  tendency,  so  much  so  that,  when  diag- 
nosis is  made  in  unmarried  adults,  they  should  be 
informed  of  the  danger  of  transmitting  the  dis- 
ease if  they  marry  and  have  children.  Parents 
with  this  disease  should  be  told  that  their  children 
wrill  probably  develop  it  also,  though  proper  medi- 
cal guidance  may  prevent  serious  complications 
and  possibly  retard  the  progress  of  the  condition. 


Most  cases  should  be  treated  medically;  manage- 
ment is  such  as  is  accorded  chronic  intestinal  ne- 
phritis. Surgical  treatment  may  be  indicated  for 
hemorrhage,  infection  or  pain;  it  may  be  of  con- 
servative type,  as  in  rteating  by  pelvic  lavage,  or 
the  Rorsing  operation  of  puncturing  cysts;  in  a 
few  special  cases  nephrectomy  may  be  indicated. 

Dr.  William  M.  Spitzer  (Denver)  led  the  gen- 
eral discussion  which  followed,  after  which  ad- 
journment was  announced  until  9 a.  m.,  June  13th. 

THURSDAY,  JUNE  13,  1929 
Meeting  of  the  Council. 

The  meeting  was  called  to  order  by  the  presi- 
dent, Dr.  F.  H.  Crail  (Las  Vegas)  at  8:30  a.  m. 

There  were  present:  Ex-officio  members:  Dr.  F. 
H.  Crail  (president),  Las  Vegas;  Dr.  L.  B.  Cohe- 
nour  (secretary-treasurer),  Albuquerque;  Dr.  T. 
P.  Martin  (retiring  president)  Taos;  and  the  fol- 
lowing members:  Dr.  Dwight  Allison,  Las  Cruces; 
Dr.  Robert  Brown,  Santa  Fe;  Dr.  W.  T.  Joyner, 
Roswell;  Dr.  W.  E.  Kaser,  Las  Vegas;  Dr.  J.  A. 
Reidy,  Albuquerque;  Dr.  M.  B.  Culpepper,  Carls- 
bad. 

Minutes  of  the  previous  meeting  were  read  and 
approved. 

The  report  of  the  Legislative  Committee,  sub- 
mitted by  Dr.  S.  C.  Burton,  Albuquerque,  togeth- 
er with  bill  for  8258.72,  for  expenses  incurred  and 
services,  were  brought  up  for  discussion,  the  re- 
port reading  as  follows: 

“Chicago,  June  8th,  1929. 
“Mr.  President  apd  Members  of  the  New  Mexcio 
Medical  Society: 

“Your  Committee,  appointed  by  Dr.  T.  P.  Mar- 
tin, desires  to  make  a report  on  Senate  Bill  Num- 
ber 57,  to  erect  a state  laboratory  for  New  Mex- 
ico. The  preliminary  work  necessary  to  secure  this 
important  legislation  was  undertaken  by  the  dis- 
tribution of  six  communications  to  the  state  offi- 
cers. senate,  house  of  representatives,  physicians, 
dentists,  druggists  and  interested  persons.  Our  ef- 
forts were  defeated  at  the  last  legislature  because 
of  the  financial  conditions  of  the  state,  and  the 
persistent  opposition  of  Senator  Floty  Lee,  who 
served  as  chairman  of  the  finance  committee  of  the 
State  Legislature.  While  attending  the  called  ses- 
sion of  the  State  Legislature,  I was  assured  by 
the  floor  leader  and  others  that  our  bill  for  a 
health  laboratory  would  b < passed  at  the  next  ses- 
sion of  the  Legislature,  and  that  Senator  Floyd 
Lee  would  not  be  chairman  of  the  Senate  finance 
committee  at  the  next  session.  I am  attaching  to 
this  report  the  expense  account  of  the  above  cam- 
paign. 

(Siemed)  S.  L.  BURTON.” 
“Chicago,  June  8th,  1929. 

REPORT  OF  FINANCE  COMMITTEE  FOR 
HEALTH  LABORATORY  FOR  STATE  OF 
NEW  MEXICO. 

1929 

Feb.  9 To  1,500  letters  by  Southwest  Print- 
ing Co.,  mailed  to  Legislature,  offi- 
cers of  State,  physicians,  dentists, 
druggists,  politicians,  lodges,  and  in- 
terested persons  S15.50 

Feb.  14  Albuquerque  Business  College,  Mime- 
ographs and  addressing  250  letters....  3.10 

Feb.  14  Stamps,  250  5.00 

Feb.  21  Mimeographing  of  letters,  address- 
ing, Albuquerque  Business  College, 

300  3.50 

Feb.  21  Cash  paid  out  for  300  stamps 6.00 

Apr.  3 Lois  Linthicum — Mimeographing  and 

cost  of  paper  for  same,  1400  copies  11.80 
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Apr.  3 700  stamps,  cash  paid  out 14.00 

Jan.  2 Albuquerque  Business  College,  Mime- 
ographing and  addressing  400  letters  4.50 

Jan.  2 400  stamps  8.00 

Jan.  26  Harvey  Bus,  returned  from  Santa  Fe  3.00 

Jan.  25  Railroad  ticket  to  Santa  Fe 3.32 

Apr.  Harvey  Bus,  Santa  Fe  and  return 5.00 

Hotel  DeVargis  and  meals  6.00 

Time  lost  from  profession  and  ser- 
vices   150.00 


$258.72 

Dr.  T.  P.  Martin  (Taos),  former  president,  by 
whom  the  committee  had  been  appointed,  stated  that 
no  expenditures  had  been  authorized  by  him,  that 
members  of  the  Legislature  at  Santa  Fe  had  inform- 
ed him  there  was  absolutely  no  hope  of  a measure 
going  through  at  the  session  and  that  trying  to 
force  an  appropriation  for  the  Laboratory  would 
hurt  them  on  other  things  that  they  really  needed; 
Dr.  Luckett  and  others  had  also  told  him  that  more 
space  had  been  given  to  the  Laboratory  and  a much 
larger  field,  so  that,  in  view  of  all  this,  he  had  told 
Dr.  Burton  to  drop  the  matter.  Dr.  Martin  further 
stated  that  many  members  of  the  Society  had  given 
much  of  their  time  and  efforts  in  connection  with 
securing  legislation  in  the  past,  without  charge  for 
their  services,  citing  particularly  work  done  by  Drs. 
Joyner.  Gekler  and  Wylder. 

Dr.  W.  T.  Joyner  (Roswell)  stated  that  Dr.  Mar- 
tin had  done  a great  deal  of  legislative  work  for  the 
Society,  entirely  at  his  own  expense,  as  also  had 
other  members,  and  that  while  he  (Dr.  Joyner) 
was  a member  of  this  committee,  so  far  as  he  knew, 
neither  he,  nor  any  other  member  of  the  committee, 
had  been  consulted  by  Dr.  Burton. 

Dr.  M.  B.  Culpepper  (Carlsbad),  also  a member 
of  the  committee,  stated  that  he  had  no  knowledge 
in  the  matter  and  had  not  been  consulted  in  regard 
to  any  action. 

Dr.  Dwight  Allison  (Las  Cruces)  made  motion 
that  the  bills  submitted  by  Dr.  Burton  be  not  al- 
lowed because  they  were  not  authorized  by  any  com- 
petent authority  b cause  all  communications 
were  on  a fraternal  insurance  company’s  station- 
ery, signed  by  Dr.  Burton  as  the  Chief  Examiner 
for  that  insurance  company  for  the  state,  and  be- 
cause ther  * was  nothing  to  show  that  the  New 
Mexico  Medical  Society  was  behind  the  movement 
whatsoever.  The  motion  was  seonded  by  Dr.  T.  P. 
Martin  (Taos)  and  carried.  • 

The  application  of  Dr.  R.  H.  Pousma,  Rehoboth, 
for  membership  in  the  Society,  which  had  been  held 
up  at  a previous  meeting  for  further  investigation, 
was  brought  up,  Dr.  Dwight  Allison  (Las  Cruces) 
reporting  that  it  had  been  ascertained  that  Dr.  Pous- 
ma is  a duly  accredited  member  of  a component 
county  society  and  therefore  automatically  becomes 
a member  of  the  State  Society. 

Dr.  Allison,  as  Chairman  of  the  Committee  on 
Revision  of  By-Laws,  appointed  at  the  last  annual 
meeting,  reported  that  he  had  asked  at  the  general 
meeting  last  year  for  suggestions  as  to  desired  or 
feasible  changes,  but  none  had  been  reported  to  the 
committee,  so  that  the  committee  could  not  see  the 
necessity  for  any  change  in  the  By-Laws  and  asked 
that  the  committee  be  discharged. 

Dr.  W.  T.  Joyner  (Roswell)  stated  that  when  the 
Committee  was  proposed,  he  had  spoken  against  it, 
as  the  By-Laws  had  been  completely  gone  over  and 
revised  in  1924,  and  he  could  not  see  the  necessity 
for  such  action. 

It  was  deemed  that  this  matter  had  best  be 
brought  up  at  the  General  Session. 

No  further  business  coming  before  the  meeting, 
adjournment  followed  at  9 a.  m. 


House  of  Delegates 

Immediately  after  the  adjournment  of  the  Council 
meeting,  a meeting  of  the  House  of  Delegates  was 
called  to  order  by  the  president,  Dr.  F.  H.  Crail,  the 
following  members  b ting  present:  Dr.  F.  H.  Crail. 
president,  Las  Vegas;  Dr.  L.  B.  Cohenour,  secre- 
tary-treasurer, Albuquerque;  Dr.  T.  P.  Martin,  Taos; 
Dr.  Dwight  Allison,  Las  Cruces;  Dr.  J.  A.  Reidy,  Al- 
buquerque; Dr.  W.  A.  Kaser,  Las  Vegas;  Dr.  R.  L. 
Bradley,  Roswell;  Dr.  C.  F.  Beeson,  Roswell;  Dr. 
M.  B.  Culpepper,  Carlsbad. 

Minutes  of  the  previous  meeting  were  read  and 
approved. 

It  was  voted  that  the  election  of  officers  be  de- 
ferred until  a session  to  be  called  at  1 p.  m. 

Adjournment  until  1 p.  m.  followed. 

Scientific  Session 

The  scientific  session  was  opened  with  the  read- 
ing by  Dr.  W.  F.  Sistrunk.  Mayo  Clinic,  Rochester, 
Minn.,  of  his  paper  on  “The  Management  of  Pa- 
tients with  Goiter.”  Dr.  Sistrunk  reviewed  the  com- 
mon types  of  goiter  seen  clinically  and  discussed  the 
treatment  which  seemed  indicated,  citing  the  three 
common  clear-cut  types,  as  colloid  goiter,  adenoma- 
tous goiter,  and  exophthalmic  goiter,  but  adding 
that  there  are  also  combinations  of  these  types. 
“Colloid  goiter  is  a goiter  of  youth,  unassociated 
with  hyperthyroidism,  and  may  be  cured,  usually, 
by  medical  management.  Adenomatous  goiter  also 
usually  begins  in  youth.  In  younger  persons  it  is 
not  found  associated  with  hyperthyroidism.  It  oro- 
duces  a nodular,  irregularly  shaped  goiter  and  about 
six  to  ten  per  cent  of  the  patients  later  develoD  a 
type  of  hyperthyroidism  which  differs  from  that 
seen  in  exophthalmic  goiter.  Adenomatous  goiter 
does  not  respond  to  medical  treatment  and  should 
not  be  looked  on  as  a surgical  condition.  Exophthal- 
mic goiter  may  occur  at  any  age,  and  is  always  as- 
sociated with  hyperthyroidism.  It  responds  best  to 
treatment  by  operation  and  the  earlier  the  opera- 
tion, the  better  the  end  result.  Iodine  used  as  a 
means  of  preparing  patients  with  exophthalmic  goi- 
ter for  operation,  diminishes  the  chance  of  serious 
postoperative  hyperthyroidism  and  thus  materially 
lowers  the  mortality  from  operation.” 

General  discussion  followed,  after  which  Dr.  W. 
Warner  Watkins,  Phoenix,  Ariz.,  presented  a paper 
on  “Fungus  Infection  with  Special  Reference  to  the 
Lungs.”  The  paper  set  forth  in  a clear,  comprehen- 
sive manner,  the  details  and  technic  followed  by  Dr. 
Watkins  and  his  associates  in  their  laboratory  work, 
stressing  same  as  an  aid  to  diagnosis.  The  Doctor 
had  prepared  an  elaborate  detailed  chart,  setting 
forth  the  classifications  of  various  fungi,  as  ar- 
ranged by  Dr.  Castellani.  The  paper  and  chart 
evoked  considerable  interest  and  liberal  discussion 
ensued. 

The  last  paper  of  the  morning  session  was  one 
presented  by  Dr.  Carl  Mulky,  Albqurqur',  on  “Hodg- 
kin’s Disease  with  Case  Report.”  Dr.  Mulky  vividly 
described  the  case  under  his  care,  and  when,  in  the 
discussion,  the  diagnosis  was  questioned,  replied 
that  several  of  the  doctors  in  Albuquerque  had 
gone  so  far  as  to  back  up  similar  opinions  with 
bets  of  new  hats,  which  they  had  lost,  after  lengthy 
but  convincing  investigation.  His  assertion  that 
these  cases  respond  immediately  and  beautifully 
to  x-ray  treatment,  which  is  one  of  the  methods 
of  arriving  at  the  diagnosis,  was  confirmed  by  Dr. 
W.  Warner  Watkins  (Phoenix),  who  stated  that, 
in  his  laboratory  and  x-ray  experience,  he  had 
seen  many  cases,  all  of  which  responded  beautiful 
ly  at  first  to  x-ray  treatment,  showing  marked 
and  wonderful  improvement  for  a period  of  about 
two  years,  after  which  time  the  effect  was  gone. 
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Adjournment  for  luncheon  followed  the  discus- 
sion of  Dr.  Mulky’s  paper. 

House  of  Delegates 

At  1 p.  m.,  the  special  meeting  of  the  House  of 
Delegates,  for  the  purpose  of  election  of  officers, 
was  called  to  order  by  the  president,  Dr.  F.  H. 
Crail. 

Those  present  were:  Dr.  F.  H.  Crail,  president, 
Las  Vegas;  Dr.  L.  B.  Cohenour,  Albuquerque,  sec- 
retary-treasurer; Dr.  Carl  Mulky,  Albuquerque;  Dr. 
W.  T.  Joyner,  Roswell;  Dr.  W.  E.  Kaser,  Las  Vegas; 
Dr.  Dwight  Allison,  Las  Cruces;  Dr.  J.  A.  Reidy, 
Albuquerque;  Dr.  Robert  0.  Brown,  Santa  Fe;  Dr. 
C.  F.  Beeson,  Roswell;  Dr.  C.  B.  Elliott,  Raton;  Dr. 
Atkins,  McGaffey. 

The  minutes  of  the  previous  meeting  were  read 
and  approved. 

After  nomination  by  motion,  properly  seconded 
and  carried,  the  following  officers  were  elected  for 
the  ensuing  year: 

President-Elect — Dr.  Robert  0.  Brown,  Santa  Fe. 

Vice-President — Dr.  J.  A.  Reidy,  Albuquerque 

Seer  tary-Treasurer — Dr.  L.  B.  Cohenour,  Albu- 
querque (re-elected). 

Members  of  Council  for  three  years — Dr.  C.  B. 
Elliott,  Raton;  Dr.  Harry  Mera,  Santa  Fe. 

The  selection  of  place  of  meeting  for  the  forty- 
eighth  annual  session  was  next  in  order. 

Dr.  C.  B.  Elliott,  Raton,  stated  that  the  present 
meeting  was  the  first  to  have  been  held  in  the 
northern  part  of  the  State  and  that  the  Colfax 
County  Medical  Society,  which  he  represents,  would 
like  to  have  the  meeting  next  year  also  held  in  the 
northern  part  of  the  State,  at  Raton,  and  therefore 
cordial  invitation  was  extended  that  the  next  ses- 
sion be  held  at  Raton.  Raton  was  unanimously 
chosen  as  the  m >eting  place  of  the  session  in  1930, 
with  a request  that  the  date  of  the  meeting  be  set 
at  not  earlier  than  June  1st,  so  that  warmer  weath- 
er would  be  more  apt  to  prevail  than  early  in  May, 
the  usual  time  the  annual  meetings  are  held. 

Application  for  membership  in  the  Society,  of  Dr. 
Elias  T.  Hensley,  Portales,  was  presented,  and  rec- 
ommendation that  it  be  approved  was  made  by  Drs. 
Joyner  and  Culpepper,  both  of  whom  spoke  in  favor 
of  the  applicant.  Upon  proper  motion  and  second, 
Dr.  Hensley  was  unanimously  elected  to  member- 
ship. Members  of  the  Council  who  were  present  at 
this  meeting,  also  passed  upon  the  application,  ap- 
proving same. 

No  further  business  coming  before  the  meeting, 
adjournment  followed  at  1:30  p.  m. 

Scientific  Session 

Dr.  M.  S.  Gregory,  Oklahoma  City,  Okla.,  the  first 
speaker  of  the  session,  presented  a paper  on  “The 
Treatment  of  the  Neuroses,”  in  which  he  stressed 
the  importance  of  thorough  neurological  examina- 
tion. Tracing  the  history  of  mental  diseases  back 
to  about  850  B.  C.,  the  first  type  to  be  considered, 
the  Doctor  said,  is  Behaviorism,  the  central  idea  be- 
ing that  all  human  conduct  and  all  behavior  is  a 
conditioned  reflex,  the  reflexes  being  practically  un- 
conscious to  the  individual ; while  the  second  hypoth- 
esis that  has  been  gaining  ground  during  the  past 
thirty  years  is  the  hypothesis  of  the  “unconscious.” 
This  carries  with  it  the  idea  that  we  are  controlled 
very  largely  by  the  thing  which  we  call  the  uncon- 
scious mind;  that  the  motivating  influences  of  life 
are  very  largely  unconscious  to  us. 

Dr.  Carl  A.  Menninger,  Topeka,  Kansas,  who  was 
on  the  program  for  a paper  at  this  session,  stated 
that,  inasmuch  as  Dr.  Martin  had  particularly  re- 
quested early  adjournment  to  permit  the  members 
to  attend  the  Com  Dance,  he  preferred  to  be  given 
th  i opportunity  to  discuss  Dr.  Gregory’s  paper  in 


preference  to  reading  the  one  he  himself  had  pre 
pared.  He  therefore  opened  the  discussion,  compli- 
menting Dr.  Gregory  on  his  very  convincing  pre- 
sentation of  the  theory  of  neurologists.  Dr.  Mennin- 
ger emphasized  the  impotrance  of  impressions  of 
the  unconscious  mind  and  cited  numerous  illustra- 
tions, in  his  usual  brilliant  style,  to  support  this 
point. 

The  next  paper  on  the  program  was  by  Dr.  Cas- 
per F.  Hegner,  Denver,  Colo.,  on  “Transverse  Supra- 
clavicular Incision  for  Phrenectomy,  or  Phrenic 
Nerve  Avulsion.”  The  Doctor  stressed  the  point  that 
the  addition  of  surgical  procedures  to  the  arma- 
mentarium of  the  phthisiotherapist  marked  a decid- 
ed advance  in  the  treatment  of  selected  cases  of 
pulmonary  tuberculosis;  that  no  surgical  opera- 
tion, however  extensive,  can  eradicate  tuberculosis, 
especially  in  the  lung;  that  surgery  can  never  super- 
sede medical  and  sanatorium  treatment  of  pulmon- 
ary tuberculosis,  but  is  of  marked  value  in  a number 
of  cases  if  invoked  before  before  the  patient’s  re- 
serve is  depleted.  He  described  phrenic  nerve  avul- 
sion as  a comparatively  minor  operation,  performed 
under  local  anesthesia,  which  frequently  leads  to 
marked  improvement,  which  as  a rule  is  only  tem- 
porary; yet,  in  exceptional  cases,  a clinical  cure 
may  be  effected.  Three  types  of  incisions  were  out- 
lined. 

Adjournment  followed  the  reading  of  this  paper, 
the  majority  of  the  members  proceeding  to  The 
Pueblo  to  witness  the  Corn  Dance  by  the  Indians. 

FRIDAY,  JUNE  14,  1929. 

Scientific  Session. 

The  morning  session,  after  being  called  to  order 
by  the  President,  Dr.  Crail,  was  opened  by  Dr.  W. 
L.  Brown,  El  Paso,  Texas,  who  presented  a paper 
entitled  “Technic  and  Indications  for  the  Use  of 
the  Duodenal  Tube,”  of  which  he  and  his  brother, 
Dr.  C.  P.  Brown,  are  the  authors. 

Dr.  Brown  emphasized  the  value  of  the  tube, 
setting  forth  that  it  relieves  conditions  due  to  gas 
and  regurgitated  intestinal  fluids;  it  is  a vent  pipe 
It  affects  interrupted  or  continuous  lavage  of  the 
stomach,  and,  in  some  cases,  of  the  duodenum.  It 
gives  relief  from  nausea;  makes  possible  the  free 
drinking  of  water  and  thereby  relieves  thirst,  the 
most  distressing  symptom;  permits  transgastric 
feeding;  relieves  toxemia;  is  a port  of  entry  for  all 
kinds  of  medication;  and  improves  the  feelings  of 
the  patients  so  that  they  often  beg  for  its  return 
after  they  have  once  experienced  the  relief  afford- 
ed by  its  use. 

In  the  discussion,  Dr.  William  M.  Spitzer,  Denver, 
described  the  purposes  for  which  he  uses  a duodenal 
tube,  and  agreed  with  Dr.  Brown  as  to  its  value. 

Dr.  Frank  C.  Goodwin,  El  Paso,  was  the  next 
sneaker,  choosing  as  his  subject,  “Heliotherapy  in 
the  Treatment  of  Extrapulmonary  Tuberculosis.” 
Dr.  Goodwin  spoke  of  the  value  of  heliotherapy  as 
a cofactor  in  the  treatment  of  surgical  tubercu- 
losis, stating  that  it  should  in  all  cases  be  used  in 
conjunction  with  orthopedic  good  sense.  He  told 
of  five  groups  of  patients  who  had  been  studied 
with  the  idea  of  comparing  the  effects  of  artifi- 
cial and  natural  light,  and  the  development  of  a 
graduated  technic,  giving  case  histories  and  show- 
ing slides  of  five  patients  selected  from  the  groups 
to  illustrate  the  need  for  proper  supports  and 
supervision  and  to  show  the  benefits  derived  from 
this  treatment,  concluding  that,  “while  heliotherapy 
at  an  altitude  is  one  of  the  major  factors  in  the  cure 
of  extrapulmonary  tuberculosis,  it  must  be  carried 
on  in  connection  with  rest,  fresh  air,  nourishing 
food,  proper  mechanical  appliances  and  surgery 
when  indicated.” 
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The  next  speaker,  Dr.  G.  Werley,  El  Paso,  Texas, 
presented  a paper  on  ‘‘The  Management  of  Heart 
Failure  and  Dropsy,”  detailing  four  cases  under  his 
observation  and  care,  diagnosed  as: 

1.  Rheumatic  heart  disiase;  mitral  stenosis; 
auricular  fibrillation. 

2.  Nephrosis;  coronary  sclerosis;  hypothyroid- 
ism. 

3.  Syphilitic  aortitis;  aortic  insufficiency. 

4.  Coronary  sclerosis;  nephritis;  uremia. 

The  Doctor,  in  his  usual  painstaking,  thorough 
manner,  described  the  different  conditions  found, 
the  measures  taken  for  their  relief  and  stressed 
the  value  of  rest,  diet,  and  the  newer  remedies  for 
edema,  in  the  majority  of  these  cases. 

After  the  discussion  of  Dr.  Werley’s  paper,  which 
aroused  considearble  interest  and  led  to  many  ques- 
tions, Dr.  George  S.  Luckett,  Santa  Fe,  Director 
of  State  Board  of  Health,  requested  and  received 
permission  to  show  an  educational  film,  demon- 
strating the  growth  of  cancer  cells,  which  was  re- 
viewed with  keen  interest. 

Adjournment  for  luncheon  followed. 

Council  Meeting 

Immediately  after  the  adjournment  of  the  Gen- 
eral Session,  the  president,  Dr.  Crail,  called  a meet- 
ing of  the  Council,  at  which  the  following  members 
were  present:  Dr.  F.  H.  Crail,  Las  Vegas;  Dr.  L.  B. 
Cohenour,  Albuquerque;  Dr.  Dwight  Allison,  Las 
Cruces;  Dr.  W.  T.  Joyner,  Rosw’ell;  Dr.  W.  E.  Ka- 
ser,  Las  Vegas. 

The  secretary,  Dr.  Cohenour,  submitted  applica- 
tion of  Dr.  M.  0.  Blakeslee,  Las  Lunas,  for  mem- 
bership in  the  Society.  Motion  for  favorable  action, 
after  proper  second,  was  carried,  and  Dr.  Blakeslee 
admitted  to  membership. 

Bill  presented  by  Dr.  Martin  (Taos)  for  expenses 
of  the  meeting,  amounting  to  $80.35,  was  authorized 
to  be  paid,  after  proper  motion  and  second. 

No  further  business  arising,  adjournment  was  de- 
clared in  order. 

House  of  Delegates 

Following  the  meeting  of  the  Council,  members 
of  the  House  of  Delegates  held  a brief  session,  at 
which  the  minutes  of  the  previous  meeting  were 
read  and  approved,  as  also  the  action  of  the  Coun- 
cil in  regard  to  membership  of  Dr.  Blakeslee  and 
bill  of  Dr.  Martin. 

The  president  appointed  a Committee  on  Resolu- 
tions, composed  of  Dr.  W.  E.  Kaser,  Las  Vegas,  and 
Dr.  J.  A.  Reidy,  Albuquerque,  to  report  at  the  Gen- 
eral Session. 

No  further  business  arising,  adjournment  was  de- 
clared in  order. 

Scientific  Session 

The  afternoon  scientific  session  was  opened  by 
Dr.  H.  A.  LaMoure,  Woodcroft  Hospital,  Pueblo, 
Colo.,  who  spoke  on  “Mental  Diseases.”  The  Doc- 
tor’s paper  dealt  with  manic  depressive  psychoses 
which  are  functional,  rather  than  organic,  stating 
that  the  outstanding  features  of  these  phychoses  are 
that  recovery  from  an  attack  is  usual  and  that  a 
second  or  even  repeated  attacks  are  to  be  expected. 
Closely  allied  to  these  psychoses  are  those  cases 
termed  as  involutional  melancholia,  which  differ  from 
the  manic  depressive  psychoses  in  that  they  appear 
later  in  life,  that  there  is  one  attack  which  is  usual- 
ly more  prolonged  and  that  recovery  is  doubtful. 
The  Doctor  cited  several  very  interesting  cases  and 
concluded  by  stating  that,  when  a case  voluntarily 
asks  for  something  to  do,  he  knows  that  patient  is 
far  on  the  road  to  recovery. 

After  general  discussion  of  this  paper,  the  sci- 
entific session  came  to  a close  and  the  General  Ses- 
sion was  called  to  order. 


General  Session 

President  Crail  called  the  meeting  to  order  at  2 
p.  m.,  after  which  the  secretary’s  report,  including 
a resume  of  the  proceedings  of  the  House  of  Dele- 
gates (which  has  been  published  in  full  in  the  min- 
utes of  the  meetings),  was  read  and  adopted. 

The  Committee  on  Resolutions  presented  report 
as  follow’s: 

“RESOLVED,  That  the  New  Mexico  Medical  So- 
ciety, in  Forty-Seventh  Annual  Session  at  Taos,  New 
Mexico,  June  12,  13,  14,  1929,  extends  sincere 
thanks  for  the  hospitalities  extended  and  courtesies 
shown  its  members  and  visitors  by  Dr.  T.  P.  Martin, 
Lions  Club,  and  Mr.  Sanford,  of  Montaner  Theatre. 

(Signed)  W.  E.  KASER, 

J.  A REIDY.” 

Motion  that  the  Resolution  be  adopted  was  made, 
seconded  and  unanimously  carried. 

President  Crail,  in  closing  the  session,  thanked 
the  members  of  the  Society  for  their  attendance  at 
the  meeting,  stating  that,  in  his  opinion,  it  was  one 
of  the  best  meetings  the  Society  has  had  for  a long 
time,  and  that  he  was  sure  all  were  glad  that  they 
had  come  to  Taos,  and  hoped,  at  some  time,  to  come 
back  again. 

Adjournment  sine  die  at  2:30  p.  m. 

NEW  MEXICO  BUREAU  OF  PUBLIC 
HEALTH 

TYPHOID  CONTROL  IN  MORA  COUNTY 

An  outbreak  of  typhoid  Lwer  developed  in  Mora 
County,  early  in  August.  It  had  its  origin  on  the 
upper  reaches  of  the  Mora  River  and  followed  down 
the  water  course.  Dr.  J.  J.  Johnson,  part-time  coun- 
ty health  officer,  began  a vaccination  campaign  in 
the  affected  area,  giving  a total  of  533  complete 
treatments  to  date  unaided.  He  was  seriously  handi- 
capped by  heavy  rains  that  made  the  roads  impas- 
sable. at  times,  for  any  kind  of  vehicle. 


FLOOD  RELIEF  IN  SOCORRO  COUNTY 

On  August  13,  the  Rio  Grande  broke  its  banks 
at  Acacia,  New  Mexico,  above  Socorro,  flooding  the 
small  settlements  for  a distance  of  over  40  miles  on 
both  sides  of  the  river.  Next  day,  the  Director  of 
Public  Health,  the  State  Supervising  Nurse  and  the 
Sanitary  Engineer  went  to  Socorro,  where  head- 
quarters were  established.  The  state  provided  a spe- 
cial fund  of  $10,000  for  health  and  relief  work,  and 
an  additional  $10,000  to  the  State  Engineer  for  dikes 
and  drainage. 

Two  days  after  the  flood,  local  physicians  and  the 
director  were  at  work  vaccinating  those  in  the  af- 
fected arua  against  typhoid.  In  four  and  a half  days 
nearly  1,200  persons  had  received  the  first  dose.  At 
the  same  time,  wells  that  had  been  flooded  were 
chlorinat  <d  and  dead  animals  were  buried.  Later  a 
fly-control  campaign  was  inaugurated.  Corrals  were 
raked  over  and  a strong  solution  of  borax  sprinkled 
over  them.  Fly  traps  were  distributed  in  homes 
where  babies  were  found.  It  was  necessary  to 
supply  canned  or  malted  milk  to  families  having 
children,  as  well  as  to  provide  shelter  and  clothing 
in  many  instances.  The  State  Child  Welfare  Bu- 
reau and  the  Red  Cross  took  charge  of  the  relief 
work. 

With  bridges  out  and  great  areas  of  standing 
water  in  many  sections,  transportation  was  often 
difficult.  At  one  point  the  river  had  to  be  crossed 
in  a bucket  running  on  a cable.  In  another  locality 
several  miles  of  stagnant  water  had  to  be  crossed 
in  wagens.  This  slowed  up  the  work  considerably. 

Within  three  weeks  after  the  flood,  only  one  case 
of  typhoid  had  appeared,  and  this  had  been  acquired 
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prior  to  the  disaster.  No  other  serious  sickness  has 
occurred  in  the  area,  excepting  that  normally  pres- 
ent in  such  a community. 

The  stat « supervising  nurse  made  home  calls  on 
the  mothers  of  all  small  children  to  see  that  their 
fopd  was  adequate  and  that  medical  care  was 
available  where  needed.  A public  nurse  has  been 
employed  for  a period  of  three  months  to  continue 
supervision. 

The  Red  Cross,  the  State  Child  Welfare  Bureau 
and  the  Sanitary  Engineer  are  rebuilding  houses, 
planning  for  relief  work  during  the  winter  and 
finding  employment  for  all  who  can  work.  Over 
1,200  persons  were  directly  affected  and  many  will 
need  assistance  until  next  spring. 

Throughout,  the  emergency  gave  experience  in  co- 
operation. Each  agency  handled  its  own  share  of  the 
work  but  in  such  close  consultation  with  the  others, 
that  the  result  was  a smoothly  coordinated  unit. 


POST-VACCINAL  ENCEPHALITIS 

In  New  Mexico  and  Arizona,  where  smallpox 
is  perennially  endemic,  and  where  there  is  always 
agitation  for  and  against  vaccination,  the  follow- 
ing article  by  Dr.  Charles  Armstrong,  Surgeon, 
United  States  Public  Health  Service,  from  Public 
Health  Reports  of  Aug.  23,  1929,  is  of  interest :- 

The  occasional  occurrence  of  acute  nervous  man- 
ifestations following  acute  infections,  such  as 
smallpox,  chicken  pox,  measles,  mumps,  etc.,  has 
been  known  for  a long  time;  and  there  is  an  impres- 
sion among  many  that  they  are  relatively  on  the 
increase.  These  ailments,  to  which  the  so-called 
encephalitis  which  occasionally  follows  vaccination 
also  belongs,  constitute  a group  strikingly  similar 
in  their  epidemiology,  symptomatology  and  path- 
ology. 

Encephalitis  as  a complication  of  vaccination 
against  smallpox  first  came  into  prominence  in 
Europe  in  1922,  when  11  cases  developed  in  London. 
Four  of  these  cases,  all  fatal,  were  admitted  to  the 
London  hospital,  where  the  pathologist,  Doctor 
Turnbull,  recognized  them  as  pathologically  similar 
to  a case  which  had  come  to  his  attention  in  1912. 

The  following  year,  1923,  some  53  cases  were 
recognized  in  England.  Holland  was  also  severely 
hit.  To  date,  England  has  reported  nearly  100 
cases,  Holland  nearly  150,  and  Germany  34.  Spor- 
adic cases  have  also  occurred  in  Portugal,  France, 
Switzerland,  Poland,  Austria,  Czechslovakia,  Italy, 
and  other  countries. 

In  Germany  there  has  been  1 case  to  approxi- 
mately every  700,000  vaccinations;  in  England  1 to 
48,000,  and  in  Holland  1 to  4,000.  The  importance 
of  the  complication  in  England  is  attested  by  the 
fact  that  it  has  been  made  the  subject  for  study  by 
two  eminent  commissions.  In  Holland,  moreover, 
it  has  led  to  the  temporary  suspension  of  compul- 
sory vaccination.  Bijl  and  some  others  are  inclined 
to  think  that  postvaccinal  encephalitis  is  a new  dis- 
ease entity.  On  the  other  hand,  Gins  cites  Sacco  as 
referring  to  nervous  complications  after  vaccina- 
tions as  long  as  100  years  ago.  Comby,  Gins  and 
others  have  also  reconstructed  a number  of  prob- 
able cases  from  1905  to  1921. 

SYMPTOMS  AND  DIAGNOSIS 

The  symptoms  in  this  complication  usually  ap- 
pear suddenly  and  have  their  onset  in  70  per  cent 
of  the  cases  from  the  tenth  to  thirteenth  day,  in- 
clusive, following  vaccination.  That  is,  they  appear 
when  the  vaccination,  usually  primary,  is  at  its 
height. 

The  symptoms  as  recorded  for  different  cases 
vary  somewhat,  but  four  symptoms  are  quite  con- 
stantly noted,  namely, 


1.  Fever  (104°  F.  or  higher  in  severe  cases); 

2.  Vomiting; 

3.  Headache; 

4.  Stupor  or  coma. 

The  stupor  may  develop  within  a few  hours  after 
the  onset  of  the  symptoms  and  is  always  present  in 
fatal  cases. 

Symptoms  of  meningeal  irritation  are  usually 
present  in  conscious  cases,  absent  in  others.  Con- 
vulsions are  common  in  young  children,  as  are 
also  cramps  or  spasms.  Trismus  has  been  occas- 
ionally observed  and  is  worthy  of  note  as  it  may 
lead  to  confusion  of  the  ailment  with  tetanus.  Vary- 
ing degrees  of  paresis  or  paralysis  are  noted  in 
some  cases.  The  eye  muscles  usually  escape.  The 
Babinsky  is  usually  positive,  a point  considered  as 
of  high  diagnostic  significance.  The  spinal  fluid 
usually  shows  little  or  no  change  to  chemical,  micro- 
scopical, or  bacteriological  studies.  The  pressure 
may  be  slightly  increased,  however,  and  cell  counts 
as  high  as  200  to  400  have  been  observed. 

Death,  which  follows  in  from  30  to  40  per  cent 
of  the  cases,  usually  occurs  from  the  third  to  the 
tenth  day  following  the  onset  of  symptoms.  Recov- 
ery, when  it  takes  place,  is  usually  rapid  and  com- 
plete; however,  some  degree  of  crippling  has  been 
noted  in  a few  cases. 

Microscopic  examinations  of  the  central  nervous 
system  in  fatal  cases  reveal  perivascular  areas  of 
demyelinization  and  cellular  infiltration  scattered 
throughout  the  white  matter  of  the  brain,  and 
usually  of  the  cord  also.  These  lesions  are  similar 
to,  if  in  fact,  not  indistinguishable  from,  those  en- 
countered in  the  encephalitis  that  occurs  after 
smallpox,  measles,  chicken  pox  and  the  like. 

EPIDEMIOLOGY 

In  England  and  Holland  the  tendency  of  postvac- 
cinal encephalitis  to  occur  mainly  in  villages  and 
rural  populations  of  definitely  restricted  areas,  to 
the  exclusion  of  other  areas  and  large  cities,  where 
vaccinations  were  concurrently  performed,  has  led 
to  the  assumption  of  some  “local”  or  “place”  fac- 
tor in  the  complication.  The  fact  that  multiple 
cases  in  families  have  not  been  uncommon  has  been 
held  by  some  to  point  in  the  same  direction,  while 
others  have  interpreted  this  as  indicating  an  here- 
ditary predisposition  to  the  ailment.  The  compli- 
cation has  usually,  but  not  always,  followed  a pri- 
mary “take.”  Girls  are  more  often  affected  than 
boys  (the  opposite  of  postvaccinal  tetanus).  The 
patients  have  varied  in  age  from  a few  months  to 
22  years;  however,  cases  below  one  year  or  over  8 
years  of  age  are  rare. 

In  Holland,  England  and  Germany,  multiple  in- 
sertion methods  of  vaccination,  which  give  severe 
“takes,”  are  employed.  Reports,  however,  indicate 
that  the  vaccinations  which  have  been  followed  by 
postvaccinal  encephalitis  have  not  been  exception- 
ally severe.  The  complication  has  not  been  con- 
fined to  virus  from  any  one  vaccine  establishment 
nor  to  any  particular  batches  of  virus.  In  fact,  its 
occurrence  seems  to  be  independent  of  the  type  of 
virus. 

Holland,  for  a period,  gave  up  the  use  of  her 
usual  virus  and  substituted  in  its  place  a strain  of 
rabbit  brain  virus  such  as  had  been  used  successful- 
ly in  Spain  for  some  years.  Out  of  approximately 
40,000  vaccinations  with  this  strain,  11  cases  of 
postvaccinal  encephalitis  have  been  reported.  A 
strain  of  virus  from  Denmark,  tubed  and  ready  for 
use,  was  next  secured  (Denmark  has  been  free 
from  recognized  postvaccinal  encephalitis.)  While 
only  a few  vaccinations  were  performed  with  this 
virus,  cases  of  encephalitis  have  occurred  follow- 
ing its  use. 
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CAUSE 

The  cause  of  postvaccinal  encephalitis  is  un- 
known, an  immense  amount  of  epidemiological  ana 
laboratory  work  having  failed  to  elucidate  the  sub- 
ject. Attempts  to  infect  animals  with  the  brain  of 
fatal  cases  or  with  spinal  fluid  have  failed.  Several 
theories  have,  however,  been  offered: 

1.  That  the  complication  is  a result  of  the  vac- 
cination activating  some  known  or  unknown  infec- 
tious agent  present  in  the  virus,  or,  more  likely, 
in  the  vaccinated  individual,  in  a quiescent  or  car- 
rier state.  This  view  is  held  by  most  European  au- 
thorities. 

2.  That  it  is  due  to  the  vaccine  virus  itself.  This 
view  is  favored  by  Luksch,  Leiner,  McIntosh,  Jarge, 
Gorter,  Van  Hederween  and  others. 

3.  That  it  is  due  to  some  state  of  local  anaphy- 
laxis, or  hyperergy,  has  been  suggested  by  Glanz- 
man,  Rivers  and  others. 

PREVENTION 

(1)  Those  who  attribute  the  complication  to  the 
presence  of  some  type  of  concurrent  virus  advise 
against  vaccinating  other  than  perfectly  well  indi- 
viduals, and  think  that  vaccination  should  not  be 
performed  in  the  absence  of  smallpox,  when  polio- 
myelitis or  encephalitis  lethargica  is  prevalent. 

(2)  In  England,  the  Rolleston  Committee  has  ad- 
vised against  the  multiple  insertion  for  vaccina- 
tions, and  has  recommended  substituting  for  it  a 
single,  small,  superficial  insertion  patterned  after 
the  “American  method.” 

(3)  Practically  all  authorities  stress  the  im- 
portance of  performing  primary  vaccinations  dur- 
ing the  first  year  of  life,  since  at  this  period  post- 
vaccinal encephalitis  is  relatviely  much  less  com- 
mon. 

OCCURRENCE  OF  POSTVACCINAL  ENCEPHA- 
LITIS IN  THE  UNITED  STATES 

In  so  far  as  the  age  factor  is  concerned,  the  cus- 
tom in  this  country  of  performing  primary  vaccina- 
tions at  the  sixth  or  seventh  year  would  seem  to 
predispose  our  population  to  the  complication.  Cases 
have,  moreover,  occurred.  Wilson  and  Ford,  and 
Fulgham  and  Beykirk  have  reported  three  cases  in 
this  country  which  were  confirmed  by  pathological 
studies.  Other  possible  cases  based  on  clinical  and 
epidemiological  grounds  have  been  reported  from 
Connecticut,  Rhode  Island,  New  York,  Maryland, 
Illinois,  California,  Washington  and  the  District  of 
Columbia. 

It  seems,  therefore,  that  this  complication  is  oc- 
casionally found  in  the  United  States,  and,  as  health 
officers,  we  should  all  be  on  the  lookout  fpr  the 
occurrence  of  symptoms  pointing  to  the  central 
nervous  system  in  persons  recently  vaccinated. 
Should  such  cases  come  to  your  attention,  they 
should  be  considered  worthy  of  the  most  careful 
investigation.  The  Public  Health  Service  is  anxious 
to  learn  of  such  cases  should  they  occur  and  would 
be  glad  to  render  any  assistance  possible  in  the 
study  of  them. 


SUMMARY  OF  MORE  IMPORTANT  CAUSES  OF 
DEATHS  IN  NEW  MEXICO,  FOR  1927 


(Not  corrected  for  Residence.) 

All  Causes  5,241 

Male  2.851 

Female 2,388 

Unknown  2 

Epidemic,  Endemic  and  Infectious  Diseases 1,088 


Typhoid  fever  41 

Malaria  7 

Smallpox  1 


Measles  62 

Scarlet  fever  10 

Whooping  cough  25 

Diphtheria  37 

Influenza  72 

Mumps  2 

Acute  Ant.  Poliomyelitis  41 

Rabies  1 

Tetanus  4 

Tuberculosis,  respiratory  651 

Tuberculosis,  meninges  and  ner- 
vous   12 

Tuberculosis,  intestines  & peri- 
toneum   15 

Tuberculosis,  vertebral  1 

Tuberculosis,  lymphatics  1 

Tuberculosis,  G - U system  1 

Tuberculosis,  disseminated  5 

Syphilis  30 

General  Diseases  275 

Cancer,  all  types  136 

Pellagra  26 

Diabetes  23 

Diseases  of  the  Nervous  System  267 

Cerebral  hemorrhage  131 

Diseases  of  the  Circulatory  System  294 

Heart,  all  types  262 

Diseases  of  the  Respiratory  System  33} 

(Tuberculosis  and  influenza  not  included.) 

Pneumonia,  all  types  287 

Diseases  of  the  Digestive  System  587 

Diarrhea  and  enteritis  under  2 

years  of  age  324 

Appendicitis  60 

Cirrhosis  of  liver  18 

Diseases  of  the  Genito-Urinary  System  and 

Annexa  (non-venereal)  250 

The  Puerperal  State  69 

Septicemia  30! 

Albuminuria  and  convulsions  10 

Early  Infancy  245 

Congenital  debility,  icterus,  etc 57 

Premature  birth  147 

External  Causes  358 

Suicides  24 

Railroad  accidents  20 

Automobile  accidents  62 

Homicides  39 

Ill-defined  Diseases  1,368 


The  above  are  the  more  interesting  causes  of 
death,  as  reported  in  1927.  Figures  for  1928  will 
be  available  in  a few  weeks. 

The  last  item,  “Ill-defined  Diseases,”  includes  all 
of  the  undiagnosed  cases  that  were  never  attended 
by  a physician.  It  is  ten  times  as  great  in  this  state 
as  in  most  of  the  eastern  states.  Undoubtedly  this 
would  be  distributed  proportionately  among  the 
other  causes  listed. 

Deaths  of  infants  under  one  year  of  age  amount- 
ed to  1,377,  giving  an  apparent  infant  mortality 
rate  of  131  per  thousand  live  births.  This  will  be 
lowered  somewhat  by  improving  birth  registration, 
but  will  still  remain  one  of  the  highest  in  the  coun- 
try. 
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DIAGNOSTIC  FORUM 

The  following  cases  are  to  be  studied  and 
discussed  by  the  Yavapai  County  Medical  So- 
ciety and  Medical  Officers  of  Fort  Whipple. 
Any  county  society,  hospital  staff,  or  group 
of  doctors,  will  be  welcome  to  submit  discus- 
sions of  these  cases  for  publication  in  this 
journal. 

At  the  Yavapai  County  Society  meeting  of 
November  26th,  the  following  two  cases  are 
to  be  discussed : 

By  GROUP  1.  Case  1 of  Two  and  a Half  Months’ 
Vomiting  at  Age  of  Sixty-two. 

An  American  watchmaker  sixty-two  years  old  en- 
tered December  28.  The  chief  complaint  was  almost 
constant  nausea  with  occasional  vomiting  for  about 
two  and  a half  months. 

From  the  age  of  eight  he  had  indigestion, — pain 
in  the  epigastrium  beginning  an  hour  and  a half 
after  mleals  and  relieved  by  soda  or  food.  Later  on 
the  symptoms  increased,  with  nausea  relieved  by 
washing  the  stomach.  Sixteen  years  before  admis- 
sion an  x-ray  examination  showed  nearly  complete 
obstruction  at  the  pylorus.  Operation  showed  ob- 
struction. A gastro-enterostomy  completely  relieved 
his  symptoms.  Seven  months  before  admission  he 
vomited  bright  red  blood.  He  became  unconscious 
and  remained  stuporous  for  twenty-four  hours.  For 
the  following  week  his  stools  were  black.  For  a 
month  after  the  hemorrhage  his  body  felt  numb  and 
his  mind  was  cloudy.  For  six  weeks  his  legs  were 
swollen.  He  improved  enough  to  return  to  work  and 
even  gained  six  pounds,  but  continued  to  have 
nausea  at  intervals.  Since  the  attack  he  had  had 
frequency  of  urination  five  or  six  times  by  day  and 
once  or  twice  at  night.  Two  months  and  a half  be- 
fore admission  the  nausea  became  marked  and  per- 
sistent. Twice  he  vomited  nothing  but  “bile.”  A 
month  later  he  noticed  light  stools  and  slight  yel- 
lowness of  the  skin.  For  five  weeks  his  feet  and  legs 
had  been  swollen  and  his  feet  numb,  especially  by 
day.  For  three  weeks  his  prepuce  was  swollen. 
He  had  lost  thirty-five  pounds. 

His  father  died  at  sdventy  of  “galloping  con- 
sumption.” The  patient  was  exposed.  His  mother 
died  of  cancer  of  the  stomach.  A brother  died  of 
perforated  gastric  ulcer. 

The  patient  had  scarlet  fever,  typhoid  fever  and 
possibly  rheumatic  fever  in  childhood. 

Clinical  examination  showed  an  emaciated  man. 
Many  carious  teeth.  Marked  pyorrhea.  Tonsils 
large  and  injected.  A few  enlarged  left  axillary 
glands  and  numerous  cervical  glands,  % to  % inch 
in  diameter.  Heart  not  anlarged.  Sounds  and  ac- 
tion normal.  Pulmonic  second  sound  slightly  ac- 
centuated. A soft  systolic  murmur  at  the  apex. 
Radials  and  brachials  only  slightly  sclerotic.  Blood 
pressure  120/80.  Lungs  clear.  Abdomen  distend- 
ed, tympanitic.  Masses  in  both  lower  quadrants, 
small  rounded  tumors  over  which  the  outer  por- 
tion of  the  abdominal  wall  was  freely  moveble. 
Livere  nlarged;  edge  felt.  Moderate  edema  of  the 
legs.  Rectal  examinations  showed  numerous  ir- 
regular soft  masses  around  the  rectal  wall  which 
felt  like  folds  of  mucous  membrane.  No  indurated 
masses  could  be  felt,  but  the  rectal  wall  was  defi- 
nitely abnormal.  Pupils  and  reflexes  normal. 

Amount  of  urine  not  recorded,  specific  gravity 
1.030,  the  slightest  possible  trace  of  albumin  at  the 
examination,  sediment  not  remarkable.  Blood: 
16,800  to  16,000  leukocytes,  60  per  cent  polymor- 
phonuclears,  hemoglobin  75  per  cent,  reds  4,750,000, 


slight  anisocytosis.  Smear  otherwise  normal.  Hin- 
ton negtaivte.  Non-protoin  nitrogen  32  to  40. 

Before  operation  chart  not  remarkable  except  for 
a temperature  of  99. 4“  the  day  of  admission. 

The  patient^  had  nausea  throughout  the  day  on 
December  30.  That  night  he  began  to  complain  of 
severe  sharp  constant  epigastric  and  upper  abdom- 
inal pain,  more  marked  on  the  left.  An  enema  was 
given  with  gas  and  fecal  results.  He  belched  a good 
dMal  of  gas.  A large  doughy  irregular  mass  was 
first  noticed  in  the  left  upper  quadrant  that  night. 
The  following  day  the  pain  continued.  Six  or  eight 
times  vomiting  was  induced,  always  with  relief. 

December  31  operation  was  done.  That  night  the 
patient  died. 

By  GROUP  2.  Case  2.  Sudden  Collapse  on  Ex- 
cessively Hot  Day;  Death  After  Twenty-four  Hours 
in  Coma. 

A Sw>  dish  carpenter  of  forty-seven  went  to  work 
on  June  7 feeling  as  well  as  usual.  It  was  an  ex- 
tremely hot  day,  the  official  temperature  being  94 
degrees  in  the  shade.  The  patient  was  engaged  in 
working  on  the  outside  of  a house  and  was  in  the 
sun  most  of  the  time.  About  noontime  he  suddenly 
felt  weak  and  dizzy  and  was  forced  to  sit  down.  In 
a felw  minutes  he  vomited.  He  had  to  be  assisted 
home  a few  blocks  distant  and  was  put  to  bed.  The 
local  doctor  was  called  at  once  and  found  him  to  be 
in  a state  of  collapse.  He  was  still  conscious  but 
very  weak  and  bathed  in  cold  perspiration.  His 
mouth  temperature  was  94  degretts  and  his  blood 
pressure  90  systolic  and  50  diastolic.  The  pulse  was 
observed  to  be  weak  and  irregular  but  slow. 

In  the  evening  he  became  sombwhat  stuporous, 
and  during  the  night  passed  into  gradually  deepen- 
ing coma.  The  nlext  morning  he  could  not  be  roused. 
Frequent  observations  of  temperature  and  pulse 
were  made  by  the  nurse,  his  temperature  remaining 
subnormal  and  his  pulse  80  to  90  until  nine  o’clock 
in  the  morning,  when  his  temperature  suddenly 
went  up  to  104  and  his  pulse  to  150. 

He  had  always  been  a strong,  robust  man.  His 
family  could  remember  no  serious  illnesses.  He 
was  married  and  had  two  healthy  grown  children. 

Examination  at  quarter  past  twelve  p.  m.,  June 
8 showed  a large  muscular  middle-aged  man  ob- 
viously moribund,  very  cynanotic,  in  deep  coma. 
The  breathing  was  tertorous,  shallow,  and  slow. 
Turning  his  head  on  one  side  freed  the  air  passages 
sufficiently  so  that  cyanosis  disappeared  from  the 
the  face.  It  remained  however  in  the  fingers.  The 
skin  felt  very  hot.  It  was  neither  moist  nor  very 
dry.  The  temperature  one  hour  before  examination 
was  104;  the  pulse  160,  regular,  the  respirations  16, 
the  blood  pressure  142/80.  The  pupils  were  equal, 
slightly  irregular;  no  reactions  could  be  obtained. 
Fundi:  the  disc  margins  appeared  slightly  blurred; 
the  vessels  appeared  normal;  no  hemorrhage  or 
exudate.  Mouth  negative.  Thyroid  and  glands 
normal.  Heart  normal  in  size,  action  very  rapid 
but  regular,  sounds  of  good  quality,  no  mur- 
murs. Lungs,  no  dullness.  The  breath  sounds  were 
obscured  by  the  stertorous  breathing.  Abdomen  neg- 
ative except  for  dullness  extending  three  inches 
above  the  pubic  crest,  thought  to  be  due  to  a dis- 
tended bladder.  Reflexes:  knee  jerks  and  other  re- 
flexes were  not  obtainable.  No  response  on  plantar 
stimulation. 

Laboratory  data.  Urine:  high  colored,  clear,  spe- 
cific gravity  1.034,  albumin  0.10  per  cent  (equals  a 
slight  trace),  sugar — 1.5  per  cent,  sediment  nega- 
tive; diacetic  acid,  slight  reaction;  acetone  moder- 
ate reaction.  Blood:  hemoglobin  90  per  cent,  reds 
5,880,000,  leukocytes  18,000;  non-protein  nitrogen 
37  milligrams  per  100  cubic  centimeters;  carbon  di- 
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oxide  combining  power  32  volumes  per  cent.  Was- 
sermann  negative. 

While  the  patient  was  being  catheterized  to  ob- 
tain a specimen  the  respiration  stopped.  Brief  ar- 
tificial respiration  was  employed,  after  which  a few 
spontaneous  irregular  respirations  occurred.  The 
heart  continued  to  beat  for  several  minutes  after 
respiration  ceased.  Death  occuri'ed  about  five  min- 
utes to  one  p.  m. 

At  the  Yavapai  County  Society  meeting  of 
December  10th  the  following  two  cases  will 
be  discussed. 

By  GROUP  1.  Case  1.  Drowsiness  and  Swelling 
of  the  Face. 

An  Irish- American  widow  sixty-five  years  old  en- 
tered the  hospital  May  13  complaining  of  dizziness 
and  slowness. 

Four  years  before  admission  she  had  an  attack 
of  erysipelas  of  the  face  and  the  region  of  the  left 
ear.  Ever  since  this  time  her  cheeks  had  lost  color 
and  the  skin  about  her  eyes  had  been  puffy.  She 
had  had  three  later  attacks  of  erysipelas.  For  three 
or  four  years  she  had  had  increasing  weakness  and 
slowness  in  movement.  For  three  years  her  skin 
and  hair  had  been  growing  dry  and  the  circulation 
in  her  hands  and  feet,  always  poor,  had  been  get- 
ting worse.  She  had  been  hoarse,  although  she  never 
had  sore  throats.  In  the  past  two  years  she  had  had 
a slight  general  loss  of  hair.  For  a year  she  had 
had  a tendency  to  trip,  and  had  been  dizzy  after 
quick  motions  of  the  head  or  when  she  looked  at 
moving  pictures.  During  the  past  year  her  hearing, 
eyesight  and  memory  had  been  growing  poorer.  Re- 
cently she  had  had  a tendency  to  fall  asleep,  and 
slept  so  much  during  the  day  that  she  did  not  sleep 
well  at  night.  During  the  past  month  her  hands  had 
grown  very  swollen,  spade-like  and  blue.  In  the  past 
two  weeks  she  had  had  some  dyspnea  when  she  was 
nervous  or  hurried.  She  urinated  two  or  three  times 
at  night,  and  lately  had  had  some  urgency.  She  had 
lost  a few  pounds  in  weight. 

Her  father  died  of  tuberculosis  while  she  was  liv- 
ing with  him.  One  sister  had  had  a nervous  bi'eak- 
down  following  an  unfortunate  investment. 

The  patient  had  had  three  or  four  miscarriages  at 
three  months  and  lost  one  of  her  two  children  the 
day  after  birth.  She  was  operated  upon  for  falling 
of  the  womb  after  one  delivery.  All  her  teeth  had 
been  extracted  for  pyorrhea.  She  had  some  palpita- 
tion on  exertion  or  excitement.  For  years  she  had 
had  swollen  joints  in  the  hands  and  occasional  pains 
in  the  hips,  due  she  thought  to  arthritis.  She  had 
gas,  relieved  by  hot  drinks.  She  ate  no  meat  be- 
cause of  high  blood  pressure.  For  two  years  her 
bowels  had  required  laxatives. 

Clinical  examination  showed  an  obese  woman, 
asleep  and  hard  to  arouse.  Voice  low,  speech  slow. 
Skin  cool,  subicteric,  dry  and  scaling.  Hair  coarse 
and  dry.  Face  rough,  cheeks  red.  Swollen  loose  skin 
about  the  eyes,  which  opened  with  difficulty.  Whit- 
ish secretion  on  lids.  A few  keratoses  over  the  body. 
Superabundance  of  tissue  over  the  clavicles  and  up- 
per borders  of  trapezius  muscles.  Tongue  very 
large  and  long,  somewhat  smooth.  Thickened  ton- 
sillar pillars  and  uvula.  Small  firm  axillary  glands. 
Breasts  atrophic.  Apex  impulse  of  the  heart  not 
seen  or  felt.  Left  border  of  dullness  5.5+ (?)  centi- 
meters, midclavicular  line  8.25  centimeters,  right 
border,  4.5,  supracardiac  dullness  6.  (Heart  dis- 
placed to  the  right  ? ) Rate  regular.  Sounds  distant. 
A rough  systolic  murmur,  faint  in  the  apical  region, 
becoming  loud  in  the  second  right  interspace.  Left 
pulse  greater  than  right.  Artery  walls  thickened 
and  tortuous.  Blood  pressure  195/110  to  145/100. 


Lung  signs:  Left  chest  anteriorly,  flatness,  dimin- 
ished or  absent  tactile  fremitus,  distant  bronchial 
breathing,  egophony,  increased  whispered  voice,  over 
lower  portion;  no  rales;  medium  crepitant  rales 
over  base  posteriorly.  Abdomen  protuberant  and 
tympanitis.  Liver  edge  felt.  Rounded  mass  in  region 
of  gall-bladder.  Hypertrophic  arthritis  of  phalangeal 
joints.  Pitting  edema  of  ankles  and  shins.  Dorsalis 
pedis  arteries  not  pulsating;  feet  cold.  Foul  leukor- 
rhea.  Vagina  presented  small  irregularities.  Small 
non-bleeding  hemorrhoids.  Pupils  and  knee-jerks 
normal,  ankle  jerks  absent.  Fundi:  disc  outlines  in- 
distinct but  not  choked.  Vessels  not  clearly  seen. 
No  obvious  sclerosis  No  hemorrhages. 

Urine:  amount  28  to  30  ounces  on  the  two  occa- 
sions recorded,  specific  gravity  1.016  to  1.026,  no 
albumin,  sediment  of  a catheter  specimen  negative. 
Urine  culture:  colon  bacillus.  Blood:  8,000  to  6,500 
leukocytes,  66  per  cent  polymorphonuclears,  hemo- 
globin 65  to  70  per  cent,  reds  3,400,000  to  3,700,000, 
no  marked  achromia,  moderate  anisocytosis,  plate- 
lets normal.  Hinton  negative.  Icteric  index  3.  Non- 
protein nitrogen  25.  Stools:  guaiac  strongly  positive 
at  one  of  two  examinations.  Basal  metabolic  rate 
minus  26,  pulse  73,  weight  62.9  kilos. 

Temperature  96°  to  98.9°;  usually  98°  or  below. 
Pulse  and  respirations  normal. 

X-ray  examination  showed  arthritis  of  the  termi- 
nal phalangeal  joints  and  the  spine,  also  changes 
suggestive  of  gout.  There  were  no  visible  gall- 
stones. The  sella  turcica  was  normal.  There  was 
considerable  calcification  in  the  region  of  the  pineal 
gland.  The  left  lung  field  showed  dense  dullness 
except  for  a small  area  at  the  apex.  The  upper  mar- 
gin of  dullness  was  sharply  defined.  The  outline  of 
the  diaphragm  and  the  border  of  the  heart  were  ob- 
literated. The  heart  and  mediastinal  contents  were 
displaced  to  the  right.  The  right  lung  field  was  ob- 
scured by  the  heart  shadow,  and  was  less  radiant 
than  normal  along  the  borders  of  the  heart  and  in 
the  region  of  the  base. 

The  patient  was  disoriented  at  night  and  on  the 
morning  of  May  18.  The  edema  of  the  eyelids  be- 
came marked.  The  veins  of  the  arms  were  so  en- 
gorged that  the  venous  pressure  was  sufficient  to 
push  the  piston  out  when  blood  was  withdrawn. 
The  lips,  face,  hands  and  feet  were  cyanotic.  A 
lumbar  puncture  was  done.  The  fluid  was  clear, 
straw  colored,  initial  pressure  165,  jugular  com- 
pression 610+,  release  195,  after  withdrawal  of  5 
cubic  centimeters  160,  after  withdrawal  of  5 more 
140;  two  red  blood  cells,  one  leukocyte;  Wassermann 
and  Hinton  negative;  colloidal  gold  0111100000.  A 
chest  tap  gave  80  cubic  centimeters  of  very  slightly 
opalescent  yellowish  fluid.  On  the  same  day  the  red 
blood  count  was  4,400,000,  the  blood  serum  total 
protein  6.98  grams  in  100  cubic  centimeters,  the 
hematocrit  38.1  per  cent. 

That  evening  the  patient  seemed  brighter  and 
better  oriented.  The  next  morning,  May  19,  she 
died. 


By  GROUP  3.  Case  2.  General  Glandular  En- 
largement Lasting  Thirty  Years  or  More. 

An  American  stationary  fireman  forty-three  years 
old  entered  September  12  through  the  Emergency 
Ward  for  study  of  upper  abdominal  pain  and  en- 
larged glands.  He  was  semistuporous  and  very  ir- 
ritable. 

Ever  since  he  was  a small  child  he  had  had  en- 
larged glands  in  his  neck  and  axillae.  They  did  not 
change  from  childhood  until  after  he  was  grown  up. 
Then  at  times  they  increased,  occasionally  reaching 
the  size  of  a large  walnut  and  remaining  so  for  a 
few'  days,  then  going  down  again  and  not  troubling 
him  for  months.  He  had  been  in  fairly  good  health 
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until  September  1,  although  for  several  years  he 
had  had  epigastric  distress  and  eructations  of  gas 
after  heavy  meals.  Seven  months  before  admission 
the  inguinal  glands  became  enlarged  after  some 
hard  lifting.  These  glands  at  first  were  tender  for 
a day  or  two.  The  glands  in  the  neck  and  axillae 
had  never  been  tender.  In  May  his  feet  and  ankles 
began  to  swell  during  the  day,  reaching  two  or  three 
times  their  normal  size  after  he  had  been  on  his  feet 
for  a long  time  but  returning  to  normal  overnight. 
At  this  time  there  was  more  marked  enlargement 
of  the  inguinal  glands.  Under  treatment  by  a physi- 
cian the  edema  disappeared.  He  had  urinated  once 
or  twice  a night  since  that  time.  The  night  of  Sep- 
tember 1 after  eating  a few  pieces  of  chocolate  can- 
dy he  was  suddenly  seized  with  severe  colicky  epi- 
gastric pain  which  lasted  for  over  an  hour  and  grad- 
ually turned  into  a gnawing  dull  ache  which  kept 
him  awake  all  night  and  for  the  five  following 
nights.  After  this  attack  he  ate  very  little  food  be- 
cause it  seemed  to  cause  gas  and  increase  the  dis- 
comfort. Soda  gave  no  relief.  The  pain  came  in 
waves.  When  he  had  attacks  of  sharp  pain  it  seemed 
to  run  around  to  the  lumbosacral  region.  Four  weeks 
before  admission  he  had  two  or  three  attacks  of 
shooting  and  darting  pain  all  through  his  legs. 

His  bowels  had  always  been  constipated.  He  had 
slight  dyspnea  and  palpitation  on  exertion.  For  a 
year  he  had  occasionally  urinated  at  night.  There 
was  some  question  as  to  girdle  and  shooting  pains. 
Ten  years  before  admission  he  weighed  215  pounds, 
his  best  weight;  a year  before  admission  180  pounds. 
He  thought  he  had  lost  some  weight  in  the  past  six 
months. 

His  mother,  who  died  of  cancer  of  the  breast,  had 
some  “heart  failure.”  His  four  children  had  en- 
larged glands,  not  so  marked  as  his  own. 

Clinical  examination  showed  a man  with  obvious 
loss  of  weight  and  marked  pallor,  cooperative  but 
drowsy.  Moderate  pyorrhea.  Nasal  septum  deviat- 
ed to  the  left.  Left  submaxillary  and  supraclavicu- 
lar and  right  cervical  glands  enlarged,  measuring 
one-half  to  three  centimeters.  In  both  axillae  and 
groins  were  glands  the  size  of  a peach  stone,  the 
inguinals  firm,  all  others  moderately  soft.  Mark- 
ed flaring  of  the  lower  costal  margins.  Harrison’s 
groove.  Diaphragmatic  excursion  limited.  Inspir- 
atory wheeze  on  the  left,  front  and  back.  Apex  im- 
pulse of  the  heart  not  seen  or  felt.  No  enlargement 
to  percussion  except  slight  increase  in  supracardiac 
dullness  to  the  left.  (Total  6.5  centimeters.)  Pulse 
and  artery  walls  normal.  Blood  pressure  115/70  to 
95/65.  Abdom  n slightly  distended,  with  tympany 
in  the  center  and  shifting  dullness  in  the  flanks. 
No  fluid  wave  made  out.  Veins  prominent  over  the 
upper  abdomen.  Liver  dullness  increased  downward 
to  five  centimeters  below  the  costal  margin.  Edge 
not  felt.  In  the  left  upper  quadrant  a mass,  prob- 
ably the  spleen,  descended  five  centimeters  below 
the  costal  margin  on  inspiration.  Right  pupil  great- 
er than  left;  both  regular  and  reacted  normally. 
Fundi : discs  slightly  pale,  no  exudate  or  hemor- 
rhage.) Genitals,  extremities  and  reflexes  normal. 

Urin  : 30  to  55  ounces,  red  at  three  of  five  exam- 
inations, specific  gravity  1.020  to  1.030,  a slight 
trace  of  albumin  once,  bile  twice,  rare  to  occasional 
leukocytes  at  three  of  five  sediment  examinations. 
Blood:  3,600  to  8,400  leukocytes,  61  to  100  per  cent 
polymorphonuclears,  hemoglobin  75  to  45  per  cent, 
reds  4,500,000  to  3,250,000,  moderate  to  marked 
achromia,  moderate  to  slight  poikilocytosis  in  all  of 
five  smears,  anisocytosis  in  the  last  two,  platelets 
always  reduced.  In  one  smear  several  of  the  very 
pale  red  cells  showed  rings  in  centers  made  up  of 
very  small  granules,  possibly  artefacts  or  Cabot’s 
rings.  Two  Hinton  tests  negative.  Non-protein  ni- 


trogen 27  milligrams.  Icteric  index  September  13 
3,  October  5 40,  October  7 20.  Stools  negative. 

Temperature  96.8°  by  mouth  to  103  . Pulse  80  to 
140.  Respirations  20  to  44. 

X-ray  showed  the  hilus  shadows  markedly  enlarg- 
ed in  size.  There  was  a lobulated  mass  in  this  re- 
gion. The  interlobar  septum  was  visible  on  the 
right.  There  was  fine  mottled  dullness  throughout 
both  lung  fields.  The  changes  were  most  marked  in 
the  upper  lobe.  The  pelvis  and  lumbosacral  spine 
showed  no  abnormalities.  Re-examination  October  9 
showed  no  definite  change  since  the  previous  ob- 
servation. 

September  17  a gland  was  removed  from  the  neck 
for  examination.  September  19  x-ray  treatment  was 
begun. 

The  patient  had  some  pain.  From  September  15 
to  19  he  had  no  movement  of  the  bowels.  The  tem- 
perature was  101°  to  103°.  There  were  medium  rales 
at  both  bases  with  diminished  breath  and  voice 
sounds  and  with  a questionable  friction  rub  below 
the  angle  of  the  right  scapula.  The  patient  grew 
rapidly  weaker,  thinner  and  paler  and  dozed  much 
of  the  time.  The  glands  diminished  slightly  in  size. 
The  mass  in  the  right  upper  quadrant  grew  much 
smaller.  He  had  no  appetite  and  took  only  milk  and 
a few  crackers.  His  mouth  was  dry,  his  tongue 
shiny  and  stiff.  October  6 there  were  numerous 
fine  to  medium  rales  in  both  backs  and  a few  coarse 
crackles  at  the  left  base.  Fluid  persisted  in  the  ab- 
domen. The  glands  diminished  markedly  in  size. 
Octob  r 6 the  spleen  could  not  be  felt.  The  leukocyte 
count  was  6,000.  The  blood  contained  no  lymph- 
ocytes. He  continued  to  fail  rapidly.  Rales  increas- 
ed in  both  sides  of  the  chest,  more  marked  on  the 
right.  From  October  4 to  10  the  temperature  was 
never  below  100.7°  rectal  or  above  102°.  The  pulse 
was  100  to  140,  the  respiratory  rate  23  to  40.  There 
was  moderate  pitting  edema  of  the  feet.  October  10 
he  died. 


At  the  Yavapai  County  Society  meeting 
January  7th,  the  following  two  cases  will 
be  discussed. 

By  GROUP  2.  Case  1.  Breathlessness. 

Fast  admission.  An  English  pipe  organ  tuner 
forty-four  years  old  enteped  February  19  complain- 
ing of  breathlessness. 

Six  months  before  admission  he  went  on  one 
of  the  periodic  alcoholic  debauches  in  which  he  had 
always  indulged.  After  three  days  his  feet  swelled. 
When  he  stopped  drinking  the  swelling  disappear- 
ed, returning  later,  increasing  and  ascending  until 
it  involved  the  penis.  Since  the  onset  he  had  had 
sharp  pain  over  the  splenic  area  when  he  was  tired. 
Five  months  before  admission  he  had  a “cold”  last- 
ing four  to  six  weeks,  he  thought  without  fever.  He 
coughed  and  raised  a little  sputum,  and  had  pain  in 
the  back  and  breathlessness,  worse  on  exertion.  For 
three  months  he  had  had  oliguria.  Three  months  ago 
he  blegan  to  feel  a pressure  in  his  abdomen  as 
though  he  had  eaten  a heavy  meal,  with  belching 
and  nausea.  His  abdomen  graduall  yincreased  in 
size  so  that  he  had  to  loosen  his  clothing  more  and 
more.  He  tried  eating  only  one  meal  a day  with- 
out relief.  Five  weeks  before  admission  he  had  an 
x-ray  examination  and  was  advised  to  enter  a hos- 
pital. A week  later  by  advice  of  a physician  he  fol- 
lowed a regime  of  restricted  fluids,  powders  and 
unlimited  diet,  but  after  a week  stopped  it  because 
he  was  alarrmd  by  his  oliguria.  Three  weeks  before 
admission  he  followed  advice  for  rest  and  Epsom 
salts  with  some  relief  of  the  edema  and  slow  im- 
provement in  his  feeling.  Recently  he  had  slept  on 
his  back  and  had  had  dull  aching  pains  under  his 
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scapula  , relieved  by  sitting  in  a chair.  Since  the 
onset  he  had  gradually  lost  strength  and  gained 
weight,  17  pounds  up  to  a month  ago,  though  his 
arms  seemed  thinner.  He  had  had  three  moderate 
nosebleeds.  His  bowels  had  become  slightly  consti- 
pat  d. 

His  father  died  of  cancer  of  the  throat.  The  pa- 
tient’s wife  was  psychotic  for  a year  ending  six 
months  ago.  The  patient  took  care  of  her  himself. 
His  business  and  his  income  of  course  suffered.  He 
had  scarlet  fever  at  twelve,  typhoid  fever  at  twenty- 
one.  He  had  always  been  a heavy  periodic  drinker. 
At  twenty-four  he  had  lesions  on  his  soles  and  a 
s were  sore  throat,  and  was  treated  with  mercury 
by  mouth.  Two  y ars  later  his  wife  had  him  commit- 
ted to  the  Psychopathic  Hospital  for  excessive  drink- 
ing. He  had  a positive  Wassermann,  and  treated  with 
intravenous  injections  for  a year  and  a half.  At 
thirty-four  he  had  gonorrhea,  with  treatment.  At 
forty  he  had  severe  coarse  tremor  and  was  “jumpy” 
from  alcohol.  Now  he  was  more  quiet. 

Clinical  examination  showed  a slightly  wasted 
man  with  an  enormous  abdomen,  lying  flat  in  no 
discomfort  and  with  no  dyspnea.  Two  submaxillary 
glands  were  felt,  and  left  axil'ary  glands  the  size 
of  a pea.  Teeth  carious.  Marked  pyorrhea.  Smooth, 
somewhat  pedunculated  enlargement  of  the  left  ton- 
sil. Lungs  cl  nr.  Apex  impulse  of  the  heart  in  the 
fourth  space.  Left  border  of  dullness  9%  centi- 
meters fi'om  midsternum,  one  centimeter  outside 
the  midclavicular  line,  right  border  two  centimeters, 
supracardiac  dullness  6.  Sounds  of  poor  quality.  A 
systolic  murmur  a tthe  base.  Pulses  normal.  Radiais 
and  brachials  palpable  and  tortuous.  Blood  pres- 
sure 105/70  to  112/75.  Abdomen  distended;  fluid 
wave,  shifting  dullness.  A small  umbilical  hernia. 
Edema  of  legs,  sacrum  and  genitals.  Pupils  and  re- 
flexes normal. 

Urine  120  to  34  ounces,  specfiic  gravity  1.010  to 
1.030,  3 to  occasional  leukocytes  at  all  of  four  ex- 
aminations; urine  otherwise  negative  until  after 
medication  (see  below).  Blood:  leukocytes  normal, 
hemoglobin  75  to  85  per  cent,  reds  3,790,000  to 
4,700,000,  slight  poikilocytosis,  smear  otherwise  nor- 
mal. Two  Hintons  and  two  Wassermanns  weakly 
positive.  Non-protein  nitrogen  29.  Icteric  index  5. 
Two  Rosenthal  liver  function  tests:  15  to  20  per 
cent  retention.  Van  den  Bergh  test  biphasic,  1.28 
milligrams  per  10  c.c.  Abdominal  tap  February  20; 
4V2  liters  of  clear  yellow  fluid,  specific  gravity 
1.005,  150  red  cells,  50  leukocytes,  mostly  monocytes. 
Stools  not  remarkable. 

Temperature  96°  to  99°,  with  one  rise  to  100° 
March  2.  Pulse  65  to  97.  Respirations  normal. 

X-ray  examination  with  a barium  meal  and  a 
barium  enema  showed  no  definite  evidence  of  or- 
ganic disease.  Palpation  of  the  stomach  was  impos- 
sible because  of  abdominal  distention.  There  was 
some  spasm  in  the  region  of  the  sigmoid. 

A syphilis  consultant  thought  the  1 ft  obe  of  the 
liver  seemed  enlarged.  After  the  abdominal  tap  the 
liver  edge  was  felt,  smooth,  not  tender,  8 to  9 centi- 
meters below  the  costal  margin;  the  left  lobe  was 
easily  felt  and  was  larger  than  the  right.  Salyrgan, 
mercury  succinamide  and  ammonium  chloride  were 
given,  but  were  stopped  because  of  the  appearance 
of  albumin  and  casts  in  the  urine.  A lumbar  punc- 
ture was  negative.  The  dorsalis  pedis  arteries  were 
obstructed;  there  was  poor  circulation  in  the  feet. 
March  6 the  patient  was  discharged. 

History  of  Interval:  The  patient  did  fairly  well 
for  the  next  month.  He  came  to  the  Out-Patient 
Department  for  four  treatments  of  mercury  succina- 
mide, and  had  several  abdominal  taps.  March  31, 
after  taking  morphine  prescribed  by  his  physician, 
he  became  somewhat  irrational.  During  the  next 


two  days  he  sank  deeper  and  deeper  into  coma.  He 
vomited  coffee  grounds  material  several  times. 
Second  Admission,  April  2. 

Examination  showed  a comatose,  moribund  man 
with  deep  and  slowed  respirations  and  cyanotic 
cheeks  and  lips.  His  eyes  were  turned  to  the  left; 
apparently  he  could  not  move  them  to  the  right. 
Systolic  blood  pressure  80.  Pulse  somewhat  rapid 
but  regular.  Coarse  rales  posteriorly.  Abdomen 
moderaetly  distended  with  fluid.  Veins  over  the 
lower  chest  and  abdomen  dilated  and  plainly  visible. 
No  edema  of  the  legs  or  genitalia.  Leg  reflexes 
very  hyperactive,  equal.  Clonus  well  sustained  on 
the  left,  poorly  sustained  on  the  right.  Questionable 
Oppenheim  and  Babinski,  both  legs.  Arm  reflexes 
hyperactive  but  eoual. 

Temp  nature  95s.  Pulse  90  to  140.  Respirations 
normal. 

The  patient  died  quietly  the  evening  of  admis- 
sion. 


By  GROUP  3.  Case  2.  Vertical  Headache.  Swell- 
ing of  the  Face. 

First  admission.  An  Irish-American  electrician 
forty-nine  years  old  entered  the  hospital  September 
4 complaining  of  morning  headache,  chiefly  on  top 
of  the  head. 

For  three  years  he  had  had  tinnitus  in  the  right 
ear.  This  had  been  no  worse  since  the  onset  of  the 
present  illness.  For  the  two  months  he  had  had 
loss  of  memory  for  recent  events  and  had  talked 
more  slowly  than  usual.  Seven  weeks  before  ad- 
mission he  had  a cold  in  the  head,  with  much  dis- 
charge from  the  nose  every  morning.  This  had  per- 
sisted. His  eyes  ran  a good  deal.  Since  the  onset  of 
these  symptoms  there  had  been  much  more  retarda- 
tion of  speech.  Five  weeks  before  admission  he  be- 
gan to  have  a severe  vertical  headache  every  morn- 
ing, usually  disappearing  after  breakfast  and  recur- 
ring toward  evening.  For  three  weeks  he  had  had 
daily  morning  nausea  followed  by  vomiting,  not 
projectile,  and  had  a cough  with  thick  white  spu- 
tum and  hoarseness.  He  rarely  had  night  sweats. 
For  two  weeks  he  had  had  blurring  of  vision  and 
vertigo.  At  times  he  felt  as  if  he  would  fall. 

His  father  died  at  thirty-five  of  phthisis.  One 
daughter  died  at  five  with  a questionable  diagno- 
sis of  weakness  of  the  heart. 

His  eyes  had  always  troubled  him,  aching  at 
times.  He  had  worn  glasses  since  he  was  twenty- 
one.  He  had  had  no  diplopia.  The  left  nostril  was 
smaller  than  the  right.  He  had  gonorrhea  with 
treatment  before  he  was  married.  He  had  typhoid 
fever  fifteen  years  before  admission.  He  had  ton- 
sillitis ten  years  before  admission.  Four  months 
before  admission  he  had  four  teeth  Extracted. 

Clinical  examination  showed  a well  nourished 
man  with  skin  lesions  on  which  a diagnosis  of  psori- 
asis was  made.  The  heart,  lungs  and  abdomen 
showed  no  abnormalities.  With  the  arms  extended 
there  was  slight  tremor  of  the  hands,  more  on  the 
left.  Knee-jerks  and  ankle-jerks  very  lively  but  equal 
Bilateral  Babinski  was  found  at  the  entrance  exam- 
ination. but  was  not  found  by  the  visiting  neurolo- 
gist a week  later. 

Neurological  examination.  Face  pulled  to  the 
right  on  showing  teeth.  No  tremor  of  the  tongue. 
Grips  equal.  Vibratory  sense  in  the  right  leg  dimin- 
ished from  the  knee  down,  in  the  left  leg  diminished 
in  the  ankle.  Reflexes  normal  except  for  Babinski. 

Urine  normal  except  for  a slight  trace  of  sugar. 
Blood:  16,600  to  15,425  leukocytes,  polymorphonu- 
clears  78  per  cent,  hemoglobin  80  per  cent. 

Chart  normal. 

Consultations.  Oculist:  a few  floating  vitreous 
opacities.  The  right  disc  showed  hyperemia,  near 
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obliteration  of  physiological  cup  with  one-half  to  one 
diopter  of  elevation.  The  left  eye  showed  hyperemia 
with  blurring  of  the  nasal  margin.  Extra-ocular 
movements  normal.  At  a second  examination  two 
days  later  the  same  findings  were  reported.  There 
was  also  fine  jerking  rotary  nystagmus  on  looking 
up  and  to  each  side.  Visual  acuity  was  normal.  A 
third  examination  a week  later  showed  no  change. 
Ear  consultant:  No  deafness.  Both  drums  were  re- 
tracted and  the  ossicles  were  not  too  freely  movable 
in  the  right  side.  This  probably  accounted  for  the 
tinnitus.  A caloric  test  with  cold  water  showed  no 
abnormalities  of  the  horizontal  canals,  but  the 
nystagmus,  vertigo  and  past-pointing  from  the  ver- 
tical canals  of  both  ears,  although  in  the  right  di- 
rection, was  very  poor. 

X-ray  of  the  skull  showed  no  abnormalities  of 
the  skull  or  sinuses.  The  roots  of  four  teeth  showed 
abscesses.  These  teeth  were  extracted  by  a dentist 
and  two  more  were  reported  as  dead. 

September  9 the  patient  felt  as  though  he  wanted 
to  vomit  although  he  was  not  really  nauseated.  He 
became  dizzy,  weak,  semiconscious  and  would  have 
fallen  to  the  left  if  he  had  not  been  caught. 

September  14  a lumbar  puncture  between  the 
fourth  and  fifth  lumbar  vertebrae  gave  clear  fluid, 
initial  pressure  normal,  good  rise  and  fall  on  jugu- 
lar compression,  1 cell,  alcohol  positive,  ammonium 
sulphate  and  Wasscrmann  negative,  total  protein 
97  milligrams,  colloidal  gold  1111211000. 

While  the  patient  was  in  the  hospital  the  nausea 
and  vomiting  stopped  and  the  headache  became 
less  frequent  and  severe.  September  21  he  was  dis- 
charged, to  return  at  the  end  of  a month  for  check 
up. 

History  of  interval.  After  going  home  the  patient 
had  a return  of  the  attacks,  though  they  were  less 
severe.  On  October  9 he  was  semi-comatose.  The 
following  day  he  could  remember  seeing  two  physi- 
cians and  several  ministers,  but  could  not  remem- 
ber any  events  connected  with  them. 

Second  admission,  October  10,  three  weeks  after 
his  discharge. 

General  physical  examination  was  as  before.  Neu- 
rological examination  the  day  after  admission  show- 
ed definite  bilateral  plantar  flexion.  There  was  very 
little  evidence  of  lack  of  coordination  in  the  finger- 
to-finger  and  finger-to-nose  tests.  Nystagmus  was 
very  slight  if  present  at  all.  There  was  no  ataxia. 
There  was  questionable  slight  left  fifth  motor  and 
left  seventh  weakness.  Tinnitus  was  present  on  the 
right. 

Before  operation  the  chart  was  normal. 

October  13  operation  was  done.  After  it  the  tem- 
perature was  irregular,  with  periods  of  elevation  to 
100°  or  101°,  once  to  102.2°,  lasting  one  to  three 
days,  with  intervals  of  days  or  weeks  of  normal  or 
occasionally  subnormal  temperature.  The  pulse  was 
56  to  130;  usually  below  90  until  November  18.  The 
respirations  were  not  remarkable  until  December  13, 
when  there  was  a terminal  rise  in  the  whole  chart 
— temperature  100°  to  105.2°,  pulse  108  to  150,  res- 
pirations 22  to  50. 

X-ray  examination  October  16  showed  a peculiar 
mottled  appearance  of  the  bones  of  the  skull.  The 
calvarium  was  rather  heavy.  A review  of  the  previ- 
ous plates  showed  similar  but  less  marked  changes. 
The  sella  turcica  appeared  normal.  There  was  cal- 
cification in  the  region  of  the  pineal  gland.  There 
was  no  evidence  of  increased  intracranial  pressure. 

October  21  there  was  mild  staphylococcus  infec- 
tion of  the  wound,  causing  edema  so  marked  as  to 
shut  the  right  eye.  Four  days  later  the  entire  ex- 


tent of  the  incision  was  infected.  There  was  evi- 
dence of  pressure.  October  27  herniation  of  the 
brain  tissue  was  suspected  and  October  31  was  defi- 
nietly  present.  The  infection  slowly  cleared.  A con- 
sulting oculist  found  early  choking  of  each  disc.  The 
physiologic  cups  were  still  present.  November  6 a 
lumbar  puncture  showed  an  initial  prsesure  of  450, 
total  protein  65.  Forty  cubic  centimeters  of  clear 
fluid  was  withdrawn.  After  the  procedure  the  swell- 
ing was  definitely  diminished  and  the  skin  edges 
were  partially  drawn  together  with  adhesive.  Lum- 
bar punctures  were  done  also  on  October  19,  20 
and  27.  The  patient  lost  ground  steadily,  be- 
came much  more  stuporous  with  Cheyne-Stokes 
respiration  at  times.  An  attempt  to  tape  the  skin 
edges  over  the  wound  caused  blockage  of  pus  drain- 
age and  spread,  so  that  the  wound  was  left  wide 
open.  The  brain  fungus  was  moderately  riddled  with 
small  abscesses.  By  December  11  the  infection  had 
practically  cleared  and  epithelializatiV>n  was  al- 
most complete.  The  wound  was  not  particularly 
tense.  The  fundi  seemed  quite  flat,  with  evident  sec- 
ondary optic  atrophy.  The  patient  was  periodically 
drowsy  and  alert.  December  16  the  leukocyte  count 
was  72,800,  the  polymorphonuclears  93  per  cent. 
There  were  signs  of  possible  beginning  pneumonia. 
December  17  these  were  increasing.  That  night  the 
patient  died. 


ARIZONA  NEWS  AND  PERSONALS 

DRS.  E.  PAYNE  PALMER  and  JOSEPH  M. 
GREER,  of  Phoenix,  are  among  the  Arizona  sur- 
geons attending  the  American  College  of  Surgeons 
in  Chicago  this  month. 

DR.  C.  E.  YOUNT,  of  Prescott,  left  the  latter 
part  of  September  for  special  work  in  fracture  man- 
agement at  the  Massachusetts  General  Hospital  in 
Boston,  following  which  he  expected  to  attend  the 
American  College  of  Surgeons  in  Chicago  this 
month. 

DR.  SAMUEL  H.  WATSON,  of  Tucson,  has  re- 
cently returned  from  a European  tour  of  several 
weeks,  and  resumed  his  practice. 

DR.  F.  T.  WRGHT,  of  Douglas,  president  of  the 
Board  of  Medical  Examiners,  returned  from  a Euro- 
pean trip  of  two  months,  in  time  for  the  October 
meeting  of  the  Board. 

DR.  NELSON  D.  BRAYTON,  of  Miami,  and  fam- 
ily, have  returned  from  their  European  trip,  and  the 
doctor  has  resumed  his  work  at  Miami. 

DR.  R.  J.  STROUD,  of  Tempe,  Superintendent 
of  Public  Health  for  Arizona,  has  returned  from  a 
trip  east,  where  he  went  chiefly  to  attend  the  Amer- 
ican Public  Health  Association  meeting  in  Minne- 
apolis. 


SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Commerce. 


EL  FRESCO  REST  HOME 
Los  Angeles,  California 

Large,  comfortable  house,  with  enclosed,  furnish- 
ed garden.  Special  emphasis  on  outdoor  life  and 
dietetics.  Terms  reasonable.  References  given.  Ad- 
dress P.  O.  Box  1057,  Station  C.,  Los  Angeles,  Calif. 
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THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
OF  THE  SOUTHWEST 

PROGRAM 
of  the 

FIFTEENTH  ANNUAL  SESSION 

PHOENIX,  ARIZONA 
NOVEMBER  7,  8 and  9,  1929 


Headquarters  and  Registration — Hotel  Westward  Ho. 
Scientific  Sessions  and  Medical  Clinics — Woman’s  Club  Auditorium. 
Surgical  Clinics — St.  Joseph’s  Hospital  and  Good  Samaritan  Hospital. 


THURSDAY,  NOVEMBER  7. 

Forenoon. 

SURGICAL  CLINICS— 8:00  to  10:30. 

MEDICAL  CLINICS— 10:45  to  12:00. 

(Secure  supplementary  program  at  time  of  registration  for  details  of  clinics.) 
“Clinical  Luncheon” — 12:10  sharp — Hotel  Westward  Ho. 

(A  selected  gu  st  will  give  a clinical  talk  of  about  25  minutes.) 
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Afternoon  Session — 1:30  sharp — Woman’s  Club  Auditorium. 

Dr.  F.  D.  Garrett,  El  Paso,  Texas. 

“ Medical  and  Surgical  Treatment  of  Peptic  Ulcer;  An  Attempt  to  Define 
the  Limitations.” 

Dr.  R.  L.  Ramey,  El  Paso,  Texas. 

“ The  Surgical  Aspects  of  Gastric  Ulacr,  until  Reports  of  Some  Unusual 
Cases.” 

Dr.  J.  W.  Hannett,  Albuquerque,  N.  M. 

“Perforated  Duodenal  Ulacr.” 

Discussion  of  Papers  of  Drs.  Garrett,  Ramey  and  Hannett. 

Dr.  John  V.  Barrow,  Los  Angeles,  Professor  of  Clinical  Medicine,  College  of 
M>idical  Evangelists.  (By  invitation.) 

“ Moving  Picture  Demonstration  of  Human  Intestinal  Protozoa,  with  Re- 
marks on  their  Clinical  Aspects  and  Treatment.'” 

Dr.  Mark  P.  Beam,  Albuquerque,  N.  M. 

“ Case  Report  with  X-ray  Fihns.” 

Dr.  Willis  W.  Waite,  El  Paso,  Texas. 

“Who  Should  Be  Called  a Pathologist?” 


Evening. 

Buffet  Dinner,  for  men,  followed  by  smoker  and  entertainment. 

Entertainment  for  visiting  ladies,  by  Maricopa  County  Medical  Society  Ladies’ 
Auxiliary. 


FRIDAY,  NOVEMBER  8. 

Forenoon. 

SURGICAL  CLINICS,  8:00  to  10:30. 

MEDICAL  CLINICS,  10:45  to  12:00. 

(See  suplementary  program  for  details  of  clinics.) 

“Clinical  Luncheon,”  12:10  sharp— Hotel  Westward  Ho. 
Talk  by  some  selected  guest 


Afternoon  Session,  1 :30  sharp. 

Woman’s  Club  Auditorium 
Dr.  Kelvin  D.  Lynch,  El  Paso,  Texas. 

“ Problems  in  Surgery  of  Kidney  and  Ureteral  Stone.” 

Dr.  W.  G.  Shultz,  Tucson,  Arizona. 

“Anomalies  of  the  Kidney  Pelvis  and  Upper  Ureter.” 

Dr.  W.  R.  Jamieson,  El  Paso,  Texas. 

“Solitary  Cyst  of  Kidney.” 

Discussion  on  papers  of  Drs.  Lynch,  Shultz  and  Jamieson. 

Dr.  William  Dock,  San  Francisco,  Assistant  Professor  of  Medicine,  Stanford 
University  School  of  Medicine.  (By  invitation.) 

“ Some  Details  of  the  Treatment  of  Heart  Disease.” 

Dr.  John  W.  Cathcart,  El  Paso,  Texas. 

“The  Pathological  Cervix.” 

Dr.  Leslie  Smith,  El  Paso,  Texas. 

“Ringworm  of  the  Hands  and  Feet;  a Consideration  of  its  Recurrences.” 

Dr.  Frank  Schuster,  El  Paso,  Texas. 

“Some  of  the  Effects  of  Aviation  as  Seen  in  Eye,  Ear,  Nose  and  Throat 
Studies." 


Evening: — Annual  Dinner  and  Dance. 
Ball  Room  of  Hotel  Westward  Ho. 
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SATURDAY,  NOVEMBER  9. 

Forenoon. 

SURGICAL  CLINICS,  8:00  to  10:30. 

MEDICAL  CLINICS,  10:45  to  12:00. 

(Sec  supplementary  program  for  details  of  clinics.) 

“Clinical  Luncheon,”  12:10  sharp.  Hotel  Westward  Ho. 

(Talk  by  some  selected  guest.) 


Afternoon,  1 :30  sharp. 

(Woman’s  Club  Auditorium.) 

Dr.  Orville  Egbert,  El  Paso,  Texas. 

“ Blood  Sedimentation  Studies  in  Tuberculosis.” 

Dr.  Robert  S.  Flinn,  Prescott,  Arizona. 

“Coronary  Occlusion.” 

Dr.  R.  B.  Homan,  El  Paso,  Texas. 

“Tumors  of  the  Chest.” 

Dr.  Leo  Eloesser,  San  Francisco,  Clinical  Professor  of  Surgery,  Stanford  Uni- 
versity School  of  Medicine.  (By  invitation.) 

“Treatment  of  Bronchiectasis.” 


General  Business  Meeting. 
Election  of  Officers. 


Evening 

Public  meeting,  under  auspices  of  the  Arizona  Cancer  Committee 
with  showing  of  the  Canti  Film. 


IMPORTANT  DETAILS. 

Hotel  Westward  Ho  is  the  headquarters  and  place  of  registration. 
This  is  a fine  new  hotel  on  Central  Avenue,  five  blocks  north  of  the 
center  of  the  city. 

The  Woman’s  Club  is  immedaitely  adjoining  the  hotel  on  the  rear, 
facing  on  First  Avenue.  Here  the  medical  clinics  and  the  general  ses- 
sions will  be  held. 

Announcements  regarding  the  clinics  will  be  ready  for  distribu- 
tion at  the  time  of  registration. 

The  Maricopa  County  Medical  Society  is  noted  for  its  hospitality, 
and  nothing  is  being  spared  by  them  to  make  the  arrangements  for 
the  meetings  adequate  and  complete.  The  entertainment  of  members, 
visiting  doctors  and  lady  guests  will  be  of  the  usual  high  order.  The 
primary  object  of  the  meeting  will  be  the  scientific  programs  and 
clinics,  and  entertainments  are  not  planned  which  will  interfere  with 
these,  but  all  three  evenings  will  be  given  over  to  a diversity  of  en- 
joyable functions. 

Only  three  papers  from  outside  our  own  membership  have  been 
placed  on  the  program — one  each  day.  These  will  be  interesting  and 
will  bring  to  us  subjects  of  importance  in  daily  practice. 
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Headquarters — 


For  the  Convention  of 
The  Medical  and  Sur- 
gical Association  of  the 
Southwest,  at  Phoenix 
November  7,  8,  9 


at 


Ho 


You  can  make  your  home  here 
at  the  Westward  Ho  while  in 
Phoenix  attending  the  conven- 
tion. Completely  appointed  for 
your  convenience.  Your  early 
reservation  will  assure  you  of 
accomodations  to  your  com- 
plete satisfaction. 

Reasonable  Dining  Room  Prices 
Geo.  W.  Lindholm 

President  and  Managing  Director 
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ARIZONA  BOARD  OF  MEDICAL  EXAM- 
INERS 

At  the  July  meeting  of  the  Board,  held  in 
Phoenix,  the  following  men  were  granted  li- 
censes to  practice  medicine  and  surgery: 

Dr.  Thomas  G.  Reynolds,  of  Los  Angeles;  gradu- 
ate of  the  College  of  Medical  Evangelists,  1923 ; 
by  reciprocity  with  California. 

Dr.  Emmo  D.  Berends,  of  Phoenix,  Ariz.;  graduate 
of  Louisville  University,  of  1921;  reciprocity  with 
Kentucky. 

Dr.  Arnott  K.  Duncan,  of  Bisbee,  Ariz.;  graduate 
of  Tulane  University,  1912;  reciprocity  with  Louisi- 
ana. 

Dr.  Guy  C.  French,  of  Phoenix,  Ariz.;  graduate  of 
St.  Louis  University,  1926;  reciprocity  with  Missouri. 
Dr.  French  is  associated  with  Dr.  W.  0.  Sweek  of 
Phoenix. 

Dr.  William  Langsford,  Tucson ; graduate  of  Den- 
ver and  Gross  Medical  School,  1903;  reciprocity  with 
Oklahoma. 

Dr.  Kim  D.  Curtis,  Phoenix;  graduate  of  Balti- 
more Medical  College,  1907 ; reciprocity  with  Mis- 
souri. 

Dr.  Arthur  E.  Burgher,  St.  Joseph,  Mo.;  graduate 
of  Keokuk  Medical  College,  1902;  reciprocity  with 
Missouri. 

Dr.  Gould  T.  Wells,  Gila  Bend,  Ariz.;  graduate  of 
University  of  Arkansas,  1927 ; by  examinaiton.  Dr. 
Wells  takes  over  the  work  resigned  by  Dr.  L.  H. 
Richards,  who  has  moved  to  Tucson. 

Dr.  Juan  S.  Gonzales,  Nacozari,  Mexico;  graduate 
of  University  of  Oklahoma,  1927;  by  examination. 

Dr.  John  K.  Moeur,  Tempe,  Ariz.,  graduate  of  Uni- 
versity of  Illinois,  1928;  by  examination.  Dr.  Moeur 
is  a son  of  Dr.  B.  B.  Moeur,  and  is  to  be  associated 
in  practice  wdth  his  father. 

Dr.  Lucius  C.  Alston,  Mesa,  Ariz.;  graduate  of  the 
University  of  West  Tennessee,  1918;  by  examina- 
tion. 

Dr.  Adiel  R.  Scott,  Nogales,  Ariz.;  graduate  of 
Atlanta  College  of  Phys.  and  Surg.,  1902 ; by  reci- 
procity with  Georgia. 

Dr.  Oscar  W.  Thoeny,  Phoenix,  Ariz.;  graduate  of 
University  of  Minnesota,  1928;  reciprocity  with  the 
U.  S.  Navy.  Dr.  Thoeny  is  to  be  associated  wdth  Dr. 
J.  J.  McLoone,  of  Phoenix,  in  practice  of  the  spe- 
cialty of  eye,  ear,  nose  and  throat. 

At  the  regular  meeting  of  the  Board,  held 
in  Phoenix,  the  first  week  in  October,  the  fol- 
lowing physicians  and  surgeons  received  li- 
cense to  practice  in  Arizona : 

Dr.  Donald  E.  Maynard,  Durango,  Colo.;  gradu- 
ate of  Northwestern  University,  1922;  by  reciprocity 
wdth  Colorado. 

Dr.  Wm.  M.  Maloney,  Los  Angeles,  Calif. ; gradu- 
ate of  Cornell  University,  1924;  by  reciprocity  with 
California. 

Dr.  James  S.  Brown,  Jr.,  Kaibab  Forest,  Ariz.; 
graduate  of  Tulane  University,  1925;  by  reciprocity 
with  National  Board  of  Medical  Examiners. 

Dr.  John  T.  Barbee,  Phoenix;  graduate  of  Bell- 
vue  Hospital  Medical  College,  1896;  by  reciprocity 
with  Tennessee. 

Dr.  George  O.  Bassett,  Whipple,  Ariz.;  graduate 
of  George  Washington  University,  1919 ; by  reci- 
procity wdth  District  of  Columbia. 

Dr.  Adam  McC.  Byrd,  Northfolk,  W.  Va.;  gradu- 
ate of  Medical  College  of  Virginia,  1898;  by  reci- 
procity wdth  Virginia. 

Dr.  James  R.  Wedel,  Keokuk,  Iowa;  graduate  of 
Keokuk  College  of  Physicians  and  Surgeons;  1897; 
by  reciprocity  with  Iowa. 

Dr.  Ernest  S.  Roberts,  Bisbee,  Ariz.;  graduate  of 


Rush  Medical  College,  1928 ; reciprocity  wdth  Na- 
tional Board  of  Medical  Examiners. 

Dr.  George  B.  Irvine,  Tempe,  Ariz.;  graduate  of 
University  of  Illinois,  1920;  reciprocity  with  Minne- 
sota. 

Dr.  Edward  M.  Parham,  Tombstone;  graduate  of 
Tulane  University,  1898;  by  reciprocity  with  New 
Mexico.  Dr.  Parham  comes  to  Tombstone  from  Gal- 
lup, N.  M. 

Dr.  Roy  I.  Theisen,  Tucson,  Ariz.;  graduate  of 
University  of  Iowa,  1925;  by  reciprocity  with  IowTa. 

Dr.  Sydney  V.  West,  Los  Angeles ; graduate  of 
University  of  California,  1903;  by  reciprocity  with 
California. 

Dr.  Robert  C.  Kirkwood,  Benson,  Ariz.;  graduate 
of  Jefferson  Medical  College,  1908;  by  reciprocity 
wdth  Pennsylvania. 

Dr.  Archie  P.  Kimball,  Yuma,  Ariz.;  graduate  of 
Creighton  Medical  College,  1908;  by  reciprocity  with 
South  Dakota. 

Dr.  Charles  V.  Barley,  Tucson,  Ariz.;  graduate  of 
Stanford  Univehsity,  1928 ; by  examination. 

Dr.  L.  D.  Dewey,  Bisbee,  Ariz.;  graduate  of  Uni- 
versity of  Nebraska,  1928;  by  examination. 

Dr.  Charles  S.  Powell,  Yuma,  Ariz.;  graduate  of 
Tulane  University,  1928;  by  examination. 

Dr.  Francis  I.  Powers,  Jerome,  Ariz.;  graduate  of 
Creighton  University,  1926;  by  examination.  Dr. 
Powers  is  on  the  staff  of  the  United  Verde  Hos- 
pital. 

Dr.  Hilton  J.  McKeowm,  Phoenix ; graduate  of  Mc- 
Gill University,  1927;  by  examination. 

Dr.  Robt.  K.  Hilton,  Morenci,  Ariz.;  graduate  of 
University  of  Chicago,  1929;  by  examination. 


ABSTRACT  OF  THE  PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES  AT  THE  PORTLAND 
SESSION  OF  THE  AMERICAN  MEDICAL  AS- 
SOCIATION, JULY  8-12,  1929. 


The  Eightieth  Annual  Session  of  the  American 
Medical  Association  was  held  in  Portland,  Oregon, 
July  8 to  12,  1929. 

The  House  of  Delegates  convened  at  10:00  a.  m., 
July  8,  and  was  called  to  order  by  the  Speaker,  Dr. 
F.  C.  Warnshuis  of  Micigan. 

The  minutes  of  the  Seventy-ninth  Annual  Session 
were  approved  as  printed.  The  annual  addresses  of 
the  speaker,  the  president  and  the  president-elect 
wrere  heard  by  the  House  and  inferred  to  the  Refer- 
ence Committee  on  Reports  of  Officers.  These  ad- 
dresses appeared  in  The  Journal  of  the  American 
Medical  Association  for  July  20,  1929.  Reports  of 
the  Board  of  Trustees,  of  the  Secretary,  of  councils 
and  of  other  standing  committees  were  submitted  to 
the  House  and  referred  to  reference  committees. 

That  part  of  the  report  of  the  Board  of  Trutees 
dealing  with  the  need  for  a new  building  to  house 
the  activities  of  the  Association  was  referred  to  a 
special  committee  appointed  by  the  Speaker  on  auth- 
orization of  the  House. 

HISTORY  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION 

Dr.  William  Allen  Pusey,  delegate  from  Illinois, 
submitted  a resolution  providing  for  the  appointment 
of  a committee  by  the  Board  of  Trustees  to  direct 
the  preparation  and  publication  of  a comprehensive 
history  of  the  Association.  This  resolution,  having 
been  referred  to  the  Board  of  Trustees,  was  rec- 
ommended for  adoption  and  the  recommendation  was 
approvd  by  the  House  of  Delegates. 

PRACTICE  BY  CORPORATIONS  AND  OTHER 
GROUPS  AND  THE  RELATIONSHIP  OF 
PHYSICIANS  THERETO 

Dr.  William  Allen  Pusey,  delegate  from  Illinois, 
presented  a resolution  providing  that  the  Judicial 


. . . jhe  Factor  of 

Reliability  in  Diathermy  Apparatus 


THE  demonstration  of  a Victor  Vario-Fre-  Such  a record  offers  eloquent  proof  that  the  prin- 
quency  Diathermy  Apparatus  will  thoroughly  ciples  of  design  are  correct,  that  the  selection  of 
convince  you  of  its  ability  to  deliver  a smooth  high  quality  materials  is  considered  paramount, 


heat,  deep  within  the  tissues  of 
any  affected  part  for  which  heat 
is  prescribed,  and  easily  regulated 
to  the  point  of  comfort  and  tob 
erance  of  the  patient. 

The  purchaser  of  a Victor 
Vario' Frequency  Apparatus  is 
assured  that  the  outfit  will  prove 
just  as  efficient  and  reliable  in 
his  practice,  day  in  and  day  out, 
as  it  is  on  demonstration.  Factory 
records  on  this  outfit  show  that 
only  one  out  of  every  four  hun- 
dred installed  has  been  returned 
because  of  defect  in  material  or 
workmanship. 


and  that  skilled  workmanship 
with  the  best  manufacturing  facil- 
ities prevail — all  of  which  con- 
tribute to  this  score  of  99.75% 
perfect. 

The  increasing  use  of  diathermy 
warrants  your  serious  considera- 
tion of  the  Victor  Vario-Frequency 
Apparatus — a wise  investment  on 
a \nown  quantity.  May  we  send 
you  some  abstract  material  from 
medical  literature,  pointing  out 
the  value  of  diathermy  to  your 
individual  practice  ? 


VICTOR  X-RAY  CORPORATION 


Manufacturers  of  the  Coolidge  Tube 
and  complete  line  of  X-Ray  Apparatus 


Physical  Therapy  Apparatus,  Electro- 
cardiographs, and  other  Specialties 


2012  Jackson.  Boulevard  Branches  in  all  Principal  Cities  Chicago,  Illinois,  U.S.A. 


A GENERAL  ELECTRIC 


ORGANIZATION 


DALLAS,  TEXAS— VICTOR  X-RaY  CORPORATION  OF  TEXAS 
316-318  Medical  Arts  Bldg. 

LOS  ANGELES,  CALIF.,  MEDICO-DENTAL  BLDG. 

REGIONAL  SERVICE  DEPOTS 

San  Antonio — Medical  Arts  Bldg.  Houston — 322  Medical  Arts  Bldg. 
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Council  of  the  Associtaion  be  asked  to  present  to  the 
House  of  Delegates  at  the  annual  meeting  in  1930  a 
comprehensive  statement  for  the  guidance  of  the 
American  Medical  Association  concerning  the  prac- 
tice of  medicine  by  corporations,  by  clinics,  by  phil- 
anthropic organizations,  by  industrial  organizations 
by  demonstrations  and  by  similar  organizations,  and 
concerning  the  relationship  of  physicians  thereto. 

This  resolution  was  considered  by  the  House  of 
Delegates  in  executive  session.  The  resolution  was 
adopted. 

HOME  FOR  INDIGENT  PHYSICIANS 
Dr.  J.  Norman  Henry  of  Pennsylvnaia  submitted 
the  report  of  a special  committee  appointed  to  study 
the  need  for  the  establishment  of  a home  for  needy 
physicians.  This  report  was  referred  to  the  Board 
of  Trustees  and  was  recommended  for  adoption.  Af- 
ter discussion  by  several  delegates,  the  recommend- 
ations of  the  Board  of  Trustees  were  approved,  and 
the  report  of  the  committee  adopted.  The  report  of 
the  committe  advised  against  the  establishment  by 
the  Association  of  a home  or  homes  for  indigent 
physicians  and  expressed  the  opinion  that  “it  is  not, 
nor  should  it  be,  a function  of  the  American  Medi- 
cal Association  at  this  time  to  undertake  the  care 
of  indigent  physicians  in  any  way.” 

LISTS  OF  PHYSICIANS  IN  CLASSIFIED  TELE- 
PHONE DIRECTORIES 
Dr.  G.  Henry  Mundt,  delegate  from  Illinois,  sub- 
mitted a resolution  providing  that  when  publishers 
of  classified  telephone  directories  impose  a charge 
for  listing  the  names  of  ethical  physicians  in  such 
directories,  component  county  medical  societies  of 
the  American  Medical  Association  be  advised  to  dis- 
continue such  listings  in  classified  directories.  The 
Reference  Committee  on  Legislation  and  Public  Re- 
lations, to  which  this  resolution  was  referred,  rec- 
ommended the  adoption  of  the  resolution,  and  the 
recommendation  of  the  Reference  Committee  was 
approved  by  the  House  of  Delegates. 
ENDORSEMENTS  OF  THE  METHODS  OF  THE 
DEPARTMENT  OF  COMMERCE  IN  THE 
SELECTION  OF  MEDICAL  EXAMINERS 
Dr.  Albert  Soiland,  delegate  from  California,  sub- 
mitted a resolution  providing  that  the  American 
Medical  Association  should  endorse  “the  medical 
work  of  the  Department  of  Commerce,  its  methods 
of  physical  examination  and  its  method  of  selection 
of  medical  examiners,  and  urge  that  the  same  high 
standards  be  continued  and  offers  the  support  of  the 
American  Medical  Association  in  furthering  the  spe- 
cialty of  aviation  medicine.”  This  resolution,  re- 
ferred to  the  Reference  Committee  on  Hygiene  and 


Public  Health,  was  favorably  reported  and  was 
adopted  by  the  House  of  Delegates. 

DANGERS  OF  ILLUMINATING  GASES  AND 
GASES  USED  IN  ELECTRICAL 
REFRIGERATION 

Dr.  J.  W.  Van  Derslice,  delegate  from  Illinois, 
submitted  a resolution  providing  for  the  appointment 
by  the  Board  of  Trustees  of  a committee  to  study 
and  report  on  the  menaces  to  health  and  to  life  from 
carbon  monoxide  gas  as  a constituent  of  illuminat- 
ing gas  and  as  a byproduct  of  the  combustion  of 
gasoline  in  automobiles;  on  the  dangers  of  gases 
used  in  electrical  refrigeration,  and  on  steps  neces- 
sary to  be  taken  for  the  protection  of  the  public. 


The  G.  Wilse  Robinson  Sanitarium 
and  Neuro-Psychopathic  Hospital 

For  Nervous  and  Mental  Disorders 
and  Allied  Conditions 
Alcoholism  and  Drug  Addiction 

Pleasantly  located,  on  a beautiful  tract  of  25  acres. 
Buildings  are  commodious  and  attractive.  Rooms 
with  private  bath  are  available. 

Approved  diagnostic  and  therapeutic  methods  used. 
Occupational  therapy,  recreation  and  entertainment. 
G.  Wilse  Robinson,  M.  D.,  Medical  Director 

Office: — Suite  814-817  Medical  Arts  Bldg. 
34th  and  Broadway 

Sanitarium: — 8100  Independence  Road 
Kansas  City,  Missouri 
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THE  BEST  WAY 

To 

Feed  A Baby 


There  are  many  methods  of  artificially  feeding 
babies.  Often  the  physician  asks  What  is  the 
best  way? 

Tlte  Answers 


T here  are  no  standardized  babies  and 
therefore  no  standardized  foods  are 
suitable  for  all  babies . The  require- 
ments of  the  individual  baby  must  be 
considered . 


This  is  why  the  formulas  of  Mead’s  Dextri-Maltose, 
cow’s  milk  and  water  are  most  popular  with  a 
majority  of  physicians,  because  these  formulas  can 
be  regulated  to  suit  the  requirements  of  the  indi- 
vidual baby. 

First  Thought  — Breast  Milk. 

Second  Thought—  Mead’s  Dextri-Maltose,  Cow’s 
Milk  and  Water. 


Scientific  literature  and  a supply  of 
Dextri-Maltose  for  clinical  ob- 
servation will  be  furn- 
ished on  request . 


Mead  •foltnson  & Company 

Evansville.  Isidfana 


Manufacturers  of  Infant  Diet  Materials  Exclusively 
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This  resolution,  referred  to  the  Reference  Committee 
on  Hygiene  and  Public  Health,  was  adopted  by  the 
House. 

TEACHING  OF  OBSTETRICS 
Dr.  James  R.  Bloss,  delegate  from  West  Virginia, 
presented  a resolution  providing  that  the  Council  on 
Medical  Education  and  Hospitals  be  asked  to  invest- 
igate the  present  teaching  of  obstetrics  in  the  Unit- 
ed States  and  to  seek  readjustment  of  the  curriculum 
so  that  hours  allotted  to  teaching  of  obstetrics  be 
equal  to  those  allotted  to  the  teaching  of  surgery. 
The  Reference  Committee  on  Medical  Education  rec- 
ommended the  amendmnt  of  the  resolution  as  pre- 
sented by  Dr.  Bloss  so  that  it  would  provide  that  the 
House  of  Delegates  request  the  Council  on  Medical 
Education  and  Hospitals  to  investigate  the  present 
teaching  of  obstetrics  “and  make  such  recommenda- 
tions for  increasing  the  clinical  teaching  hours  of  ob- 
stetrics as  the  results  of  its  investigations  may  war- 
rant.” On  motion  of  Dr.  Mundt  of  Illinois,  seconded 
by  Dr.  Mongan  ow  Massachusetts,  the  resolution  was 
re-referred  to  the  Reference  Committee  on  Medical 
Education.  At  a later  session  this  Reference  Com- 
mittee recommended  the  adoption  of  the  following 
resolution: 

Whereas,  The  time  allotted  for  the  teaching  of  ob- 
stetrics in  the  curriculums  of  the  several  medical 
schools  has  been  cut  down  and  is  inadequate  to  drill 
the  student  thoroughly  in  this  important  major,  be  it 
RESOLVED,  That  the  House  of  Delegates  request 
the  Council  on  Medical  Education  to  investigate  the 
present  teaching  of  obstetrics  in  this  counrty  and 
make  such  recommendations  for  increasnig  the  clini- 
cal teaching  hours  of  obstetrics  as  the  results  of  its 
investigations  may  warrant. 

The  resolution  as  amended.by  the  Reference  Com- 
mittee was  adopted  by  the  House  of  Delegats. 

AMENDMENTS  TO  BY-LAWS 
Dr.  E.  C.  Thrash,  delegate  from  Georgia,  proposed 
the  following  amendment  to  the  By-Laws:  Amend 
Chapter  XIX  of  the  By-Laws  by  substituting  the 
words  “two-thirds”  for  the  words  “three-fourths” 
so  as  to  permit  the  amendment  of  the  By-Laws  of 
the  Association  by  a two-thirds  vote  of  the  House  of 
Delegates.  On  recommendation  of  the  Reference 
Committee  on  Amendments  to  the  Constitution  and 
By-Laws,  the  proposed  amendment  was  adopted. 

ADVERTISING  HOSPITALS 
Dr.  Burt  R.  Shurly,  delegate  from  the  Section  on 
Laryngology,  Otology  and  Rhinology,  presented  a 
resolution  providing  that  inasmuch  as  some  hos- 
pitals, municipal  and  otherwise,  have  advertised  in 
the  daily  press  “and  have  given  to  the  public  stories 
of  their  special  excellence  and  efficiency  as  com- 
pared with  other  hospitals,”  such  advertisements  be 
collected  by  the  Council  on  Medical  Education  and 


Hospitals  and  that  the  “question  of  hospital  adver- 
tising be  given  due  consideration  and  reported  to  the 
House  of  Delegates  at  the  next  annual  meeting  and 
the  rating  of  hospitals  be  affected  according  to  the 
unethical  advertising  published.” 

The  Reference  Committee  on  Medical  Education, 
to  which  this  resolution  was  referred,  recommended 
the  amendment  of  the  resolution  as  introduced  by 
Dr.  Shurly  so  that  it  would  read  as  follows: 

RESOLVED,  That  any  physician  observing  such 
advertisements  be  requested  to  send  them  to  the 
Council  on  Medical  Education  and  Hospitlas  for  its 
information  and  use  in  the  rating  of  hospitals. 

The  resolution  as  amended  was  adopted. 

HONORARIUMS  TO  SECTION  SECRETARIES 
Dr.  Burt  R.  Shurly,  delegate  from  the  Section  on 
Laryngology,  Otology  and  Rhinology.  submitted  a 
reso'ution  providing  that  the  sum  of  $100  shall  be 
paid  to  each  section  secretary  in  addition  to  the  hon- 
orarium nowr  paid  “to  cover  the  actual  expenses  in- 


A New  Idea  of 
Special  Interest 
to  Obstetricians 


The 


MATERNITY 

BRASSIERE 

and  Breast  Support 

To  render  a more  complete 
service  in  our  Maternity  Gar- 
ments, we  offer  to  the  profes- 
sion a very  efficient  Maternity 
Breast  Support  for  use  both 
before  and  after  parturition. 
In  design  this  garment  carries 
into  effect  the  Camp  System 
of  Adjustment,  which  gives  a 
simple  way  of  adapting  size  to 
changing  body  proportions.  It 
prevents  sagging  of  muscles, 
and  acts  as  a “sling"  for  the 
breast.  It  also  assists  in  re- 
stricting the  accumulation  of 
superfluous  fats  throughout 
the  upper  body. 


In  purpose,  this  garment 
correlates  perfectly  with 
our  Camp  Maternity 
Abdominal  Supports. 


S.  H.  Camp  and  Company 


Manufacturers — Jackson,  Michigan 
New  York  City  Chicago  London 

330  Firth  Avc.  59  r2.  Madison  St.  52  Mortimer  St. 


Founded  1S96  by  Dr.  Hubert  Work 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


New  Building 

New  Equipment 

NEURO-PSYCHIATRIC 

CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 
DRUG  ADDITIONS 


H.  A.  LaMoure,  M.  D. 

Superintendent 
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volved  in  the  preparation  of  the  program  and  the 
presentation  of  the  same  at  the  annual  meeting.” 
The  Board  of  Trustees,  to  which  this  resolution  was 
referred,  reported  that  no  statement  had  come  to 
the  attention  of  the  Board  indicating  that  the  hon- 
orarium now  paid  section  secretaries  is  insufficient, 
and  that  the  Board  of  Trustees  stands  ready  to  make 
the  Board  of  Trustees  was  approved  by  the  House  of 

DfcilGg1  citGS. 

SUPPLEMENT  TO  THE  JOURNAL 
Dr.Burt  R.  Shurly,  delegate  from  the  Section  on 
Laryngology,  Otology  and  Rhinology,  submitted  a 
resolution  providing  that  the  Board  of  Trustese  be 
authorized  to  prepare  a supplement  to  The  Journal, 
in  which  papers  read  before  sections  and  not  accept- 
ed for  regular  publication  in  The  Journal  should  ap- 
pear. This  resolution  was  reported  unfavorably  by 
the  Board  of  Trustees,  to  whom  it  had  been  refer- 
red, and  the  House  of  Delegates  adopted  the  recom- 
mendation of  the  Board. 

DIGEST  ON  PHYSICAL  THERAPY 
Dr.  Joseph  F.  Smith,  delegate  from  Wisconsin, 
presented  a resolution  providing  that  the  Board  of 
Trustees  be  requested  to  have  prepared  by  the  Coun- 
cil on  Physical  Therapy  a digest  setting  forth  the 
basic  principles  underlying  the  employment  of  physi- 
cal agents  and  their  mode  of  action  on  living  tis- 
sue, and  to  publish  this  digest  in  a form  which  would 
be  available  to  physicians.  The  Board  of  Trustees 
reported  to  the  effect  that  a handbook  of  the  kind 
provided  for  in  the  resolution  is  already  in  the  course 
of  preparation. 

EXPENSES  OF  DELEGATES 
Dr.  Frank  Smithies,  delegate  from  the  Section  on 
Gastro-Enterology  and  Proctology,  submitted  a reso- 
lution providing  that  the  Board  of  Trustees  be  di- 
rected to  defray  expenditures  of  delegates  for  trans- 
portation, housing  and  maintenance  during  attend- 
ance on  each  annual  session.  This  resolution  was  re- 
ferred to  the  Board  of  Trustees,  which  recommend- 
ed that  the  resolution  be  not  adopted.  This  recom- 
mendation was  approved  by  the  House  of  Delegates. 

NEEDS  OF  SMALL  HOSPITALS 
Dr.  T.  0.  Freeman,  delegate  from  Illinois,  submit- 
ted resolutions  providing  that  the  Council  on  Medi- 
cal Education  and  Hospitals  be  ready  to  make  a sur- 
vey of  the  needs  of  smaller  hospitals,  to  render  all 
possible  assistance  to  such  institutions  desirous  of 
improving  their  system  of  records  and  their  services 
to  the  public,  and  to  offer  its  assistance  to  state  reg- 
istration departments  to  the  end  that  such  depart- 
ments may  secure  such  aid  as  they  desire  in  con- 
nection with  their  classification  of  accredited  hos- 
pitals. The  Reference  Committee  on  Medical  Educa- 
tion, to  which  this  resolution  was  referred,  reported 
to  the  House  of  Delegates  that  in  its  opinion  the  in- 
vestigation begun  several  years  ago  and  now  ]?eing 
carried  on  by  the  Council  on  Medical  Education  and 
Hospitals  would  fulfill  all  the  objects  of  the  resolu- 
tion, and  that  the  Reference  Committee  believed  that 
the  Council  stands  ready  to  give  all  possible  assist- 
ance to  small  hospitals  in  solving  their  problems. 
The  Reference  Committee  recorrynended  that  the 
resolution  be  not  adopted,  and  this  recommendation 
was  approved  by  the  House  of  Delegates. 

DIRECTION  OF  RED  CROSS  NURSES  BY 
CULTISTS 

Dr.  J.  C.  Litzenberg,  delegate  from  Minnesota, 
submitted  a resolution  by  the  Minnesota  State  Medi- 
cal Association,  disapproving  the  policy  of  the  Amer- 
ican Red  Cross  in  officially  authorizing  Red  Cross 
nurses  to  nurse  patients  under  the  care  of  cultists. 
The  Reference  Committee  on  Legislation  and  Public 
Relations  recommended  that  the  Ameircan  Medical 
Association  disapprove  any  change  in  policy  by 
the  American  Red  Cross  whereby  the  nurses  of  that 
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organization  would  be  available  for  service  to  pa- 
tients, under  the  care  of  cultists,  and  that  the  Sec- 
retary of  the  Association  communicaet  with  the 
proper  officials  of  the  American  Red  Cross  and  ad- 
vise that  organization  of  the  attitude  of  the  House 
of  Delegates.  The  recommendations  of  the  Refer- 
ence Committee  were  adopted. 

NEW  BUILDING 

The  special  committee,  to  which  that  part  of  the 
report  of  the  Board  of  Trustees  dealing  with  the 
need  for  a new  building  for  housing  the  activities 
of  the  Association  was  referred,  expressed  its  con- 
viction that  it  is  desirable  for  the  Association  to 
have  a building  “that  would  be  visible  evidence  of 
the  dignity,  importance  and  power  of  the  Associa- 
tion,” and  recommended  that  it  should  be  left  to 
the  Board  of  Trustees  to  perfect  plans  for  provid- 
ing the  building. 

This  committee  also  expressed  the  opinion  that 
the  subscription  price  of  The  Journal  is  now  rela- 
tively greatly  below  the  price  of  other  journals  that 
approximate  it  in  extent  and  quality,  and  suggested 
that  the  Board  of  Trustees  should  consider  the  ques- 
tion of  increasing  the  subscription  of  The  Journal. 

A third  recommendation  of  the  committee  was 
to  the  effect  that  it  would  be  appropriate  for  the 
Board  of  Trustees,  in  a building  program,  to  solicit 
memorial  contributions,  both  large  and  small,  from 
members  of  the  Association.  The  committee  express- 
ed its  conviction  that  as  the  Association  shows  in- 
creased evidence  of  strength  and  permanence  it  will 
gradually  become  the  recipient  of  an  increasing  num- 
ber of  memorial  contributions. 

The  report  of  the  special  committee  was  adopt- 
ed by  the  House  of  Delegates. 

Later  in  the  proceedings,  Dr.  William  Allen  Pusey, 
delegate  from  Illinois,  introduced  a proposed  amend- 
ment to  the  By-Laws  providing  that  the  subscrip- 
tion price  of  The  Journal  shall  not  exceed  $8.00. 
This  proposed  amendment  was  adopted  by  the  House 
and  the  Board  of  Trustees  is  thereby  authorized  to 
increase  the  subscription  price  of  The  Journal  to  a 
sum  not  in  excess  of  $8.00  a year. 

PERIODS  OF  PRACTICAL  EXPERIENCE  FOR 
MEDICAL  STUDENTS 

Dr.  E.  J.  Goodwin,  delegate  from  Missouri,  pre- 
sented a resolution  that  had  been  adopted  by  the 
Missouri  State  Medical  Association  providing  that 
medical  schools  be  encouraged  to  arrange  for  periods 
of  practical  experience  for  students  with  prcatition- 
ers  of  high  standing,  preferably  in  rural  communi- 
ties, and  that  the  Council  on  Medical  Education  and 
Hospitals  be  instructed  to  consider  the  plan  propos- 
ed by  the  Missouri  State  Medical  Association  and,  if 
the  plan  is  found  to  be  feasible  and  beneficial,  the 
Council  be  urged  to  encourage  medical  schools  to  “in- 
augurate suitable  methods  for  providing  these  vaca- 
tion periods  of  practical  experience  for  their  stu- 
dents.” The  Reference  Committee  on  Medical  Edu- 
cation reported  favorably  on  this  resolution,  and  it 
was  adopted  by  the  House  of  Delegates. 

Dr.  A.  T.  McCormack,  delegate  from  Kentucky, 
submitted  a resolution  providing  that  “it  is  the  sense 
of  the  American  Medical  Association  that  the  de- 
termination of  measures  necessary  for  insuring  the 
safety  of  milk  for  human  consumption  is  a duty  and 
function  of  the  medical  profession  through  the  duly 
constituted  public  health  officials  of  this  country.” 
The  Reference  Committee  on  Hygiene  and  Public 
Health  recommended  the  adoption  of  the  resolution 
and  this  recommendation  was  approved  by  the  House 
of  Delegates. 

COMMITTEE  ON  MILITARY  AFFAIRS  AND 
NATIONAL  DEFENSE 

Dr.  H.  0.  Mallory,  delegate  from  the  U.  S.  Army, 
presented  a resolution  providing  for  the  appointment 


by  the  Board  of  Trustees  of  a special  permanent 
committee  to  be  known  as  the  Committee  on  Military 
Affairs  and  National  Defense,  to  which  shall  be  re- 
ferred matters  pertaining  to  national  defense  and 
military  prepai’edness.  The  adoption  of  this  resolu- 
tion was  recommended,  by  the  Board  of  Trustees  and 
this  recommendation  was  approved  by  the  House  of 

D6l.GgcltGS. 

" NATIONAL  DEFENSE  ACT  OF  1920 
Dr.  Holman  Taylor,  delegate  from  Texas,  intro- 
duced a resolution  providing  that  the  American 
Medical  Association,  through  its  House  of  Delegates, 
go  on  record  as  heartily  approving  the  National  De- 
fense Act  of  1920.  The  Reference  Committee  on 
Legislation  and  Public  Relations  reported  the  resolu- 
tion favorably,  and  it  was  adopted. 

INCREASED  TARIFF  ON  SURGICAL  INSTRU- 
MENTS 

Dr.  Albert  Soiland,  delegate  from  California,  sub- 
mitted a resolution  providing  that  the  House  of 
Delegates  record  its  opposition  to  the  passage  of  a 
bill  providing  for  increased  tariff  on  surgical  in- 
strum nts,  x-ray  equipment,  vacuum  tubes,  valve 
tubes  and  scientific  glassware.  The  Board  of  Trus- 
tees recommended  the  adoption  of  the  resolution, 
and  the  House  of  Delegates  approved  this  recom- 
mendation. 

STANDARDS  OF  PHSICAL  FITNESS  OF  AUTO- 
MOTIVE OPERATORS 

Dr.  H.  C.  Macatee,  delegate  from  the  District  of 
Columbia,  presented  a resolution  setting  out  that 
sight  and  hearing  and  providing  that  the  House  of 
Delegates  “consider  the  advisability  of  amending  the 
present  standards  of  physical  fitness  of  automotive 
operators,  adopted  by  this  Association,  by  the  adop- 
tion of  standards  of  mental  and  moral  fitness  to  be 
recommended  for  adoption  by  the  several  states  as 
a condition  for  issuing  licenses  to  operate  motor  ve- 
hicles, and  that  this  resolution  be  referred  to  a spe- 
cial committee  for  consideration  and  report  at  the 
next  annual  session.”  The  Reference  Committee  on 
Hygiene  and  Public  Health  recommended  the  adop- 
tion of  the  resolution.  On  motion  of  Dr.  G.  Henry 
Mundt,  delegate  from  Illinois,  the  resolution  was 
amended  by  deleting  a statement  in  the  preamble  to 
the  effect  that  relatively  few  accidents  occur  be- 
cause of  defects  of  sight  and  hearing.  The  resolu- 
tion as  amended  was  adopted. 

MEDICAL  EXPERT  OPINION 
Dr.  Tom  B.  Throckmorton,  delegate  from  the  Sec- 
tion on  Nervous  and  Mental  Disesaes,  submitted  the 
following  resolutions,  which  had  been  approved  by 
that  Section: 

Whereas,  The  House  of  Delegates  of  the  Ameri- 
can Medical  Association  has  previously  expressed  its 
dissatisfaction  with  the  present  status  of  medical 
expert  opinion  evidence  and  has  expressed  its  ap- 
proval of  the  efforts  of  the  American  Bar  Associa- 
tion and  of  the  various  bar  and  medical  societies 
to  correct  by  remedial  legislation  and  by  changes 
in  court  procedure  the  present  undesriable  features 
of  the  introduction  of  such  evidence,  and 

Whereas,  The  American  Psychiatric  Association 
and  the  National  Crime  Commission  are  devoting 
much  study  to  the  subject  of  such  evidence,  particu- 
larly as  relates  to  psychiatric  matters  in  crimina! 
cases,  with  a view  to  improving  procedure,  and 
Whereas,  The  Criminal  Law  Section  of  the  Amer- 
ican Bar  Association  has  appointed  a committee  to 
collaborate  with  a committee  of  the  Amreican 
Psychiatric  Association  about  a betterment  of  the 
present  undesirable  situation,  and 

Whereas,  Such  efforts  are  of  vital  interest  and 
importance  to  the  entire  medical  profession,  be  it 
therefore 

RESOLVED,  That  the  House  of  Delegates  of  ihc 
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American  Medical  Association  express  its  continued 
interest  in  the  correction  of  the  abuse  of  medical  ex- 
pert opinion  evidence,  and  that  it  offer  to  the  Ameri- 
can Bar  Association,  the  American  Psychiatric  As- 
sociation, and  the  National  Crime  Commission,  .the 
various  state  and  county  medical  and  bar  associa- 
tions, and  such  other  reputable  organizations  as  ai’e 
actively  pursuing  efforts  directed  toward  such  cor- 
rection, the  assistance  and  cooperation  of  the  Ameri- 
can Medical  Association  in  promoting  the  passage 
of  appropriate  legislation  and  in  bringing  about 
suitable  changes  in  court  procedure  with  reference 
to  such  evidence,  and  be  it  further 

RESOLVED,  That  the  House  of  Delegates  ap- 
proves the  principle  of  securing  in  the  case  of  all 
capital  charges  and  in  the  case  of  as  many  other 
criminal  charges  as  the  psychiatric  facilities  of  the 
state  will  permit  an  impartial  and  routine  mental 
examination  of  the  defendant  in  advance  of  the  trial 
as  a m>  ans  of  obviating  the  contentious  introduction 
of  partisan  testimony,  and  that  it  approves  further 
the  principle  of  removing  as  far  as  possible  the 
question  of  sanity  from  the  trial  iteslf,  reserving 
the  employment  of  psychiatric  data  for  a post-trial 
inquiry  to  determine  what  treatment  is  appropriate 
to  the  convicted  person,  and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution  be 
forwarded  to  the  American  Bar  Association,  the 
American  Psychiatric  Association,  and  the  National 
Crime  Commission. 

On  motion  of  Dr.  Throckmorton,  seconded  by  Dr. 
A.  T.  McCormack,  delegate  from  Kentucky,  and  af- 
ter discussion  by  various  members  of  the  House, 
these  resolutions  were  adopted  by  the  House  of  Del- 
egates. 

RESOLUTION  FROM  SECTION  ON  DERMA- 
TOLOGY AND  SYPHILOLOGY 

Dr.  F.  W.  Cregor,  delegate  from  the  Section  on 
Dermatology  and  Syphilology,  submitted  resolutions 
providing  that  treatment  for  hypertrichosis  by  the 
tricho  system  and  by  allied  systems  employing  radi- 
ation be  condemned  as  highly  dangerous  to  the  pa- 
tient, and  “that  all  cases  presenting  the  effects  of 
this  type  of  treatment  and  seen  by  members  of  the 
medical  profession  be  reported  to  the  Bureau  of  In- 
vestigation of  the  American  Medical  Association.” 
The  resolutions  were  adopted. 

AMENDMENT  TO  THE  PRINCIPLES  OF  MED- 
ICAL ETHICS 

The  Judicial  Council,  in  its  report  to  the  House  of 
Delegates,  recommended  that  Section  3,  Aritcle  VI, 
Chapter  II  of  the  Principles  of  Medical  Ethics  be 
amended  by  substitutnig  the  following: 
COMMISSIONS 

Sec.  3. — When  a patient  is  referred  by  one  physi- 
cian to  another  for  consultation  or  for  treatment, 
whether  the  physician  in  charge  accompanies  the 
patient  or  not,  it  is  unethical  to  give  or  to  receive 
a commission  by  whatever  term  it  may  be  called  or 
under  any  guise  or  pretext  whatsoever. 

This  recommendation  of  the  Judicial  Council  was 
adopted  by  the  House  of  Delegates,  and  the  Prin- 
ciples of  Medical  Ethics  were  so  amended. 

ELECTION  OF  OFFICERS 

The  following  officers  were  elected : 

President-Elect,  William  Gerry  Morgan,  Washing- 
ton, D.  C. 

Vice-President,  Ernst  A.  Sommer,  Portand,  Ore- 
gon. 

Secretary,  Olin  West,  Chicago. 

Treasurer,  Austin  A.  Hayden,  Chicago. 

Speaker  of  the  House  of  Delegates,  F.  C.  Warns- 
huis,  Grand  Rapids,  Michigan. 

Vice  Speaker  of  the  House  of  Delegates,  Albert  E. 
Bulson,  Fort  Wayne,  Indiana. 


Member  of  the  Board  of  Trustees,  D.  Chester 
Brown,  Danbury,  Connecticut,  re-elected. 

Member  of  the  Board  of  Trustees,  Allen  H.  Bunce, 
Atlanta,  Georgia,  to  succeed  E.  H.  Cary,  Dallas, 
Texas. 

The  President,  Dr.  M.  L.  Harris,  made  the  follow- 
ing nominations  for  standing  committees: 

Judicial  Council,-  James  B.  Herrick,  Chicago. 

Council  on  Medical  Education  and  Hospitals,  M. 
W.  Ireland,  Surgeon  General,  U.  S.  Army;  Janies  S. 
McLester,  Birmingham,  Alabama. 

Council  on  Scientific  Assembly,  Lewis  H.  McKin- 
nie,  Colorado  Springs,  Colorado. 

These  nominations  by  the  President  were  confirm- 
ed by  the  House  of  Delegates. 

Detroit,  Michigan,  was  selected  as  the  place  for 
holding  the  next  annual  session  of  the  American 
M'dical  Association  in  1930. 
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The  Prenatal  and  Postnatal  Use  of 

PARKE,  DAVIS  & CO.’S 

VI O STEROL 

(Irradiated  Ergosterol  in  Oil) 

C Licensed  under  the  Steenbock  patent  administered  by  the  71 
Alumni  Research  Foundation  of  the  University  of  Wisconsin  if 

The  urgent  need  for  ionizable  calcium  in  pregnancy  due 
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union  its  essential  elements,  calcium  and  phosphorus. 
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Viosterol,  P.  D.  & Co.,  has  been  accepted 
for  inclusion  in  N.  N.  R.  by  the  Council  on 
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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
of  nutrition,  and  to  promote  tolerance  of  remedies. 

GASTRON — the  acid-aqueous-glycerin  extract  of  the  entire  gastric 
mucous  membrane*  prescribed  simply  by  the  name — G A S T R O N. 

Samples,  literature,  upon  request. 

•Alcohol-free. 

Fairchild  Bros.  & Foster 

NEW  YORK 
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Its  Practical  Application 


i 


► 

► 

► 

► 


► 

► 

► 

► 

► 

► 

► 


The  use  of  Toxin- Antitoxin  (Lederle)  in  many  thousands  of  children 
has  brought  about  immunity  against  diphtheria  which  has  lasted  for 
nine  years,  and  may  continue  throughout  life. 

Toxin- Antitoxin  ( Lederle ) is  especially  useful  for  immun- 
ization of  the  following  groups,  except  immediate  contacts: 

(1)  All  children  from  6 months  to  6 years  of  age. 

(2)  School  children. 

(3)  Adults  whose  daily  work  might  expose  them 
to  diphtheria. 

The  attention  of  parents  is  called  to  the  special  advantages 
of  immunizing  children  of  pre-school  age  ( group  1).  These 
children  represent  the  most  susceptible  group  and  their 
immunization  would  soon  result  in  community  protection. 

Schick  Test  (Lederle)  applied  six  months  to  one  year  after 
immunization  with  Toxin -Antitoxin,  serves  as  a valuable 
guide  in  determining  the  actual  development  of  immunity. 

Toxin-Antitoxin  (Lederle)  and  Schick  Test  ( Lederle ) are 
readily  available  through  your  druggist. 

Literature  on  request 

Lederle  Antitoxin  Laboratories 

New  York 


a.  a.  a. 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

An  institution  providing  adequate  facilities  for  the  scientific  study,  diag- 
nosis, and  treatment  of  cancer  and  other  neoplastic  diseases. 

Recognized  therapeutic  measures  for  the  treatment  of  cancer  are  radium, 
high  voltage  x-ray  and  surgery. 

Results  in  cancer  therapy  are  entirely  dependant  upon  early  diagnosis, 
thorough  study  and  proper  application  of  such  of  the  above  methods  of 
treatment,  either  alone  or  in  combination,  as  each  case  may  indicate. 

We  desire  to  confer  and  cooperate  with  the  medical  profession  in  the  diag- 
nosis and  treatment  of  cancer  and  other  neoplastic  diseases. 

DR.  REX  DUNCAN  DR.  H.  H.  HATTERY 

and  Staff 


Office  Hours:  10  A.  M.  to  4 P.M, 
1052  West  Sixth  St. 


TRinity  3683 
Los  Angeles 
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Specialists  in 

the  Southwest 

EL  PASO,  TEXAS 

LESLIE  M.  SMITH,  M.  D. 

Practice  Limited  to 

J.  A.  RAWLINGS,  M.  D. 

Dermatology  and  Syphilology 

and 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

HARRY  LEIGH,  M.  D. 

1029  First  National  Bank  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

bOb  Roberts-Banner  Bldg.  El  Paso 

W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 

W.  E.  VANDEVERE,  M.  D. 

Diseases 

Eye.  Ear.  Nose  and  Throat 

921  First  National  Bank  Bldg.  El  Paso 

Bronchoscopy  and  Esophagoscopy 

218  Mills  Bldg.  El  Paso 

W.  L BROWN.  M D CP  BROWN.  M D 

FRANKLIN  D.  GARRETT,  M.  D. 

BROWN  AND  BROWN 

Suite  IfOb  Roberts- Banner  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 

— 

and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

DR.  L.  A.  NEIL 

Practice  limited  to 

Periodontia  (Pyorrhea)  and 

G.  WERLEY,  M.  D. 

Oral  Diagnosis 

Diseases  of  the  Heart 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 

b01-2  Roberts-Banner  Bldg.  El  Paso 

F.  C.  GOODWIN,  M.  D. 

Practice  Limited  to 

ROBERT  B.  HOMAN,  M.  D. 

Orthopaedic  Surgery 

Practice  limited  to 

Chest  Diagnosis  and  Consultations 

823-824  Mills  Bldg.  El  Paso,  Texas 

Homan  Sanatorium  El  Paso,  Texas 

JAMES  VANCE,  M.  D. 

JOHN  W.  CATHCART,  M.  D. 

Practice  Limited  to 

and 

Surgery 

C.  H.  MASON,  M.  D. 

Practice  Limited  to 

SIS-b  Mills  Bldg.  El  Paso 

X-Ray  and  Radium 

HOURS:  11  TO  12:30 

811  Roberts-Banner  Bldg.  El  Paso 

E.  A.  DUNCAN,  M.  D. 

K.  D.  LYNCH,  M.  D. 

Practice  Limited  to 

Genito  urinary  Surgery 

Internal  Medicine 

bib  Mills  Bldg.  El  Paso 

810  Martin  Bldg.  El  Paso 

Ill 


PHOENIX,  ARIZONA 

T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

224-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON,  M.  D. 

Diseases  of  Children 
Heard  Building  Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 

FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
407  Goodrich  Bldg.  Phoenix 

H.  T.  BAILEY,  M.  D. 

MAYO  ROBB,  M.  D. 

Practice  Limited  to 

Eye.  Ear.  Nose  and  Throat 

S2S  Ellis  Bldg.  Phoenix 


MIHAJLO  MATANOVICH,  B.S..M.D. 

Genito-Urinary  Diseases 

402  Heard  Building  Phoenix 


H.  M.  PURCELL,  M.  D. 

U ROLOGY 

207  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN.  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 


503  Goodrich  Bldg. 


Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


Your  Professional  Card  in  this  space  reaches 
every  member  of  the  profession  in  the  entire 
southwest.  Write  for  rates. 


Waite’s  Laboratory 

Serology 

Pathology 

Bacteriology 

Blood  Chemistry 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 

Sulpharsphenamine 

Tryparasamide 

Bismosoll 

Informatioon 


PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acie  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


V 


Mellin’s  Food 

in 

Difficult  Feeding  Cases 

In  difficult  feeding  cases  commonly  known  as  Marasmus  or  Malnutrition,  the  first  thought  of  the 
attending  physician  is  an  immediate  gain  in  weight,  and  then  to  so  arrange  the  diet  that  this  initial 
gain  will  be  sustained  and  progressive  gain  be  established. 

Every  few  ounces  gained  means  progress  not  only  in  the  upward  swing  of  the  weight  curve,  but 
in  digestive  capacity  in  thus  clearing  the  way  for  an  increasing  intake  of  food  material. 

As  a starting  point  to  carry  out  this  entirely  rational  idea,  the  following  formula  is  suggested: 

Mellin’s  Food  ...  8 level  tablespoonfuls 

Skimmed  Milk  ...  9 fluidounces 

Water  . . . . .15  fluidounces 

This  mixture  furnishes  56.6  grams  of  carbohydrates  in  a form  readily  assimilated  and  thus  quickly 
available  for  creating  and  sustaining  heat  and  energy.  The  mixture  supplies  15.5  grams  of  proteins  for 
depleted  tissues  and  new  growth,  together  with  4.3  grams  of  mineral  salts  which  are  necessary  in  all 
metabolic  processes.  These  food  elements  are  to  be  increased  in  quantity  and  in  amount  of  intake  as 
rapidly  as  continued  improvement  is  shown  and  ability  to  take  additional  nourishment  is  indicated. 

A pamphlet  devoted  exclusively  to  this  subject  and  a liberal  supply  of 
samples  of  Mellins  Food  will  be  sent  to  physicians  upon  their  request. 

Mellin’s  Food  Company  - Boston,  Mass. 


In  pneumonia 


Optochin  Base 

For  the  specific  treatment  of  pneumonia  give 
2 tablets  of  Optochin  Base  every  5 hours, 
day  and  night  for  3 days.  Give  milk  with 
every  dose  but  no  other  food  or  drink. 
Start  treatment  early 


Literature  on  request 


MERCK  & CO.  Inc. 


Rahway,  N.  J. 
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As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


Southwestern  Surgical  Supply  Company 


No.  121  North  First  St. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 

ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 
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HELPING  THE  BOTTLE- 
BABY  tip  the  scale 

ON  SCHEDULES . 


Select,  from  your 
practice,  those  bot- 
tle-fed babies  who 
are  the  most  under- 
nourished . . . try  adding 
Knox  Sparkling  Gelatine 
to  the  milk  formula . . . see  for 
yourself  that  this  pure,  plain 
gelatine,  dissolved  and  added 
to  milk,  does  increase  the  avail- 
able nourishment,  does  decrease 
colic,  regurgitation  and  other  dis- 
turbances, because  it  largely  prevents 
excessive  curdling  by  the  natural  acids 
and  enzyme  rennin  in  the  stomach. 

The  profession  is  finding  gelatine  valuable 
in  feeding  milk  to  infants  and  children,  ac- 
cording to  the  folloAving  formula: 

Soak , for  about  ten  minutes , one  level  table • 
spoonful  of  Knox  Sparkling  Gelatine  in  one- 
half  cup  of  milk  taken  from  the  baby’s  formula; 
cover  while  soaking ; then  place  the  cup  in  boil- 
ing water , stirring  until  gelatine  is  fully  dissolved; 
add  this  dissolved  gelatine  to  the  quart  of  cold  milk  or 
regular  formula. 

Be  sure  to  specify  Knox  Sparkling  Gelatine.  It  is  an  excel- 
lent protein,  unflavored, unsweetened,  unbleached.  From  raw 
material  to  finished  product,  every  stage  of  its  manufacture 
is  subjected  to  careful  laboratory  control. 

Please  send  the  coupon  below — let  us  mail  you  important  scien- 
tific data  that  will  help  you  in  your  work—  just  check  the  booklets 
you  wish  and  return  the  coupon  today. 


KNOX  GELATINE  LABORATORIES 
Knox  Avenue,  Johnstown,  N.  \ . 

-tflease  send  me,  without  obligation  or  expense, 
the  booklets  which  I have  marked.  Also  regis- 
ter mv  name  for  future  reports  on  clinical  gela- 
tine tests  as  they  are  issued. 

□ Diet  in  the  Treatment  of  Diabetes 

□ Reducing  Diet 

□ Varying  the  Monotony  of  Liquid  and  Soft  Diets 

□ Recipes  for  Anemia 

□ Value  of  Gelatine  in  Infant  and  Child  Feeding 

Name  

Address 

City 

State 


-KM  OX  is  the 

real  GELATINE 
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The  House  of  a Thousand  Windows 

“ For  the  Treatment  of  Tuberculosis" 

New,  fireproof  construction.  Electric  elevator  service.  Single  rooms  or 
en  suite.  Sleeping  porches.  Private  or  connecting  bath.  Showers.  Medi- 
cal Staff  in  constant  attendance.  All  approved,  modern  methods  used  in 
treatment.  Special  provisions  HELIOTHERAPY. 

Write  for  our  New  Booklet 
“A  STORY  OF  SUNSHINE  AND  HEALTH ” 

THE  HOMAN  SANATORIUM 

EL  PASO,  TEXAS 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy  equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 
Write  vs  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 
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ALBERT  SOILAND  CLINIC 


1407  South  Hope  Street 
Hours  9 : 00  to  4:00 


Los  Angeles,  California 
Telephone  WEstmore  1418 


An  institution  fully  equipped  for  the  study,  diagnosis 
and  treatment  of  neoplastic  diseases 


Albert  Soiland,  M.  D.  Wm.  E.  Costolow,  M.  D. 

Orville  N.  Meland,  M.  D.  Egbert  J.  Bailey,  M.  D. 

A.  H.  Warner,  Ph.  D.,  Physicist 


1S[pw  ~ ~ 

A World  Mart  for  Surgical  Supplies 

Brought  to  You  . . . IN  LOS  ANGELES 

For  your  convenience,  Doctor,  a complete 
stock  of  surgical  equipment,  instruments  and 
supplies  from  the  dominant  foreign  and  do- 
mestic quality  markets  of  the  world  has  been 
concentrated  in  Los  Angeles.  Take  advantage 
of  this  convenient  source  of  supply.  Enjoy 
our  Same  Day  Service.  Use  our  Easy  Rental 
Purchase  Plan  to  get  that  needed  equipment. 


Send  for  this  FREE  book  of 

BARGAINS 


Save  money  on 
yourpurchases. 
Greatly  reduc- 
ed prices  are 
quoted  in  this 
bookofBargains 
on  hundreds  of 
items.  Mai  I a 
postal  for  your 
copy  TODAY. 


KENISTON-ROOT  DIVISION 

A.  S.  ALOE  CO. 

932  South  Hill  Street 

LOS  ANGELES,  CAL. 
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JOSLIN  - after  7 years'  experience 
with  the  use  of  Insulin,  states  - - 

' Deaths  from  Diabetic  Coma  should  cease!” 


“It  is  high  time  they  should  cease,  for  seven 
years  have  gone  by  since  the  discovery  of 
insulin  and  the  medical  profession  has  been 
taught  that  insulin  cures  coma  unless  the 
patient  is  moribund.  Why  not  abolish  diabetic 
coma  forthwith?  This  is  the  easiest  and  surest| 
method  of  lowering  diabetic  mortality.”  E.  P. 
Joslin:  J.A.M.A.  93:33,  1929. 

Dr.  Joslin  and  other  authorities  have  frequently 
stated  that  the  mortality  rate  in  diabetes  may  be 
markedly  reduced  by  the  prompt  and  proper 
use  of  insulin. 

Insulin  Squibb,  like  other  Squibb  products,  has 
the  merited  approval  and  confidence  of  physi- 
cians everywhere.  It  is  prepared  under  license 
from  the  University  of  Toronto  and  conforms 
to  the  standards  established  and  maintained  by 
the  Insulin  Committee. 

Insulin  Squibb  is  accurately  standardized,  uni- 
formly potent,  highly  stable.  It  has  a particu- 
larly low  nitrogen  content  and  is  remarkably 
free  from  reaction-producing  proteins. 

Insulin  Squibb  of  10,  20  and  40  units  per  cc. 
strength  is  distributed  in  5 and  10  cc.  vials. 
Insulin  Squibb,  80  units  per  cc.,  is  distributed 
in  10  cc.  vials  only. 


(Write  to  the  Professional  Service  Department  for  Literature.) 
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TUBERCULOUS  LESIONS  IN  THE  CHEST 
IN  CHILDHOOD 
J.  A.  MYERS,  M.  D. 

Medical  Director  Lymanhurst  School  for  Tubercu- 
lous Children,  Chief  of  Tuberculous  Service 
Minneapolis  General  Hospital, 
Minneapolis,  Minn. 

(Read  before  the  Medical  & Surgical  Association 
of  the  Southwest,  at  their  fourteenth  annual  meet- 
ing, held  at  Albuqureque,  N.  M.,  Nov.  8-10,  1928.) 

The  incidence  of  tuherculous  infection 
usually  incrpas°s  with  the  age  of  children, 
and,  as  one  might  exnect,  with  the  greater 
incidence  there  comes  more  tuberculous  le- 
sions, but  from  infancy  to  childhood  the 
scene  changes  a great  deal.  A glance  at  the 
mortality  curves  shows  that  the  number  of 
deaths  from  tuberculosis  during  the  period  of 
childhood  is  re’ativelv  small.  Perhaps  there 
are  several  reasons  why  this  is  true.  During 
infancy  when  there  is  exposure  it  is  usually 
with  some  close  associate  who  fondles  and 
kisses  the  infant,  thus  day  after  day  trans- 
mitting tubercle  bacilli  to  its  body.  As  the 
period  of  childhood  approaches  and  contin- 
ues, casual  exposure  becomes  more  frequent. 
The  child  who  meets  occasionally  with  a tu- 
berculous patient  receives  his  infection,  but 
the  exposure  is  not  continued.  One  must 
also  take  into  consideration  that  from  those 
homes  where  th°re  are  open  cases  a fair  per- 
centage of  the  children  die  in  infancy;  thus 
leaving  a smaller  number  for  such  termina- 
tion during  the  period  of  childhood.  Krause 
has  called  attention  to  the  fact  that  during 
the  first  two  years  of  life  the  lymph  nodes 
are  not  functioning  very  efficiently,  to  filter 
out  foreign  material,  including  pathogenic 
orgam'sms.  thus  bacilli  carried  to  them  mav 
not  be  retained  and  may  reach  the  blood 
stream  in  fair  sized  numbers.  If  the  infant 
is  already  allergic  from  its  infection,  when- 
ever the  tubercle  bacilli  find  lodgment, 
whether  it  be  in  the  lung  parenchyma  or  in 
the  meninges  of  the  brain  or  spinal  cord,  it 
is  on  allergic  soil.  Acute  inflammation  re- 


sults and,  if  the  allergy  is  high,  even  necrosis 
is  not  uncommon.  But,  when  the  period  of 
childhood  arrives  the  lymph  nodes  have  be- 
comes more  compact  in  structure  and  serve 
more  efficiently  than  they  have  before  or 
ever  will  again.  Thus  tubercle  bacilli  carried 
to  them  are  retained  unless  they  are  present 
in  such  large  numbers,  or  allergy  is  so  high 
that  thev  destroy  the  lymnh  nodes  them- 
selves. Thus  during  the  period  of  childhood 
we  see  lymph  node  tuberculosis  as  the  pre- 
vailing tvne  of  lesion,  and  of  all  parts  of  the 
bodv  the  lymnh  nodes  draining  the  lungs, 
such  as  those  in  the  region  of  the  hilum  and 
tracheobronchial  regions  are  most  frequent- 
ly involved. 

Perhans  another  reason  that  the  number 
of  deaths  during  childhood  from  tuberculo- 
sis is  relatively  low  is  that  allergic  reactions 
are  often  rather  slight.  In  the  childhood 
group  we  have  children  who  have  developed 
their  tuberculous  infection,  with  a high  state 
of  allergy  in  infancy  or  some  subsequent 
time,  who  have  overcome  the  bacilli  to  a 
certain  extent  and  the  allergy  has  had  oppor- 
tunity to  wane.  Again,  we  probably  have  a 
good  manv  very  mild  reactions  from  casual 
contact,  and  here  we  must  not  overlook  the 
possibility  of  infections  from  the  bovine 
bacillus  which  ordinarily  is  not  highly  viru- 
lent in  the  human  body.  Perhaps  these  mild 
infections  do  not  result  in  that  marked  al- 
lergic state  so  dangerous  to  the  child  that  we 
get  from  extensive  and  prolonged  contact  to 
the  human  bacilli  with  their  high  virulence. 

The  most  common  form  of  tuberculosis 
seen  during  this  age  period  is  the  childhood 
type.  In  the  examination  of  a large  number 
of  children  one  sees  childhood  tuberculosis 
in  most  all  its  phases  of  development  and 
retrogression  from  acute  inflammatory  pneu- 
monic processes  in  the  lung  with  definitely 
enlarged  hilum  shadows  on  the  same  side 
(Fig.  1)  to  the  very  sharply  outlined  and  dis- 
crete Ghon’s  tubercle,  which  is  well  ossified, 
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regions  of  the  hilum  and  tracheobronchial 
lymph  nodes.  It  is  a well  known  fact  that 
enlargements  of  these  lymph  nodes  may  be 
and  frequently  are,  due  to  other  causes  than 
tuberculosis,  just  as  temporary  enlargements 
of  the  cervical  lymph  nodes  are  more  fre- 
quently due  to  other  causes  than  tuberculo- 
sis. However,  McPhedran  has  shown  that 
lymph  nodes  of  the  tracheobronchial  group 
free  from  the  calcium,  even  though 

they  are  enlarged,  cast  no  shadows 
that  will  differentiate  them  from  the 
shadows  of  the  main  stem  and  larger  branch- 
es of  the  air  and  blood  bearing  trees.  Many 
x-rays  made  during  and  immediately  after 
acute  and  serious  infections  in  children 
showed  no  evidence  of  lymph  nodes  of  the 
tracheobronchial  group.  This  is  an  out- 
standing contribution  since  we  had  former- 
ly believed  that  many  of  the  acute  infec- 
tions produce  enlargement  of  the  lymph 
nodes  that  cast  distinct  shadows  on  the  x- 
ray  film.  The  only  enlargements  without 
calcium  which  are  detectable  by  the  x-ray 
film  ,and  this  includes  areas  of  caseations, 
are  those  which  are  large  enough  to  bulge 
into  the  lung  field.  It  has  been  pointed  out 
that  in  anteroposterior  films  showing  small 
and  oval  mediastinal  bulges,  the  cause  often 
is  distortion  of  the  patient’s  position,  and 
in  such  cases  the  shadow  of  the  sternum  will 
be  seen  to  the  right  or  left  of  the  spinal 
shadow.  Therefore,  in  the  past  rotation  has 
produced  shadows  which  have  been  mistak- 
en for  mediastinal  enlargements.  Moreover, 
in  children  under  the  age  of  four  years,  be- 
cause of  their  inability  to  cooperate,  the 
films  have  often  been  exposed  during  ex- 
piration. They  have  also  been  taken  during 
systole  and  under  these  conditions  the  medi- 
astinum appears  broad.  In  the  earlier  x-ray 
studies  of  the  chests  of  children  a very  com- 
mon diagnostic  error  was  made  by  labeling 
all  increased  densities  in  the  region  of  the 
lung  hilum  as  areas  of  calcification.  McPhe- 
dran has  shown  that  round  shadows  may  be 
cast  by  a vascular  trunk  directed  towards 
the  target  so  that  the  primary  ray  is  ap- 
proximately axial,  or  that  semioval  shadows 
are  often  recorded  when  the  plane  of  the 
curve  of  a vascular  trunk  is  directed  slightly 
above  or  below  the  axis  of  the  ray.  He  show- 
ed that  slight  rotation  of  the  patient  about 
his  perpendicular  axis  is  of  great  value  in 
deciding  whether  increased  densities  in  the 
hilum  are  due  to  calcium  deposits.  McPhe- 
dran rotates  the  patient  so  that  the  cardiac 
border  coincides  in  the  film  with  the  right 
border  of  the  spine.  An  exposure  made  in 
this  position  has  enabled  him  to  identify 
nearly  all  densities  on  both  sides  of  the  bor- 
der of  the  spine.  This  position  is  also  help- 
ful in  detecting  intrapulmonary  lesions 


which  may  not  be  sufficiently  clear  on  pos- 
teroanterior  films.  Another  position  of  great 
value  is  the  oblique  position  described  by 
Pritchard  and  McPhedran.  This  may  reveal 
pulmonary  lesions  otherwise  not  detected  and 
also  calcium  deposits  at  the  carina.  Such 
deposits,  as  much  as  an  inch  in  diameter, 
may  escape  detection  in  antero-posterior 
films.  In  contour  calcium  deposits  may  be 
oval,  rounded,  irregularly  nodular,  pear- 
shaped,  etc.,  but  must  persist  when  films 
are  taken  at  various  angles.  When  great 
care  is  exercised  one  may  determine  with  a 
fairly  high  degree  of  accuracy  the  presence 
or  absence  of  calcium  deposits  in  the  region 
of  the  lung  hilum  and  the  tracheobronchial 
lymph  nodes.  Once  deposited  it  is  believed 
that  calcium  is  not  reabsorbed,  and  the  long- 
er it  exists  the  more  likely  is  the  disease  to 
become  walled  off.  Therefore,  it  is  of  great 
importance  to  study  by  x-ray  calcium  de- 
posits in  the  hilum  and  tracheobronchial 
lymph  nodes.  It  is  not  always  necessary  to 
find  a lung  lesion  either  in  the  form  of  an 
acute  inflammation  or  a Ghon  tubercle. 
When  enlargements  or  calcification  or  both 
are  present  in  the  hilum  or  tracheobron- 
chial lymph  nodes  (Fig.  3),  the  lesion  in  the 
lung  may  be  in  some  obscure  place  so  that  it 
is  not  seen  on  the  x-ray  film,  or  it  may  have 
healed  by  resolution  and  completely  disap- 
peared. Again  there  may  be  no  lesion  in  the 
lung.  Krause  has  shown  that  when  tuber- 
culous processes  exist  in  parts  of  the  body 
quite  remote  from  the  lung  the  disease  is 


Fig.  3 R.  B.  Age  8 years.  Made  from  roentgeno- 
gram taken  on  May  2.  1922.  Childhood  tuberculosis 
manifested  by  primary  focus  in  the  left  lower  icbe 
and  calcification  of  the  hilum  and  tracheobron- 
chial nodes  on  the  right  side.  Father  has  tubercu- 
losis. Mother  said  to  have  bronchitis.  Von  Pirquet 
test  strongly  positive. 


NOVEMBER,  1929 
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Fig.  1A.  M.  X.  Age  8 years.  Made  from  roengeno- 
gram  taken  on  December  12,  1924.  Definite  paren- 
chymal infiltration  extending  from  hilum  to  the 
lateral  chest  wall  in  the  region  of  the  second  inter- 
space on  the  right  side.  Mother  suffering  from  tu- 
berculosis. Father  died  of  laryngitis. 


Fig,  IB  M.  X.  From  chest  of  same  child  as  Fig. 
1A.  Made  from  roentgenogram  taken  on  February 
26,  1929.  Thickening  interlobar  suptum  between 
right  middle  and  upper  lobes  with  some  fibrosis 
above  it.  Enlargement  and  calcification  in  the  right 
hilum. 

with  the  hilum  and  tracheobronchial  lymph 
nodes  well  calcified  on  the  same  side  (Fig. 
2).  In  cases  where  the  Ghon  tubercle  is  well 
developed  and  calcification  is  definitely  pres- 
ent in  the  region  of  the  hilum  we  have  no 
way  of  determining,  with  high  degree  of  ac- 
curacy just  when  the  progressive  lesions  ap- 


Fig. 2.  E.  J.  Age  13  years.  Made  from  roentgeno- 
gram taken  on  April  1,  1926.  Large  primary  foci 
right  lobe.  Calcification  in  right  hilum.  Films  made 
on  March  24,  1922  showed  the  same  condition.  Fath- 
er died  of  pulmonary  tuberculosis.  Mother  said  to 
have  bronchitis  and  asthma. 

peared.  They  may  have  been  present  in  early 
infancy  or  at  any  subsequent  time  up  to  a 
few  months  before  the  examination.  Indeed, 
calcium  deposits  have  been  found  in  lymph 
nodes  in  the  bodies  of  infants  as  young  as 
five  months.  Therefore,  our  former  belief 
that  a process  which  contains  calcium  is  one 
of  long  standing  is  not  necessarily  true  in 
every  case.  The  childhood  type  of  tuberculo- 
sis in  boys  and  girls  between  the  ages  of  two 
and  twelve  years  requires  special  discussion 
as  to  diagnosis,  treatment,  prognosis  and 
prevention. 

In  diagnosis  much  depends  upon  the  his- 
tory of  exposure,  although  if  this  is  not  ob- 
tained one  can  not  rule  oult  tuberculosis. 
There  are  so  many  undiagnosed  cases  of 
adult  tuberculosis  in  homes  daily  exposing 
children  that  a negative  history  of  exposure 
is  not  very  significant.  The  physical  exam- 
ination is  of  little  avail.  The  Eustace  Smith 
and  D’Espine’s  signs  give  us  little  and,  in 
most  cases,  no  information  of  importance. 
Interscapular  dullness  of  percussion  is  the 
source  of  very  slight  or  no  information  and 
is  often  misleading.  The  physician  who 
clings  to  these  signs  today  may  be  likened 
to  the  man  who  drives  an  ox-cart  in  automo- 
bile and  airplane  days.  Examinations  on  a 
good  many  thousand  children  in  different 
parts  of  America  have  shown  that  the  two 
most  important  findings  in  the  diagnosis  of 
childhood  tuberculosis  are:  First,  a positive 
cutaneous  tuberculin  test,  and,  second : x-ray 
changes  in  the  lung  parenchyma  or  in  the 
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reflected  fairly  early  in  the  region  of  the 
lung  hilum.  In  other  words,  tubercle  bacilli 
are  carried  to  the  lung  hilum  where  they 
produce  enlargements  of  the  hilum  nodes. 
Again  we  must  not  overlook  the  fact  that 
the  lesion  may  be  primary  in  the  hilum  and 
tracheobronchial  nodes ; that  bacilli  reaching 
the  body  through  one  of  the  portals  of  entry 
may  not  find  lodgment  until  they  reach  these 
nodes  where  they  produce  primary  lesions. 

When  symptoms  are  present  in  childhood 
they  are  of  great  importance.  The  first 
symptoms  may  be  mistaken  for  those  of  in- 
fluenza or  even  a bad  cold.  They  may  con- 
sist of  loss  of  weight,  loss  of  play-spirit,  tem- 
perature elevation.  One  must  never  be  mis- 
led by  the  absence  of  symptoms.  All  too  fre- 
quently the  child  is  taken  to  the  physician, 
and  because  of  no  definite  symptoms  is  told 
that  tuberculosis  does  not  exist.  It  has  been 
demonstrated  repeatedly  and  proved  most 
conclusively  that  the  child  without  a sugges- 
tion of  symptoms  may  have  a frank  tuber- 
culous process  of  a progressive  nature. 

Treatment  should  be  instituted  in  the  case 
of  every  boy  and  girl  with  the  childhood  type 
of  tuberculosis.  It  is  true  that  some  will  heal 
their  disease  completely,  but  we  do  not  know 
who  they  are  nor  do  we  have  any  method  of 
examination  so  refined  as  to  help  us  deter- 
mine with  a high  degree  of  certainly  when 
healing  is  complete,  with  the  possible  excep- 
tion of  the  cutaneous  tuberculin  test.  There- 
fore, we  must  treat  all. 

The  treatment  necessary  will  depend  con- 
siderably upon  the  stage  of  the  disease  when 
diagnosis  is  made.  If  there  is  a definite  in- 
flammatory process  in  the  lung,  with  corre- 
sponding enlargement  in  the  region  of  the 
hilum  and  tracheobronchial  lymph  nodes, 
most  certainly  strict  bed  rest  should  be  rec- 
ommended. We  can  not  say  that  the  disease 
would  not  heal  spontaneously  without  any 
treatment,  but  experience  has  shown  that 
it  is  safer  to  prescribe  strict  bed  rest  in  such 
cases.  If  the  disease  is  diagnosed  after  cal- 
cium or  bone  has  been  deposited  in  the  pri- 
mary lung  focus,  or  the  focus  has  healed  by 
resolution  and  definite  calcium  deposits  can 
be  seen  in  the  tracheobronchial  or  hilum 
nodes,  strict  bed  rest  is  not  necessary,  but 
most  certainly  every  case  should  be  kept  un- 
der very  careful  observation  and  an  attempt 
made  to  build  up  or  maintain  an  excellent 
general  condition  of  the  child’s  body. 

Such  children  usually  are  able  to  carry  on 
their  school  work,  and  if  the  physician  is 
conscientious  he  will  report  all  such  cases  of 
childhood  tuberculosis  to  the  health  depart- 
ment. This  in  many  places  immediately  ex- 
cludes the  child  from  school  by  state  law. 
In  order  to  meet  this  situation  there  is  a 


strong  tendency  at  present  to  provide  spe- 
cial schools  for  tuberculous  children  whcre 
the  communities  are  large  enough  to  justify 
them,  or  special  rooms  in  schools  in  smaller 
communities.  To  these  schools  and  rooms 
the  children  from  homes  without  sufficient 
funds  to  employ  private  physicians  may  be 
sent  from  charity  clinics.  Private  physicians 
may  send  the  children  among  their  clientele 
to  such  schools  and  still  keep  them  under  ob- 
servation. Thus  the  child  is  given  an  oppor- 
tunity to  continue  his  mental  development 
at  the  same  time  as  he  continues  the  heal- 
ing of  his  tuberculous  process. 

Lymanhurst  School  for  Tuberculous  Chil- 
dren, founded  by  Dr.  F.  E.  Harrington  has 
a capacity  of  approximately  160  and  provides 
treatment  for  bovs  and  girls,  most  of  whom 
have  definite  evidence  of  the  childhood  type 
of  tuberculosis.  The  schedule  at  Lymanhurst 
is  approximately  as  follows: 

The  children  live  at  their  homes  and  come 
to  the  school  at  8:30  each  school  day.  At 
8:50  they  assemWe  for  diet,  which  consists 
of  cooked  cereal,  whole  milk  and  sugar,  with 
a caloric  value  of  100.  They  pass  to  their 
class-rooms,  where  they  remain  from  9 to  11. 
This  is  followed  by  a twenty-minute  recess, 
during  which  time  the  playground  is  care- 
fully supervised  and  suitable  games  are  play- 
ed. The  period  from  11:20  to  12:30  is  spent 
in  the  class-room.  At  12 :30  the  children  pass 
to  the  dining-room,  where  dinner  it  served. 
This  consists  of  easily  digested  foods  with  a 
value  of  900  to  1,000  calories.  Care  is  taken 
that  vitamines  and  minerals  are  supplied  in 
sufficient  quantities.  The  rest  neriod  is  from 
1:30  to  2:30  p.  m.  During  this  neriod  each 
child  lies  upon  a comfortable  bed,  and  most 
of  the  time  is  spent  in  sleep.  At  2:30  class 
work  is  resumed  and  at  3:30  food,  consist- 
ing of  dry  cereal,  milk  and  sugar,  valued  at 
100  calcries,  is  served.  The  children  are  then 
permitted  to  go  to  their  homes. 

The  second  institution  cf  this  kind  devel- 
oped at  Berkeley,  California,  is  the  result  of 
the  vision  and  hard  work  of  Drs.  W.  P.  Shep- 
ard and  Chesley  Bush  and  their  associates. 
This  school  is  proving  to  be  a tremendous 
help  in  the  tuberculosis  program  of  Alameda 
County. 

Other  cities  in  the  United  States  are  con- 
templating the  development  of  such  schools 
for  their  boys  and  girls  with  the  childhood 
type  of  tuberculosis.  These  schools  not  only 
provide  for  the  conservation  and  regulation 
of  energy  expenditure,  close  medical  and 
nursing  supervision,  diet,  etc.,  but  they  pro- 
vide for  the  health  education  of  the  girls  and 
boys  enrolled,  as  well  as  many  parents,  guar- 
dians and  organizations  interested  in  their 
welfare.  It  is  hoped  that  this  education  will 
protect  them  in  later  life  against  diet  fads, 
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Fig.  4.  W.  B.  Age  21  years.  Made  from  roentgeno- 
gram of  the  chest  taken  on  June  8,  1929.  Childhood 
tuberculosis  (Ghon  tubercle  right  third  interspace 
near  periphery.  Numerous  calcifications,  right  hil- 
um).  Adult  type  tuberculosis  involving  upper  lobe 
of  left  lung.  No  history  of  exposure. 
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Fig.  6C.  W.  G.  Age  7 years.  Made  from  roentgeno- 
gram taken  on  December  6.  1928.  Pulmonary  in- 
volvement left  first  and  second  interspaces  with  de- 
finite enlargement  of  the  hilum.  Probable  childhood 
type  of  tuberculosis.  The  family  was  advised  to 
have  this  son  examined  after  the  father’s  disease 
was  detected  although  he  is  apparently  in  excellent 
health. 

heliotherapy  fads,  and  other  fads  so  destruc- 
tive to  the  well-being  of  young  men  and 
young  women. 

The  prognosis  in  cases  of  childhood  tuber- 
culosis at  this  age  period  was  formerly 
thought  to  be  excellent,  when  evidence  of  cal- 
cification could  be  seen  on  the  x-ray  film  and 


when  the  child  appeared  to  be  in  good  health. 
For  the  time  being  it  is  good  in  most  cases, 
but  there  are  enough  exceptions  to  make  us 
extremely  conservative  when  discussing  the 
future  of  a child  with  such  definite  findings, 
even  though  they  be  calcified.  If  the  inti- 
mate exposure  to  tubercle  bacilli  is  contin- 
ued the  highly  fatal  adult  type  of  pulmonary 
tuberculosis  may  result  (Figs.  4 and  5). 
Again,  although  calcification  may  be  exten- 
sive we  have  no  method  of  determining  when 
the  entire  lesion  is  calcified  and  walled  off. 
In  other  words,  there  may  be  adjacent  to  the 
calcium  deposits,  areas  of  caseation  which 
are  potential  menaces  as  long  as  they  per- 
sist. From  the  Lymanhurst  School  we  have 
discharged  children  whom  we  believed  to 
have  their  disease  well  healed,  but  who  soon 
after  died  of  acute  tuberculosis.  Therefore, 
he  who  renders  a good  prognosis  to  all  cases 
with  calcification  in  the  hilum  does  not  have 
all  the  facts  in  hand,  nor  as  good  an  under- 
standing of  the  subject  as  is  possible.  It  has 
been  shown  that  even  the  immediate  prog- 
nosis may  not  be  good,  for  the  rupture  of  a 
lymph  node  may  distribute  the  caseous  ma- 
terial to  other  parts  where,  if  it  falls  upon 
allergic  soil,  it  will  produce  acute  inflamma- 
tion and  even  fatal  disease.  But  what  about 
the  more  remote  prognosis?  Here  we  have 
been  inclined  to  believe  that  it  was  also  good, 
but  Rathbun,  Opie  and  others  dampened  our 
enthusiasm  by  showing  that  it  is  the  case 
with  childhood  tuberculosis  who  develops  the 
adult  type.  At  the  postmortem  table  Opie 
has  found  that  the  adult  type  of  tuberculo- 
sis never  develops  in  the  absence  of  the  child- 
hood type  of  infection.  Rathbun  has  shown 
that  among  boys  and  girls  of  high  school  age 
who  develop  the  adult  and  killing  type  of 
tuberculosis  it  is  possible  to  demonstrate 
on  the  x-ray  film  old  childhood  lesions  with 
calcification  in  fifty  per  cent  of  the  cases. 
From  his  experience,  which  is  large,  and  his 
judgment,  which  is  excellent,  he  believed  that 
the  three  or  four  per  cent  of  boys  and  girls 
who  have  childhood  type  of  tuberculosis  fur- 
nish seventy-five  per  cent  of  the  teen  age 
boys  and  girls  who  develop  the  fatal  adult 
type  of  disease.  Our  experience  with  tuber- 
culosis in  the  teen  ages  is  very  similar  to 
that  of  Rathbun. 

Perhaps  the  best  method  of  prevention  of 
tuberculosis  in  childhood  is  through  careful 
study  of  the  epidemiology  of  the  disease.  In 
any  community  it  is  possible  through  two 
procedures  to  determine  with  a fairly  high 
degree  of  certainty  the  number  of  children 
who  have  been  infected,  and  from  those  the 
number  who  have  developed  the  childhood 
type  of  disease.  These  procedures  consist 
first  of  tuberculin  testing  all  children  of  a 
community,  preferably  by  the  intracutaneous 
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methods.  When  this  has  been  done*  prop- 
erly one  has  detected  most  of  the  children 
who  have  been  infected  with  tubercle  bacilli. 
The  number  will  vary  with  conditions  in 
the  community,  such  as  economic  status  of 
the  people,  modes  of  living  and,  most  of  all, 
the  incidence  of  the  adult  type  of  tuberculo- 
sis in  that  community.  Ten  per  cent  may  re- 
act, as  Slater  has  found  in  a rural  commun- 
ity, or  seventy-two  per  cent  may  react,  as 
Hetherington  has  found  in  a great  city. 

The  second  procedure  of  x-raying  all  chil- 
dren who  react  positively.  By  no  means  will 
every  reaction  show  evidence  of  childhood 
tuberculosis.  In  fact  the  majority  of  chil- 
dren with  positive  tuberculin  tests  do  not 
show  the  characteristic  findings  of  child- 
hood tuberculosis.  Perhaps  when  tubercle 
bacilli  found  lodgment  in  the  tissues  of  their 
bodies  a small  tubercle  was  formed,  and  the 
bacilli  became  so  walled  off  that  nothing  fur- 
ther is  heard  or  seen  of  them  except  that  a 
hypersensitiveness  to  tuberculin  is  observed. 
Again  one  must  keep  in  mind  that  our  pres- 
ent methods  of  making  examinations  by  the 
x-ray  are  quite  crude,  and  that  slight  disease 
in  the  region  of  the  hilum  may  remain  unde- 
tected. But  it  is  the  frank  childhood  type  of 
tuberculosis  that  we  are  seeking  to  detect  by 
the  x-ray  examination.  Where  these  proce- 
dures have  been  carried  out  it  has  been 
shown  that  approximately  three  to  four  per 
cent  of  the  entire  childhood  population  shows 
evidence  of  chlidhood  tuberculosis.  By  these 
two  procedures  we  have  rounded  up,  so  to 
speak,  three  groups;  those  who  react  nega- 
tively to  tuberculin;  those  who  react  posi- 
tively and  who  have  been  definitely  infect- 
ed, and  those  who  react  positively  and  also 
have  x-ray  evidence  of  the  childhood  type  of 
disease. 

From  this  point  our  preventive  work  is 
carried  on  to  the  second  and  third  groups  of 
children.  When  a child  reacts  positively  to 
tuberculin,  in  all  probability  that  child  has 
come  in  contact  directly  or  indirectly  with 
some  person  or  animal  suffering  from  tuber- 
culosis or  acting  as  a carrier.  The  contact 
may  have  been  most  indirect  and  casual,  as 
in  case  tubercle  bacilli  are  borne  to  the  child’s 
body  on  fruits  and  other  foods  from  persons 
located  many  miles,  perhaps  hundreds,  from 
the  child.  In  other  words,  tubercle  bacilli 
have  reached  the  body  of  the  child  and  have 
gained  lodgment ; they  are  producing  or  have 
produced  tubercle.  So  our  next  step,  the  x- 
ray  examination,  may  tell  us  something  of 
whether  the  exposure  has  been  intimate  and 
prolonged.  We  feel  that  mos  tchildren  who 
have  developed  frank  childhood  tuberculosis, 
whether  it  be  in  a recent  state  of  develop- 
ment or  apparently  well  calcified,  have  had 
intimate  and  prolonged  contact  exposure. 


Therefore,  when  these  cases  have  been 
found,  we  should  make  a desperate  effort  to 
locate  the  source  of  the  exposure.  We  must 
look  to  their  close  associates.  Here  the  pri- 
vate physician  can  do  much  for  he  often 
knows  the  families  better  than  any  other 
health  worker.  When  he  has  a case  of  tuber- 
culosis in  the  home,  such  as  a father  or 
mother,  he  is  not  discharging  his  full  duty 
to  the  family  when  he  treats  that  patient 
alone.  It  is  his  duty  to  apply  the  cutaneous 
tuberculin  test  to  every  member  of  the  fam- 
ily and  to  as  many  of  the  other  contacts  as 
possible.  He  should  next  x-ray  the  chests  of 
those  who  react  positively  (Figs.  6 A,  B and 
C). 

The  physician  in  private  practice  who  finds 
evidence  of  childhood  tuberculosis  in  the 
body  of  a child  has  not  discharged  his  full 
duty  to  the  child,  the  family,  or  the  com- 
munity until  he  has  made  a careful  search 
among  all  the  close  associates  of  the  child 
for  the  source  of  the  tubercle  bacilli.  The 
children  who  manifest  no  evidence  except 
positive  tuberculin  tests  should  have  x-ray 
examinations  every  six  months  and  prefer- 
ably every  three  months  as  long  as  the 
health  appears  good,  and  oftener  if  symp- 
toms appear.  For  such  repeated  x-ray  ex- 
aminations, a single  film  of  the  chest  usual- 
ly will  suffice.  This  reduces  the  expense  of 
the  examination  considerably.  The  treatment 
of  the  cases  with  childhood  tuberculosis 
above  described  is  also  a preventive  meas- 
ure, because  it  has  been  shown  that  it  pre- 
vents, to  a certain  extent,  the  adult  and  kill- 
ing type  of  tuberculosis  in  later  life. 

Children  with  no  contact  exposure  should 
have  frequent  periodic  examinations.  These 
examinations  should  include  the  cutaneous 
tuberculin  test  for  all  who  have  previously 
reacted  negatively,  and  x-ray  films  for  all 
who  have  previously  reacted  positively.  A 
study  of  the  allergic  reaction  may  also  be 
helpful  in  prevention.  If  it  becomes  marked- 
ly positive  it  is  a fair  indication  that  the 
child  needs  treatment  to  prevent  the  develop- 
ment of  extensive  disease,  and  even  an  at- 
tempt at  desensitization  with  extremely 
minute  doses  of  tuberculin  has  been  suggest- 
ed. 

The  adult  type  of  pulmonary  tuberculosis 
occurs  during  the  period  of  childhood  but  it 
is  not  common. 

Tuberculous  pleurisy  has  been  reported 
rather  commonly  in  children  after  the  fifth 
year  of  life;  however,  with  x-ray  studies,  it 
has  been  found  to  exist  frequently  in  earlier 
years  than  we  formerly  believed.  Frequent- 
ly pleurisy  with  effusion  not  accompanied  or 
preceded  by  acute  respiratory  infection  ap- 
pears in  children  who  have  been  in  perfect 
health.  It  is  secondary  to  lesions  somewhere 
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Fig.  6A.  M.  G.  Age  52  years.  Made  from  roent- 
genogram of  the  chest  taken  on  December  11,  1928. 
Extensive  pulmonary  tuberculosis  throughout  the 
greater  part  of  the  right  and  the  upper  half  of  the 
left  lung.  Symptoms  date  from  March,  1925.  Tuber- 
cle bacilli  in  the  sputum.  Lesions  in  chests  of  two 
sons  arc  illustrated  in  6B  and  6C. 


Fig.  6B.  S.  G.  Age  13  years.  Made  from  roentgen- 
ogram taken  on  December  6,  1928.  Pulmonary  in- 
volvement in  the  left  first  and  second  interspaces 
with  definite  enargement  of  the  'hilum  on  the  left 
side.  Probably  childhood  type  of  tuberculosis.  The 
family  was  advised  to  have  this  son  examined  after 
the  father’s  disease  was  detected,  although  he  ap- 
parently is  in  excellent  health.  Von  Pirquet  positive. 

in  the  body,  and  is  rather  frequently  associ- 
ated with  tuberculous  peritonitis.  It  occurs 
in  children  who  are  extremely  allergic,  and 
therefore  is  regarded  as  an  allergic  reaction. 
At  the  onset  there  may  be  excruciating  pain 
over  the  involved  side.  After  the  effusion 


Pulmonary  • tuberculosis 
(probable  childhood 


bilum 


Fig.  5 C.  E.  Age'  9 years.  Made  from  roentgeno- 
gram taken  June  1,  1926.  Childhood  tuberculosis 
(Ghon  tubercles  right  base  and  calcifications  in 
right  hilum).  Adult  type  tuberculosis  involving  the 
greater  part  of  the  right  and  the  central  portion  of 
the  left  lung.  Exposure  to  tuberculosis  through 
father.  Von  Pirquet  negative.  Died  soon  after  this 
examination. 


forms  the  pain  disappears.  In  other  cases 
there  is  no  pain.  Often  there  is  considerable 
temperature  elevation  for  a few  days.  Fre- 
quently the  symptoms  are  of  short  duration ; 
hence  the  numerous  failures  to  diagnose  the 
condition.  In  fact,  a physician  is  not  con- 
sulted in  many  such  cases.  If  seen  while  pain 
is  present  one  may  elicit  friction  rubs  over 
the  involved  side.  When  the  pain  has  disap- 
peared the  signs  of  fluid  in  the  pleural  cav- 
ity are  usually  elicited.  The  x-ray  is  of  great 
value  in  diagnosing  such  cases.  The  fluoro- 
scopic examination  usually  shows  oblitera- 
tion of  the  costophrenic  angle  and  lagging  or 
immobilization,  of  the  diaphrogm  on  the  side 
of  the  disease.  One  may  be  able  to  see  a fluid 
line.  X-ray  films  should  be  made  in  every 
case  not  only  to  confirm  the  diagnosis  but 
also  to  aid  in  the  search  for  tuberculous  in- 
volvement in  the  lung  parenchyma.  The 
cutaneous  tuberculin  test  is  nearly  always 
markedly  positive.  The  removal  of  a small 
amount  of  fluid  to  be  centrifuged  and  studied 
under  the  microscope  and  for  animal  inocula- 
tion should  be  a routine  practice.  The  treat- 
ment consists  of  reducing  movement  of  the 
affected  side  with  adhesive  tape,  etc.,  and 
liberal  use  of  sedatives  while  pain  is  pres- 
ent. Strict  bed  rest  should  be  employed  in 
every  case  and  continued  over  three  months 
or  longer.  One  must  never  forget  that  a 
tuberculous  pleurisy  is  frequently  accom- 
panied by  parenchymal  lesions  subpleurally 
located  which  may  escape  detection  even  by 
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the  x-ray.  Therefore  the  patient  should  be 
treated  as  one  with  pulmonary  tuberculosis. 
If  marked  symptoms  such  as  temperature 
elevation,  rapid  pulse,  etc.,  exist,  the  removal 
of  a part  of  the  fluid  and  the  introduction 
of  enough  oxygen  or  filtered  air  to  bring 
about  an  atmospheric  pressure  in  the  pleural 
cavity  may  hasten  the  process.  Once  this 
is  begun  the  pneumothorax  should  be  contin- 
ued over  a considerable  period  of  time.  The 
effusion,  if  not  present  in  too  large  amounts, 
in  all  probability  is  nature’s  method  of  sep- 
arating the  visceral  from  the  parietal  pleu- 
ra, thus  relieving  the  patient  of  pain  and 
bringing  about  partial  compression  of  the 
lung.  In  other  words,  it  is  an  attempt  to  im- 
mobilize the  parts  involved.  Therefore,  the 
fluid  should  not  be  removed  unless  pneumo- 
thorax is  begun  or  it  is  present  in  such 
large  quantities  as  to  cause  pressure  symp- 
toms. The  prognosis  in  such  cases  is  usual- 
ly very  good.  Even  without  treatment  many 
get  well,  but  a fair  percentage  will  later  re- 
port with  parenchymal  tuberculosis. 

Tuberculous  pericarditis  often  accompan- 
ies pleurisy  and  peritonitis.  Through  the 
lymphatic  channels  the  pericardial  cavity 
communicates  very  freely  with  the  peritoneal 
and  pleural  cavities.  On  the  other  hand,  tu- 
berculous pericarditis  may  exist  in  children 
independent  of  pleurisy  and  peritonitis.  In 
such  cases  one  finds  disease  in  the  mediasti- 
nal lymph  nodes  or  in  some  other  part  of 
the  body.  The  disease  usually  is  secondary 
although  some  authors  have  reported  it  as  a 
primary  process.  Morris  and  Little  have 
made  a careful  study  of  the  physical  findings 
in  pericarditis  and  find  that  the  cardiohe- 
patic  angle  in  pericardial  effusion  is  usually 
an  acute  angle.  The  area  of  relative  cardiac 
dullness  is  pyriform  and  generally  extends 
upward  to  the  first  interspace.  Widening 
of  the  area  of  dulness  and  of  the  x-ray  shad- 
ows is  best  determined  with  the  patient  in 
the  recumbent  posture.  They  have  found  the 
most  reliable  sign  of  fluid  in  the  pericardium 
is  shifting  of  dulness  when  the  patient  is 
changed  from  the  recumbent  to  the  erect 
posture.  They  have  also  observed  a marked 
decrease  of  visible  pulsations  in  the  shadow 
on  fluoroscopic  examination.  In  such  cases 
one  may  also  elicit  signs  of  compression  of 
the  left  lung  posteriorly.  These  include  bron- 
chial breathing,  bronchophony  or  egophony. 
The  signs  are  particularly  noticeable  at  the 
angle  of  the  left  scapula  in  children.  The 
cutaneous  tuberculin  test  as  in  cases  of  pleu- 
risy is  of  great  value.  The  removal  of  peri- 
cardial effusion  for  direct  smear  studies  and 
animal  inoculation  is  also  of  great  value  in 
confirming  the  diagnosis.  The  treatment  con- 
sists of  strict  bed  rest  with  comfortable  at- 
mospheric conditions,  good  foods  and  close 


medical  observation.!  Aspiration  alone  appar- 
ently is  not  of  much  avail.  Pneumopericar- 
dium has  been  employed  with  good  results 
by  some  workers.  Pericardotomy  which 
brings  about  an  interior  drainage  into  the 
spaces  surrounding  the  pericardium  has  been 
practiced.  Recently  Lemaire  has  used  lipio- 
dol  in  the  treatment  of  tuberculous  pericar- 
ditis. The  prognosis  is  only  reasonably  good. 

Tuberculosis  of  the  myocardium  may  oc- 
cur in  the  form  of  large  tubercles  or  tuber- 
culous infiltration  or  miliary  tubercles.  In  a 
group  of  71  cases  approximately  forty  per 
cent  were  less  than  fifteen  years  old.  The 
symptoms  and  findings  are  palpitation,  dif- 
fuse pulsation,  gapid  heart  action,  feeble 
heart  sounds,  dsypnea,  cyanosis,  unconscious- 
ness, general  edema  and  sudden  death.  Usual- 
ly the  disease  is  associated  with  tuberculosis 
of  the  bronchial  lymph  nodes  and  the  lungs. 
Tuberculous  endocarditis  also  occurs  in  child- 
hood. In  such  cases  there  is  usually  no  his- 
tory of  tonsillitis,  chorea,  rheumatism  or 
scarlet  fever,  but  a tuberculous  process  is 
often  found  in  some  other  part  of  the  body. 

*From  the  Departments  of  Preventive  Medicine 
and  Internal  Medicine,  University  of  Minnesota. 

This  paper  was  prepared  with  the  aid  of  a grant 
from  the  Medical  Reearch  Fund  of  the  University 
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(Presented  by  reouest  before  the  Health  Officers’ 
section  of  the  Second  Annual  Meeting  of  the  Arizona 
Public  Health  Association,  at  Prescott,  April  17, 
1929.) 

After  many  centuries  of  persistent  inten- 
sive study  by  hundreds,  yes,  thousands,  of 
quiet  unobtrusive  investigators  in  every  nart 
of  the  known  world,  the  briTant  discoveries 
of  Pasteur  laid  the  foundation  for  the  sci- 
entific study  of  bacterial  diseases.  In  1882, 
Robert  Koch  discovered  the  tubercle  bacillus 
and  proved  conclusively  that  it — and  it  alone 
— is  the  causative  factor  in  producing  all 
forms  of  tuberculosis. 

After  the  discovery  of  the  tubercle  bacil- 
lus, the  question  of  the  prevention  of  tuber- 
culosis seemed  to  have  become  an  extremely 
simple  one.  This  disease,  whdse  ravages 
among  the  inhabitants  of  civilized  countries 
had  become  so  extensive  that  it  was  referred 
to  as  the  “Captain  of  the  Men  of  Death’’ — 
this  dread  disease  is  caused  by  a tiny  micro- 
scopic germ.  Ergo,  all  that  is  necessary  to 
prevent  the  disease  is  to  destroy  the  germ. 
Beautifully  simple,  isn’t  it?  And  so  it  seem- 
ed, even  to  students  of  this  disease,  for  a 
number  of  years. 

Further  study,  however,  disclosed  the  fact 
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that  there  is  another  very  important  consid- 
eration in  the  production  of  the  disease 
tuberculosis.  This  is  the  reaction  or  response 
of  the  tissues  of  the  body  to  invasion  or  in- 
fection by  the  tubercle  bacillus.  Extensive 
postmortem  findings  have  proven  conclusive- 
ly that  over  ninety  per  cent  of  all  adults  re- 
siding in  civilized  countries  have  been  infect- 
ed with  the  tubercle  bacillus. 

In  only  comparatively  recent  years,  how- 
ever, have  pathological  findings  and  clinical 
observation  shown  that  there  is  a vast  dif- 
ference between  the  effects  of  a primary,  or 
first,  infection  and  a secondary  or  re-infec- 
tion. The  difference  in  the  effects  of  these 
two  forms  of  infection  is  due,  not  to  any 
change  in  the  virulence  of  the  tubercle  bacil 
lus,  but  to  an  altered  reaction  on  the  part  of 
the  body  tissues.  The  first,  or  primary,  in- 
fection, if  it  has  not  been  so  severe  as  to 
cause  progressive  and  fatal  disease,  confers 
on  the  tissues  of  the  infected  body  a degree 
of  immunity  which  changes  greatly  the  ef- 
fect of  subsequent  infections.  These  are 
fundamental  facts  which  must  be  kept  con- 
stantly in  mind  if  we  are  to  use  rational 
methods  in  the  prevention  of  this  disease. 

Having  determined  that  the  tubercle  bacil- 
lus is  the  causative  factor  in  tuberculosis,  we 
naturally  ask  ourselves  how  this  germ  enters 
the  body.  In  the  vast  majority  of  cases  the 
germ  enters  the  body  in  one  of  two  wavs: 
either  by  inha’atmn  or  by  ingestion.  In  other 
words,  the  germ  enters  either  by  the  nose 
or  by  the  mouth.  It  is  either  breathed  in  or 
swallowed.  Have  we  any  method  of  deter- 
mining which  of  these  two  methods  is  the 
more  likely  or  the  more  common?  We  have 
such  a method  of  determination  so  far  as 
the  first,  or  primary,  infection  is  concerned. 

Mention  was  made  a few  minutes  ago  of 
the  fact  that  a first,  or  primary,  infection 
confers  a degree  of  immunity  on  the  tissues 
of  the  host.  To  this  immunity  or  altered  re- 
action of  the  tissues  of  the  host,  the  name 
allergy  is  given,  and  advantage  is  taken  of 
this  allergic  reaction  to  determine  whether 
or  not  a child  has  been  infected  by  the  tuber- 
cle bacillus.  Practically,  this  test  is  usually 
performed  by  injecting  tuberculin  into  the 
skin  after  the  method  of  Pirquet.  For  the 
benefit  of  those  who  are  not  physicians,  it 
may  be  stated  that  a pos:tive  Pirquet  skin 
reaction  does  not  prove  that  the  individual 
has  the  d'sease  tuberculosis.  All  it  proves  is 
that  the  indiv'dual  has  been  infected  with 
the  tubercle  bacillus.  He  may  be  in  perfect 
health,  but  he  has  had  his  childhood  infec- 
tion with  the  tubercle  bacillus. 

Many  thousands  of  tuberculin  skin  tests 
in  many  of  the  larger  cities  of  the  world  have 
disc’osed  some  very  interesting  facts.  The 
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first  human  infection — that  is,  the  first,  or 
primary,  infection  in  the  human  race — takes 
place  as  follows: 

(a)  During  the  first  two  years  approxi- 
mately ten  per  cent  of  all  children  in  civil- 
ized countries  become  infected  with  the 
tubercle  bacillus. 

(b)  At  three  years  fifteen  per  cent  to 
twenty  per  cent  are  infected. 

(c)  At  five  years  fifty  per  cent  are  in- 
fected. 

(d)  At  fifteen  years  seventy-five  per 
cent  are  infected. 

(e)  At  maturity  over  ninety  per  cent  are 
infected. 

An  analysis  of  these  percentages  shows 
that  before  adolescence  seventy-five  per  cent 
of  human  beings  become  infected  for  the 
first  time.  Of  these,  a full  half  or  more  are 
infected  during  the  three  years  between 
three  and  six  years  of  age.  In  the  first  three 
years,  only  one-quarter  of  this  seventy-five 
per  cent  become  infected ; and  in  the  nine 
years  between  six  and  fifteen  years  of  age 
only  one-quarter  become  infected. 

What  probable  conclusions  may  be  drawn 
from  these  analyses7 

(a)  Cow’s  milk  is  consumed  more  large- 
ly under  two  years  than  between  three  and 
six.  The  probabilities  are  that  the  greatest 
number  of  infections  from  cow’s  milk  take 
place  under  two  years  of  age. 

(b)  The  greatest  number  of  infections 
take  place  between  three  and  ten  years  of 
age.  “These  are  the  years  after  locomotion 
has  been  perfected  and  the  child’s  range  of 
activity  and  association  has  been  enormous- 
ly widened.  The  average  child  spends  more 
time  out  of  doors  than  at  any  other  period  of 
his  life.  His  habits,  games,  etc.,  keep  him 
close  to  the  ground.  He  accumulates  on  his 
hands  the  raw  human  sputum  of  the  high- 
ways, sidewalks  and  floors  of  dwellings. 
The  hands  go  to  the  child’s  mouth  and  so  in- 
itiate tuberculous  infection.  The  probabili- 
ties are  that  the  greatest  number  of  infec- 
tions between  three  and  ten  years  of  age 
take  place  from  raw  sputum  on  the  hands, 
which  has  been  accumulated  from  highways, 
sidewalks  and  the  floors  of  dwellings.” 

(c)  In  addition  to  these  two  sources  of 
infection — the  ingestion  of  cow’s  milk  and 
of  raw  sputum — the  third  chief  source  of  in- 
fection is  the  inhalation  of  bacilli-laden  dust 
or  droplets.  This  is  especially  so  in  the  case 
of  infants  in  tuberculous  surroundings. 

To  recapitulate:  There  are  three  chief 
sources  from  which  come  the  tubercle  bacilli 
which  cause  the  first,  or  primary,  infection 
in  human  beings.  In  the  order  of  their  ap- 
parent importance  they  are : 
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1.  Raw  sputum.  This  seems  to  be  the 
chief  source  of  infection  between  three  and 
ten  years  of  age,  the  time  when  more  than 
one-half  of  all  childhood  infections  take 
place. 

2.  The  inhalation  of  bacilli-laden  dust  or 
droplets.  This  form  of  infection  would  seem, 
probably,  to  take  place  only  where  children 
are  in  association  with  those  actively  ill  from 
tuberculosis.  This  form  of  infection  takes 
place  principally  in  infancy. 

3.  The  ingestion  of  milk  from  tubercu- 
lous cows.  This,  too,  takes  place  principally 
in  infancy,  but  may  occur  in  any  part  of 
childhood. 

Now,  to  cinch  this  part  of  the  argument 
while  these  facts  are  fresh  in  our  minds. 
What  measures  are  demanded  to  prevent  or 
to  minimize  the  first,  or  primary,  infection 
in  human  beings?  Naturally  they  are  two: 
First,  make  a determined  effort  to  destroy 
all  raw  sputum,  whether  or  not  it  contains 
tubercle  bacilli.  We  can  never  teach  the 
tubercular  not  to  spit  carelessly,  if  we  allow 
the  non-tubercular  to  expectorate  promiscu- 
ously. All  raw  sputum  should  be  destroyed. 
Second,  insist  on  clean  and,  where  possible, 
pasteurized  milk  from  tuberculin-tested  cows. 

Now,  to  speak  for  a moment  on  re-infec- 
tion, or  secondary  infection  in  tuberculosis. 
As  stated  before,  the  first,  or  primary,  in- 
fection undoubtedly  confers  a degree  of  im- 
munity against  secondary  infections.  How 
great  a degree  of  immunity,  it  is  impossible 
to  determine.  Very  probably  the  degree  of 
immunity  varies  in  different  individuals.  It 
likely  varies  in  the  same  individual,  at  dif- 
ferent times.  Just  at  present  the  consensus 
of  opinion  among  authorities  on  tuberculosis 
seems  to  be  that,  ordinarily,  childhood  infec- 
tion probably  protects  the  individual  from  all 
but  massive  re-infection  fi'om  without. 

This  being  the  case,  we  naturally  ask  our- 
selves, when  an  adult,  who  has  been  infected 
early  in  childhood,  develops  active  tubercu- 
losis, where  does  the  re-infection  come  from? 
Activation  of  the  disease  certainly  means  re- 
infection. If  this  individual  has  not  recently 
been  exposed  to  massive  infection  from  with- 
out, and  many  of  them  have  not,  where  does 
he  get  his  re-infection?  Why,  he  simply  re- 
infects himself.  The  live  tubercle  bacilli, 
which  have  lain  dormant  in  his  lungs  since 
childhood,  cut  off  from  the  healthy  parts  of 
the  lungs  by  being  imbedded  in  solid,  firm, 
scar  tissue, — these  tubercle  bacilli  escape 
from  their  prison  and  re-infect  healthy  tis- 
sues of  the  body. 

Finally,  the  question  arises,  what  are  the 
factors  which  cause  this  scar  tissue  to  soften 
and  weaken  and  allow  these  bacilli  to  escape 
into  the  lymphatic  spaces  or  the  blood 


stream?  In  a word,  they  are:  under-feeding, 
over-crowding,  over-work,  dissipation,  and 
concurrent  disease. 

Proper  preventive  measures  naturally 
suggest  themselves.  Relieve  under-feeding, 
prevent  overcrowding,  avoid  over  work  and 
dissipation.  Prolong  conva’escent  care  of 
acute  debilitating  disease.  Such  measures 
will  do  a great  deal  to  prevent  reinfection 
with  the  tubercle  bacilli  and  the  occurrence 
of  tuberculosis  in  adult  life. 

A word  in  closing,  regarding  the  results 
that  such  measures,  as  have  been  outlined, 
have  accomnlished  in  the  prevention  of  tu- 
berculosis in  the  past  twenty-five  or  thirty 
years.  This  year  the  National  Tuberculosis 
Association  celebrates  the  twenty-fifth  an- 
niversary of  its  organization.  To  this  Asso- 
ciation and  its  subsidiary  societies  is  due  a 
large  part  of  the  credit  for  the  very  inten- 
sive campaign  which  has  been  waged  against 
tuberculos’is.  During  these  twenty-five  years 
a broad  well-organized,  intensive  campaign 
has  been  made  against  tuberculosis,  such  as 
had  not  even  been  approached  in  combating 
any  other  disease  or  group  of  diseases.  What 
have  been  the  results?  In  1900,  the  death 
rate  for  tuberculosis  in  the  registration  area 
of  the  United  States  was  195.2  per  100,000 
of  population.  That  means  that  aparoximate- 
ly  two  persons  out  of  every  thousand  died 
from  tuberculosis  in  the  course  of  the  year. 
The  disease  was  then  the  first  of  the  Cap- 
tains of  Death : and  this  was  true,  not  only 
in  our  country,  but  generally  throughout  the 
world.  By  1910,  the  death  rate  from  the  dis- 
ease in  the  identical  registration  area,  had 
dropped  to  164.7,  or  a decline  of  15.6  per  cent 
in  the  ten-year  period.  In  1920,  ten  years 
after,  the  rate  in  the  same  group  of  states 
was  only  112  per  100,000  living.  In  the  sec- 
ond decade,  the  rate  fell  32  pr  cent,  or  a 
little  more  than  twice  as  fast  as  in  the  first 
decade.  By  1926,  the  figure  had  faUen  to 
84.5  per  100,000  in  the  same  states,  which  is 
considerably  less  than  half  the  figure  for 
1900.  In  other  words,  an  intensive  and  ex- 
tensive campaign  has  cut  the  death  rate 
from  tuberculosis  to  less  than  one-half  in 
twenty-six  years.  Tuberculosis  is  no  longer 
the  “Captain  of  the  Men  of  Death”  in  this 
country.  It  has  been  relegated  to  third  place, 
being  now  surpassed  both  by  acute  respira- 
tory diseases  and  by  cardio-renal  diseases. 

Surely,  this  is  a most  gratifying  result. 
What  has  been  accomplished  against  tuber- 
culosis by  constant  concerted  effort  can  be 
done  against  other  diseases  also.  Organiza- 
tions such  as  this  will  continue  to  prove  a 
most  important  element  in  the  fight  against 
disease.  The  prospect  for  the  future  success 
of  public  health  worker  in  the  United  States 
is  most  encouraging. 
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HELIOTHERAPY  IN  THE  TREAT- 
MENT OF  EXTRAPULMONARY 
TUBERCULOSIS 
F.  C.  GOODWIN  M.  D., 

El  Paso,  Texas. 

Read  before  the  New  Mexico  Medical  Society,  at 
its  Forty-Seventh  Annual  Meeting,  at  Taos,  New 
Mexico,  June  12-14,  1929. 

The  treatment  of  disease  with  sunlight  is 
as  old  as  the  sun  itself,  but  it  was  not  until 
1903  that  an  institution  was  established  de- 
voting its  facilities  to  the  treatment  of  sur- 
gical tuberculosis  alone.  Dr.  A.  Rollier, 
while  an  assistant  to  Professor  Kocher,  saw 
the  need  for  something  more  than  surgery 
for  the  treatment  of  bone  and  joint  disease. 
He  perhaps  visioned  temporary  benefits  ob- 
tained with  sunlight  and  thereupon  sought 
a location  where  uninterrupted  treatment 
could  be  carried  on  the  entire  year.  This 
was  in  the  nature  of  an  experiment,  but 
whether  he  knew  the  requirements  for  re- 
sults or  not,  at  least  he  leads  all  other  men 
in  the  world  today  in  the  treatment  of  ex- 
trapulmonary  tuberculosis.  Unquestionably 
the  rsults  must  be  due  to  his  thorough 
knowledge  of  orthopedic  surgery  and  to  ideal 
climatic  conditions. 

We  are  taught  that  for  ideal  sites  for 
heliotherapy,  altitude  is  required  to  avoid 
interference  of  $moke,  dust  and  moisture, 
these  being  the  absorbent  of  ultra-violet 
rays  and  particularly  those  of  the  short 
wave  lengths.  Sufficient  sun  is  required  to 
enable  an  uninterrupted  exposure  for  the 
year  round.  Too  many  of  us  see  a change 
for  the  better  during  the  summer  months 
when  we  are  able  to  expose  our  patients,  only 
to  see  them  decline  with  the  coming  on  of  a 
severe  winter,  when  it  is  impossible  to  se- 
cure the  advantages  of  the  sun’s  rays. 

Just  how  heliotherapy  is  beneficial  is  a 
disputed  question.  In  almost  every  paper 
read  we  see  that  pigmentation  is  an  index 
to  a predisposition  to  recovery;  however,  no 
explanation  for  this  has  been  offered.  We 
frequently  read  that  heliotherapy  is  cura- 
tive because  it  raises  the  resistance.  Still 
another  suggestion  is  that  the  energy  of  the 
rays  on  reaching  the  body  surface  becomes 
transformed  into  chemical  energy  which 
plays  its  part  in  tissue  cells  and  in  the 
blood.  In  every  discussion  ultraviolet  rays 
are  conceded  to  be  curative. 

After  our  own  investigations,  and  since 
thoroughly  reviewing  the  literature,  I have 
come  to  the  conclusion  that  we  are  positive 
that  ultraviolet  rays  produce  pigmentation 
and  that  is  about  all. 

It  would  seem  that  perhaps  we  are  attrib- 
uting too  much  of  our  results  in  the  treat- 
ment of  surgical  tuberculosis,  to  ultraviolet 


rays.  The  supposition  that  the  skin  is  a 
ductless  gland  and  acts  as  a gland  of  in- 
ternal secretion  and  that  pigmentation  con- 
verts long  ultraviolet  rays  into  short  ultra- 
violet rays  is  difficult  for  many  of  us  to 
comprehend. 

We  know  by  experiment  that  ultraviolet 
rays  cause  pigmentation,  that  they  are  ab- 
sorbed by  the  blood;  but  further  than  that, 
we  do  not  know.  Why  not  give  the  organism 
itself  the  credit  and  say  that  by  exposure  of 
the  patient  to  the  sunlight  pigmentation  is 
produced?  Pigmentation  is  protective  and 
enables  the  patient  to  be  exposed  for  a 
longer  length  of  time.  This  exposure  brings 
about  normal  physiology  and  enables  the  or- 
ganism to  use  its  combating  forces  more  ef- 
ficiently to  defeat  the  insults  of  disease  to 
the  tissues. 

By  exposure  of  the  skin  to  the  sunlight  we 
are  endeavoring  to  regain  a primitive  skin 
with  all  its  functions.  After  proper  expos- 
ure, the  body  blanket  is  able  to  adjust  itself 
to  air  motion  and  temperature  change  with- 
out suffering  to  the  organism. 

Capillary  circulation  is  so  established  and 
increased,  perhaps  by  the  heat  rays,  that  ev- 
ery component  of  the  skin  is  made  active. 
The  skin  is  changed  from  an  atrophied  ex- 
cretory organ  to  one  of  high  potency. 

A patient  exposed  for  three  hours  daily 
excretes  four  to  five  liters  of  fluids  per  day. 
This  naturally  brings  with  it  end  products 
of  metabolism  in  the  nature  of  urea,  uric 
acid,  creatinin,  scatol,  albumins  and  phe- 
nol. Were  it  not  for  a highly  functioning 
skin,  these  products  would  remain  in  the  tis- 
sues until  carried  away  through  the  urinary 
system,  therefore  it  seems  this  excretory 
power  of  the  skin  is  one  of  the  greatest 
benefits  derived  from  heliotherapy.  It  is 
only  logical  to  say  the  remaining  fluids  of  a 
heliotherapy  patient  can  not  possibly  be  as 
toxic  as  those  of  the  patient  lying  in  closed 
quarters  breathing  his  own  exhausts. 

In  addition  to  these  changes,  the  patient 
has  a feeling  of  well  being,  increased  appe- 
tite, and  has  something  to  look  forward  to 
each  day.  He  becomes  interested  in  life, 
hopeful,  and  feels  that  something  is  being 
done  to  restore  him  to  health. 

Heliotherapy  is  merely  a cofactor  in  the 
treatment  of  surgical  tuberculosis,  and 
should,  in  all  cases,  be  used  in  conjunction 
with  orthopedic  good  sense.  That  orthopedic 
supervision  in  these  cases  is  required  is  no 
longer  a matter  for  controversy.  We  need 
only  to  look  about  and  see  the  results  of 
healed  tuberculosis.  The  usual  sight  is  a se- 
vere hunch  back,  a foot  in  plantar  flexion, 
the  shoulder  fixed  to  the  side  until  the  pa- 
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tient  is  handicapped  to  the  extent  of  dress- 
ing himself  only  with  help.  We  have  all 
seen  the  flexed  and  adducted  thigh  with  in- 
ternal rotation  of  the  entire  extremity. 
These  deformities  can  be  easily  overcome  if 
given  the  proper  appliances.  These  applian- 
ces serve  two  purposes,  as  they  prevent  de- 
formities and  are  usually  so  arranged  to  im- 
mobilize or  put  at  rest  the  part  involved. 

The  mechanical  treatment  of  these  cases 
is  built  around  the  one  classical  treatment  of 
tuberculosis  which  we  all  know  is  rest.  To 
obtain  this  there  must  be  either  immobiliza- 
tion or  disapproximation  of  the  parts  in- 
volved. The  method  most  comfortable  to  the 
patient  is  indicated,  provided  it  does  not  ex- 
clude the  body  from  the  air  and  prohibit  ac- 
tivity of  the  member  diseased. 

Plaster  casts  are  not  used  on  our  patients 
for  immobilization,  except  as  shells.  I be- 
lieve the  reasons  are  clear  for  this.  The 
sealed  up  cast  is  perhaps  our  best  immobiliz- 
er, still  we  must  not  forget  our  sluggish  phy- 
siology whcih  is  the  result  of  such  an  appli- 
ance. We  all  have  our  mental  picture  of  the 
patient  with  tuberculosis  of  the  hip  or  knee 
at  the  time  of  removing  the  cast.  There  is 
an  atrophy  of  the  entire  member;  the  skin 
is  loose  and  flabby,  and  flakes  of  desquama- 
tion give  anything  but  a picture  for  hygeia. 
Not  infrequently  there  are  pressure  sores 
and  pus,  even  when  the  cast  is  applied  with 
the  greatest  skill  and  experience.  Note,  in 
the  roentgen  ray  examination,  the  osteopor- 
osis, which  is  in  itself  indicative  of  wasting 
and  atrophy. 

Our  leading  authors  in  heliotherapy  have 
concluded,  I believe,  that  a consistent  and 
progressive  improvement  djoes  not  depend 
entirely  on  either  the  extent  or  the  site  of 
the  disease,  but  rather  on  the  ability  of  the 
organism  to  defeat  the  destruction  of  tuber- 
culosis. To  enable  us  to  defeat  the  destruc- 
tion we  need  the  help  of  every  member  of 
the  organism  and  it  is  of  little  help  when 
trapped  in  a plaster  cast. 

For  these  reasons  the  various  types  of 
extensions,  plaster  shells  and  sand  bags  are 
substituted. 

Heliotherapists  it  would  seem,  are  rather 
prone,  or  liable,  is  perhaps  the  better  term, 
to  become  radical  and  denounce  any  benefit 
derived  from  surgery.  This  we  must  guard 
against,  as  our  results  depend  on  a combina- 
tion of  factors  such  as  rest,  fresh  air,  nour- 
ishing food,  uninterrupted  heliotherapy,  or- 
thopedic good  sense  and  certainly  surgery 
when  indicated. 

For  years  the  southwest  has  drawn  more 
than  its  quota  of  pulmonary  tuberculosis. 
Sanatoria  are  provided  for  such  cases  by  the 
government,  the  state,  the  county  and  by 


private  interests.  There  are  no  such  institu- 
tions for  those  maimed  by  tuberculosis,  even 
though  we  know  they  respond  more  quickly 
than  do  pulmonary  cases  to  our  climate. 
They  have  been  looked  upon  as  hopeless  pa- 
tients and  they  have  not  been  sought  after 
as  the  pulmonary  patients  have  been. 

In  the  southwest  today  we  are  obtaining 
very  encouraging  results  with  the  sun  cure 
in  extrapulmonary  tuberculosis.  This,  as 
in  the  Alps,  is  due  to  our  climatic  conditions. 
The  weather  bureau  gives  the  following  re- 
ports in  and  near  El  Paso,  Texas:  Average 
humidity  40  per  cent,  average  rainfall  9.36 
inches,  average  temperature  63.5  degrees,  al- 
titude 3762  ft.,  331  days  of  sunshine  un 
twelve  months. 

An  average  of  40  per  cent  humidity  indi- 
cates less  absorption  of  ultraviolet  rays  and 
more  raoid  evaporation  of  perspiration.  This 
is  refreshing  to  the  patient  and  enables  him 
to  receive  more  sun.  Rainfall  amounting  to 
9.36  inches  simply  means  more  sunhsine. 
An  average  temperature  of  63.5  degrees  en- 
ables exposure  of  the  nude  body  even 
throughout  the  winter.  An  altitude  of  3762 
ft.  enables  the  patient  to  be  exposed  to  a 
greater  intensity  of  ultraviolet  rays  for  rea- 
sons with  which  we  are  all  familiar. 

Before  any  comment  is  made  on  the  last 
and  most  vital  factor,  I wish  to  quote  from 
Dr.  Strandberg1  of  the  Finsen  Medical  Light 
Institute:  “The  sun  unquestionably  is  the 
best  of  all  sources  of  light  in  places  where 
sun  is  available.  In  large  towns  or  their  sub- 
urbs, sunlight  is  of  little  practical  use  on  ac- 
count of  the  dusty,  smoky  quality  of  the  at- 
mosphere which  absorbs  the  chemical  ele- 
ments of  the  sun.” 

In  El  Paso,  sunlight  is  thrown  upon  us 
with  untiring  generosity  for  331  days  in  the 
year.  This  speaks  for  itself  in  the  treat- 
ment of  surgical  tuberculosis.  We  expose 
the  patient’s  nude  body  consistently  and  pro- 
gressively and  without  interruption  the  en- 
tire year. 

Artificial  lights  are  not  used  in  our  sun 
treatment  of  such  cases  in  El  Paso,  for  rea- 
sons which  may  be  seen  in  the  following  ex- 
periment carried  on  in  our  sanatorium  by 
Dr.  Orville  Egbert2. 

Five  groups  of  patients  were  studied  with 
the  idea  of  comparing  the  effects  of  artifi- 
cial and  natural  light  and  the  development  of 
a graduated  technic.  The  first  group  showed 
that  patients  receiving  radiation  from  a mer- 
cury vapor  quartz  lamp,  in  a room  otherwise 
dark,  and  with  their  bodies  covered  at  all 
other  times  with  dark  clothing,  developed  a 
dry,  toneless,  desquamating  skin,  showing 
neither  blush  nor  increased  capillary  circu- 
lation. The  skin  was  of  a dirty  grayish  hue 
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with  little,  if  any,  increase  in  pigment  depos- 
its. The  dry  epidermis  could  be  easily 
crimpled  on  the  corium. 

Patients  in  group  two,  with  all  clothing  re- 
moved were  placed  on  open  porches  where 
there  was  an  abundance  of  reflected  light, 
but  never  in  direct  sunlight.  For  want  of  a 
better  name  this  will  be  referred  to  as  an  air 
bath.  This  bath  was  rapidly  increased  as 
the  only  care  necessary  to  be  taken  is  in  the 
gradual  adaptation  to  temperature  change. 
Their  skins  developed  increased  tone,  a blush 
of  increased  capillary  circulation,  oiliness 
and  an  epidermis  hard  to  crimple  on  the 
corium.  At  this  stage  mercury  vapor  radia- 
tions were  added  to  their  air  bath  with  the 
results  that  the  skin  changes  became  more 
marked  and  pigmentation  developed.  On  a 
scale  of  four  it  was  possible  to  attain  a sec- 
ond degree  skin,  but  no  more. 

In  group  threat  the  patients  wTere  given  di- 
rect sunlight  according  to  the  Rollier  tech- 
nic. Most  cases  developed  favorable  skin  as 
evidenced  by  softness,  increased  tone,  in- 
creased capillary  circulation  and  pigment.  A 
few  developed  pigment  alone  and  not  the 
favorable  changes  of  the  majority.  At  the 
end  of  six  months’  period  patients  of  this 
group  had  attained  at  least  a third  degree 
pigment,  a deep  skin  of  increased  tone  to 
where  it  was  impossible  to  crimple  the  epi- 
dermis on  the  corium  over  most  of  the  body ; 
it  was  soft  and  glistening,  due  to  noticeable 
oil  in  the  skin.  These  cases  would  classify 
as  third  and  fourth  degree  pigmentation. 

Group  four  consisted  of  a few  cases  that 
had  attained  at  least  a third  degree  pigment- 
ed skin  under  sunlight  and  were  then  sud- 
denly withdrawn  from  sunlight  in  an  at- 
tempt to  hold  their  skin  changes  with  the 
quartz  lamp  alone.  The  pigmentation  rapid- 
ly faded,  the  skin  became  dry,  toneless  and 
desquamating. 

Group  five  comprised  patients  on  full  sun- 
light therapy  with  skin  in  third  degree,  or 
more,  who  discontinued  insolation  and  re- 
sorted to  air  baths  and  quartz  lamp  radia- 
tion. Their  skins  faded  possibly  to  a second 
degree  of  both  pigment  and  texture. 

While  pigment  wTas  formed  in  sufficient 
quantity  in  those  patients  receiving  artifi- 
cial light,  there  was  no  evidence  of  tone ; the 
thickness  of  the  skin  had  not  increased  and 
certainly  there  was  no  evidence  of  a func- 
tioning skin. 

Since  those  patients  exposed  to  neither  di- 
rect sunlight  nor  reflected  light  did  not  de- 
velop characters  of  a promitive  skin  it  seems 
that  something  more  than  ultraviolet  rays 
is  needed.  Temperature  change  and  air 
motion  play  their  parts  as  well  as  the  solar 
spectrum. 

I have  selected  five  patients  from  our 


groups  to  illustrate  the  need  for  proper  sup- 
ports and  supervision  and  to  show  the  bene- 
fits derived  from  this  treatment. 


CASE  I.  G.  M.  AGE>  2 

Family  history : Grandfather  died  of  tuberculosis. 
Mother  was  actively  tubercular  at  time^  of  delivery. 
Mother  nursed  patient  for  two  months  when  she 
was  diagnosed  as  far  advanced  tuberculosis. 

Present  Illness:  About  April  24th,  the  patient 

became  less  active  and  did  not  care  to  take  part 
in  daily  play.  Patient  remained  sitting  most  of  the 
time.  Refused  to  pick  up  toys  from  floor.  Later 
began  crying  out  in  sleep.  Temperature  100.6  de- 
grees. 

I was  called  in  consultation.  A diagnosis  of  early 
Pott’s  was  made  of  the  third  and  fourth  lumber 
vertebrae,  after  routine  examination.  The  patient 
was'  put  on  Bradford  frame  and  systematic  sun  in- 
stituted. The  patient  was  relieved  at  once  of  the 
pain  and  a change  for  the  better  set  in.  Uninter- 
rupted heliotherapy  continued  for  twelve  months, 
the  patient  getting  three  and  four  hours  daily. 
Roentgen  ray  examination  at  the  end  of  this  per 
iod  shows  the  disease  to  be  arrested  at  once.  The 
two  vertebrae  involved  show  a complete  ankylosis. 
This  patient  was  exposed  repeatedly  to  influenza 
and  to  acute  rhinitis  in  the  family,  without  con- 
tracting these  highly  contagious  diseases. 

CASE  II.  G.  0. 

This  patient  has  been  under  supervision  three 
months  and  is  reported  to  show  the  necessity  of 
proper  supervision.  He  was  in  the  hands  of  one 
of  our  leading  surgeons  and  progressing  to  happy 
recovery  when  the  parents  put  the  patient  in  the 
hands  of  a brace  maker.  The  results  were  clearly 
shown  on  x-ray  examination.  There  was  an  extensive 
involvement  of  the  upper  lumbar  vetrebrae  with 
repair  well  advanced.  There  was  only  a slight  ky- 
phosis. Patient  was  braced  to  overcorrect  deformity, 
but  the  area  of  disease  being  fixed  a backward  dis- 
placement of  the  entire  trunk,  at  the  lumbo-sacral 
junction,  resulted.  This  backward  tilting  of  the  trunk 
was  some  20  or  30  degrees.  The  brace  was  discard- 
ed and  patient  put  on  corrective  exercises.  He  is 
slowly  assuming  the  erect  position. 

CASE  III. 

S.  0.,Age  40 — was  first  diagnosed  in  January, 
1919.  He  wras  advised  to  have  a fusion  of  the  spine, 
which  he  did  immediately.  The  patient  states  he 
was  relieved  soon  after  his  operation  and  returned 
to  his  duties  in  five  months.  Five  years  later  the 
patient  began  having  pain  in  the  right  shoulder. 
He  was  treated  nine  months  for  neuritis.  Roentgeno- 
gram showed  tuberculosis  of  right  shoulder.  The 
member  was  immobilized  for  twelve  months  in  bed.  I 
saw  the  patient  in  January,  1929.  The  shoulder  was 
firmly  fixed  to  the  side.  The  hand  was  atrophied 
and  all  fingers  fixed  firmly  in  extension. 

This  patient’s  history  is  reported  to  show  the  re- 
sults of  surgery  ir«  the  treatment  of  Pott’s  disease. 
The  patient  returned  to  his  duties  in  five  months 
following  his  operation.  Here  again  is  brought  out 
the  necessity  of  immobilizing  the  extremity  in  the 
position  which  will  be  of  most  use  to  the  patient  in 
case  of  ankylosis. 

CASE  IV. 

Mr.  I.  B.  Age  31. — This  patient  experienced  his 
first  discomfort  in  the  back  during  January,  1929. 
He  was  admitted  to  the  hospital  for  observation 
and  a diagnosis  ofl  Pott’s  disease  of  the  twelfth  dor- 
sal and  the  first  lumbar  vertebrae  was  made.  He 
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was  admitted  to  an  army  hospital  where  a plaster 
cast  was  applied.  The  patient  remaintd  in  hospital 
ten  months  exposing  himself  to  ultraviolet  lamps. 
He  requested  that  sunlight  be  substituted.  This 
could  not  be  done.  The  patient  left  the  hospital 
against  the  advice  of  the  attending  physicians  and 
returned  to  El  Paso  where  systematic  sun  was  giv- 
en for  six  months. 

I was  first  called  in  consultation  in  April,  1928. 
There  was  only  a slight  kyphosis  and  no  disability. 
X-ray  showed  a compete  fusion  of  the  two  verte- 
brae. 

No  support  has  been  used  by  this  patient  in  four- 
teen months. 

CONCLUSION 

While  heliotherapy  at  an  altitude  is  one 
of  the  major  factors  in  the  cure  of  extra- 
pulmonary  tuberculosis,  it  must  be  carried 
on  in  connection  with  rest,  fresh  air,  nour- 
ishing food,  proper  mechanical  appliances, 
and  surgery  when  indicated. 
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DISCUSSION. 

DR.  C.  H.  GELLENTHIEN,  Valmora,  N.  M., 
(opening):  Discussing  a paper  on  this  subject  is  a. 
good  deal  like  discussing  psychiatry  in  that  most 
of  us  do  not  know  what  we  are  talking  about  and  we 
do  not  know  what  we  are  using.  In  pulmonary 
tuberculosis  we  have  no  proof  that  heliotherapy 
does  any  good,  neither  have  we  any  proof  that 
it  does  much  harm.  We  do  know,  however,  that  in 
bone  tuberculosis,  it  is  almost  specific.  Dr.  Good- 
win seems  to  think  that  all  the  beneficial  effect 
comes  through  the  absorption  of  the  ultraviolet 
ray  through  the  skin.  Whether  the  effect  of  the 
sun,  or  heliotherapy,  is  due  to  the  air  or  to  the  sun 
itself  is  a much  discussed  question.  Rollier  summed 
up  the  benefits  of  the  sun  treatment  in  three  ways. 
He  claimed  one-third  of  sun  treatment  was  due  to* 
the  specific  action  of  the  sun  on  the  patient’s  body, 
one-third  to  environment  effect  and  one-third  to  un- 
known factors. 

DR.  KARL  MENNINGER,  Topeka,  Kansas:  I 

enjoyed  this  paper  very  much,  but  of  course  it  is 
hard  for  those  of  us  who  do  not  know  about  these 
things  from  a great  deal  of  experience  to  know 
what  benefit  is  derived  from  the  ultraviolet  ray  and 
heliotherapy.  We  have  been  carrying  on  experi- 
ments at  our  sanatorium  to  determine  how  much 
ultraviolet  light  will  replace  sunlight,  of  which 
some  of  the  patients  in  the  institution  may  be  de- 
prived for  a period  of  time.  We  give  our  patients 
routinely  (all  mental  cases  and  children)  ultraviolet 
light,  and  while  we  think  it  does  them  some  good, 
we  have  found  it  certainly  is  not  equivalent  to  get- 
ting them  out  in  the  sunlight,  even  though  our  al- 
titude is  lower.  However,  we  notice  that  the 
psychic  effect  is  something  and  I must  say  the 
psychic  effect  seems  to  be  doubled.  It  also  has  a 
kind  of  soothing  effect  on  some  individuals  and 
quite  a few  of  them  go  to  sleep.  It  does  affect 
their  skins,  as  Dr.  Goodwin  pointed  out.  We  either 
have  to  use  ultraviolet  rays  or  else  no  light  at  all 
during  certain  days  in  the  winter  when  there  is  no 
sunshine  in  our  part  of  the  country. 

DR.  F.  C.  GOODWIN  (closing) : In  response  to 


Dr.  Menninger’s  question  with  reference  to  the  use 
of  ultraviolet  rays  in  certain  constitutional  disturb- 
ances, I wish  to  say  I have  not  been  using  ultra- 
violet rays  are  almost  specific  for  rickets,  in  other 
violetrays  are  almost  specific  for  rickets.  In  other 
patients  where  there  is  a disturbance  in  the  endo- 
crine system  ultraviolet  is  beneficial ; however,  the 
results  are  far  inferior  to  those  of  sunlight.  Severe 
cases  of  rickets  are  unheard  of  in  El  Paso. 

It  seems  Dr.  Gellenthicn  did  not  quite  get  my 
point  because  I stated  that  too  much  credit  was  at- 
tributed to  ultraviolet  rays  in  the  treatment  of  bone 
and  joint  tuberculosis. 


THE  TREATMENT  OF  FRACTURES 

JOHN  E.  BACON,  M.  D.,  F.  A.  C.  S. 

Miami,  Arizona. 

(Read  before  the  thirty-eighth  annual  meeting  of 
the  Arizona  State  Medical  Association,  at  Prescott, 
Ariz.,  April  18  to  20,  1929.) 

The  complimentary  invitation  of  your  pro- 
gram committee  to  present  a paper  at  this 
meeting  specified  that  the  subject  should  be 
one  of  interest  to  medical  men  as  well  as  to 
surgeons.  I do  not  know  of  any  subject  of 
more  practical  interest  to  all  of  us,  in  these 
times  of  swift  and  reckless  transportation 
by  water,  land  and  air,  than  that  of  frac- 
tures. Never  has  the  number  of  fractures 
been  so  high  or  their  forms  more  bizarre  than 
in  recent  times.  The  general  practitioner, 
especially  on  main  lines  of  travel,  but  every- 
where, sees  more  fractures  first  than  ever 
before;  and  because  the  fate  of  a patient 
with  severe  lesions,  especially  multiple  and 
compound  fractures,  may  be  determined  by 
his  first  dressing,  the  more  alert  we  are  to 
keep  abreast  of  the  latest  trends  in  treat- 
ment the  better  our  results  will  be. 

EQUIPMENT 

Every  doctor’s  office  should  have  a few  in- 
dispensable articles  on  hand  ready  to  take 
on  the  emergency  call;  A packet  containing 
sterils  rubber  gloves,  sterile  hypodermic 
syringe  and  ampules  of  morphine  grains  %, 
morphine  grains  1/6  and  atropine  grains 
1/150,  sterile  gauze  rolls  and  sponges  large 
enough  to  cover  the  head  and  large  wounds 
elsewhere,  a tourniquet,  some  emergency 
tubes  of  catgut  with  needle  attached,  a few 
sterile  forceps  and  scissors,  both  gauze  and 
heavy  muslin  bandages,  safety  pins,  a Thom- 
as leg  splint,  a Thomas  arm  splint,  and  a few 
wood  splints  for  extremities,  two  rolls  of 
absorbent  cotton,  and  a roll  of  21/2  inch  ad- 
hesive plaster.  A more  ridiculous  sight  than 
a doctor  rushing  to  the  scene  of  a severe  ac- 
cident armed  with  a stethoscope  and  a medi- 
cine case,  is  hard  to  imagine,  but  not  so  hard 
to  see.  With  the  listed  articles,  a satisfactory 
dressing  for  transportation  may  be  done. 

EXAMINATION 

First,  make  an  estimation  of  the  general 
condition  and  the  degree  of  shock;  second, 
look  for  blood  and  cut  away  clothing  to  ex- 


NOVEMBER,  1929 


489 


pose  wounds  and  compound  fractures — cov- 
er all  with  plenty  of  sterile  gauze  and  band- 
age. Suspect  and  examine  for  fracture  of 
the  skull,  crush  fractures  of  chest  and  pel- 
vis and  spine.  If  any  of  these  are  surely 
present,  keep  patient  warm,  give  morphine 
and  arrange  for  ambulance  if  possible.  It  is 
poor  practice  to  bundle  a seriously  injured 
person  into  any  old  car  handy  and  rush  over 
rough  roads  to  the  nearest  hospital.  If  no 
ambulance  can  be  had,  one  may  be  impro- 
vised by  lashing  two  boards  to  the  back  of 
the  front  seat  and  to  the  rear  one,  in  most 
cars,  and  great  speed  is  mistaken  kindness. 
If  none  of  these  regions  are  involved,  but 
fractures  of  extremities  are  found,  apply 
the  Thomas  arm  splint  or  leg  splint,  short 
wood  splints  well  padded,  and  the  patient 
can  ride  in  more  comfort,  with  less  shock, 
to  the  nearest  best  hospital. 

DIAGNOSIS 

Systematic  examination  of  the  entire  body 
should  be  the  rule.  Multiple  fractures  are 
common  and  several  may  be  overlooked  in 
the  presence  of  a major  lesion.  X-ray  in 
two  planes  every  suspicious  part.  The  use 
of  the  x-ray  in  the  diagnosis  of  fractures 
is  now  mandatory  and  it  is  a very  coura- 
geous man,  as  well  as  a very  foolish  one,  who 
attempts  to  treat  any  fracture  without  x-ray 
studies.  In  1927,  there  were  reported  in 
the  Journal  of  the  A.M.A.,  fifty-six  cases  of 
suits  for  ma’practice  in  which  the  failure 
to  have  x-ray  study  was  the  determining 
factor  against  the  doctor,  and  quite  probab- 
ly there  were  many  more  than  that. 

HOSPITAL  CARE 

Most  fractures  should  have  hospital  care, 
for  a few  days  in  the  case  of  ambulatory 
cases,  until  recoveiry  in  the  major  cases, 
for  anesthesia,  for  x-ray,  for  overhead 
frames,  traction  appliances,  for  nursing,  for 
medicolegal  reasons,  for  the  best  interests 
of  the  patient.  The  wav  to  start  any  frac- 
ture on  its  best  course  for  a good  result  is 
to  keep  it  still  for  a certain  period  of  time 
and  this  is  more  certainly  accomplished  in  a 
good  hospital. 

FRACTURES  OF  THE  SKULL 

All  suspected  cases  should  be  x-rayed. 
Fissure  fractures  without  signs  or  symp- 
toms of  intracranial  pressure,  usually  recov- 
er without  interference.  Depressed  frac- 
tures of  the  vault  require  elevation.  Com- 
pound fractures  require  exploration.  Frac- 
tures through  the  base  usually  do  not  re- 
quire operation.  Lumbar  puncture  is  a use- 
ful and  comparatively  safe  diagnostic  pro- 
cedure. Consultation  with  an  eye,  ear,  nose 
and  throat  man  is  desirable.  A neurological 
examination  after  recovery  should  be  made 
and  findings  recorded. 


BONES  OF  THE  CHEST 

These  cases  require  careful  study.  Subcu- 
taneous emphysema  and  hemoptysis  indi- 
cate injury  of  pleura  and  lung.  Massive 
hemorrhage  into  the  pleural  space  is  quite 
common.  Treatment  Is  expectant  beyond 
absolute  rest  in  bed  and  careful  nursing; 
strapping  with  adhesive  plaster  may  well  be 
deferred  until  the  patient  becomes  ambu- 
lant. 

PELVIS 

This  is  now  a common  fracture.  In  the  ab- 
sence of  injury  to  bladder,  ureter,  rectum  or 
bowel,  the  treatment  is  good  nursing,  abso- 
lute rest  in  bed,  preferably  on  an  air  or  wa- 
ter bed.  We  do  not  employ  any  fixation  in 
these  cases  and  the  results  are  surprisingly 
good.  In  the  presence  of  visceral  injury,  ex- 
ploration should  be  done  as  early  as  possible. 
The  mortality  is  essentially  that  of  concom- 
itant injuries  and  the  complication  that  may 
ensue. 

COMPOUND  FRACTURES 

The  treatment  of  any  compound  fracture 
requires  the  aseptic  technic  of  an  operating 
room,  after  the  first-aid  dressing,  nothing 
should  be  done  until  ready  for  the  final 
treatment  in  the  hospital.  There  the  wound 
is  exposed,  the  surrounding  tissue  cleaned, 
the  part  draped  and  the  wound  thoroughly 
searched  for  foreign  bodies.  All  devitalized 
tissue  is  trimmed  away,  and  the  wound 
either  closed  primarily  or  treated  with  Car- 
rel-Dakin  solution  according  to  a very  exact 
technic.  Thereafter  the  treatment  of  the 
fracture  itself  begins. 

In  fractures  of  the  long  bones  reduction 
to  proper  alignment  in  a functionating  posi- 
tion is  best  attempted  under  full  surgical 
anesthesia,  with  fluoroscopic  control,  at  the 
earliest  time  possible.  In  cases  where  either 
is  contraindicated,  local  anesthesia  by  nerve 
blocking  may  be  employed  verv  successfully 
in  manv  cases.  Many  poor  end  results  have 
followed  failure  to  employ  anesthesia  at  the 
first  attempt  at  reduction  and  in  our  work 
we  always  use  it  in  fractures  of  humerus, 
elbow,  both  bones  of  the  forearm.  Colles’ 
fracture,  also  in  fracture  of  the  hip.  femur, 
both  bones  of  leg,  and  Pott’s  fracture.  If  the 
primary  treatment  is  given  before  swelling 
has  occurred  and  an  accurate  reduction  ac- 
complished then,  the  battle  for  a good  result 
is  more  than  half  won. 

It  is  obviously  impossible  to  describe 
treatment  for  each  major  fracture  in  a 
twenty -minute  paper;  therefore,  under  each 
heading  the  most  important  points  only  will 
be  mentioned. 

HUMERUS 

Methods  of  treatment  must  be  adapted  to 
the  individual  case.  Fractures  of  surgical 
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neck  and  tuberosities  demand  fixation  in 
outward  rotation,  as  a rule.  Shaft,  Thomas 
arm  splint  with  extension — airplane  type  of 
splint — Jones  arm  splint  with  extension,  oc- 
casionally plastic  cast.  Non-union  is  to  be 
thought  of  here  and  the  type  of  fixation 
should  be  efficient. 

ELBOW 

Mostly  in  children — epiphyseal  separa- 
tion most  important.  Reduction  under  fluo- 
roscope.  The  acutely  flexed  position  answers 
for  most  cases  but  not  all.  Fracture  of  con- 
dyles, Y fractures  into  joint,  require  careful 
checking  after  manipulation  and  much  in- 
terest in  after  care.  Fractures  of  olecranon 
may  usually  be  treated  in  full  extension 
with  good  results.  Full  function  of  exten- 
sion and  flexion  comes  slowly  in  from  three 
to  four  months  to  a year  or  more. 

BOTH  BONES  OF  FOREARM 

Upper  and  middle  thirds,  one  of  the  hard- 
est problems  to  get  both  bones  end  to  end 
and  keep  them  there  long  enough  to  unite. 
Reduction  under  fluoroscope  with  full  anes- 
thesia. If  the  ulna  can  be  reduced  end  to 
end  partial  contact  will  suffice  for  the  ra- 
dius. The  ulna  is  the  important  bone  of  the 
mid  third  and  upper  forearm.  Anterior  and 
posterior  plaster  splints  moulded  to  fit 
and  held  until  dry  usually  suffice.  If  not, 
extension  in  Thomas  arm  splint  usually 
will. 

LOWER  THIRD  AND  COLLES’  FRACTURES 

These  require  anesthesia  and  fluoroscopic 
control  and  most  thorough  and  painstaking 
reduction.  Impacted  fractures  should  be 
broken  up  and  fully  reduced,  taking  care 
that  the  styloid  of  the  radius  shows  well  be- 
low' the  styloid  of  the  ulna.  The  radius  is 
the  important  bone  here  and  reduction  must 
be  accurate.  An  important  part  is  to  se- 
cure the  lower  end  of  the  ulna  in  its  proper 
relation  to  the  radius,  upwrard  deformity 
being  common  and  disabling.  The  ligament 
will  heal  as  fast  as  the  bone  does,  but  no 
faster.  Treated  in  moulded  plaster  or  some 
form  of  special  splint  of  metal  or  wood. 
Movements  of  fingers  and  thumb  from  first 
day,  out  of  splint  at  two  wreeks  for  active 
movement.  All  support  off  at  three  and 
one-half  v'eeks.  To  w'ork  at  eight  to  ten 
weeks. 

CARPAL  FRACTURES 

These  require  x-ray  diagnosis.  The  sca- 
phoid is  the  bone  most  frequently  injured. 
Dislocation  of  the  semilunar  forward  be- 
neath the  flexor  tendons  occurs  in  a small 
number  of  cases  and  can  easily  be  overlook- 
ed. Treated  in  dorsiflexion  with  the  hand 
in  functioning  position.  Immobilization  for 
three  weeks,  as  early  movement  here  tends 
to  non-union. 


METACARPAL  FRACTURES 

Treated  by  reduction  under  fluoroscope 
and  fixation  in  any  dressing  that  holds  the 
reduction.  A certain  number  require  exten- 
sion in  a banjo  splint  to  prevent  visible  de- 
formity. Same  remarks  apply  to  phalanges. 
Palmar  angulation  is  common  and  must  be 
reduced  and  held,  as  it  prolongs  disability 
unduly. 

FEMUR 

Neck.  These  occur  mostly  in  elderly  people 
who  do  not  stand  confinement  to  bed  very 
wel.  The  best  method  of  treatment  is  reduc- 
tion by  Whiteman’s  method  and  fixation  in  a 
heavy  spica  cast  in  that  position.  When  this 
cannot  be  dene,  we  have  to  do  what  we  can 
by  extension,  sandbags,  and  what  not,  ex- 
pecting a fibrous  union  with  shortening, 
w'hich  is  better  than  a funeral  due  to  treat- 
ment of  an  elderly  cardiac,  nephritic  or  dia- 
betic in  a cast.  Younger  people  bear  the 
Whitman  cast  very  well  and  the  percentage 
of  good  results  is  fair  around  sixty  per  cent. 

SHAFT 

Shaft.  These  fractures  are  best  treated  in 
a Thomas  splint  with  a skeletal  traction.  The 
greatest  advance  in  handling  these  cases 
that  came  in  half  a century  was  the  develop- 
ment of  a technic  for  pulling  directly  on  the 
bone  by  Steinman  pin  through  the  lower  end 
of  the  shaft  or  by  ice  tong  calipers.  If  the 
low'er  fragment  is  brought  into  line  with  the 
upper  and  sufficient  weight  employed,  near- 
ly all  fractures  of  the  bone  can  be  reduced 
to  good  contact,  good  alignment  and  full 
length.  Practically  the  only  indication  for 
operation  on  this  bone  is  the  certainty  of 
soft  parts  intervening  between  the  frag- 
ments. A word  of  caution  is  that  it  is  easy 
to  overextend.  When  you  can  see  a light 
streak  between  the  fragments  on  your  x-ray 
plate  it  is  overextended  and  non-union  may 
result.  A case  in  a Thomas  splint  should  be 
checked  twice  a day  by  a surgeon. 

Condyles.  Reduction  by  manipulation  un- 
der fluoroscope,  extension  by  Steinman  pin 
through  crest  of  tibia,  is  feasible.  If  re- 
duction cannot  be  made  and  retained  opera- 
tion should  be  considered. 

PATELLA 

Those  cases  which  show  separation  of  the 
fragments  are  best  treated  by  operation  with 
suture  of  the  capsule  and  lateral  tears;  fis- 
sure and  chip  fractures  are  treated  by  sim- 
ple immobilization  with  early  movement. 

BOTH  BONES  OF  LEG 

Accurate  reduction  of  the  tibia  is  essential 
here.  The  fibula  can  be  left  with  only  par- 
tial contact.  Here  again  the  method  of 
choice  is  treatment  in  Thomas  splint  with 
skeletal  traction  through  the  os  calcis  by 
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Steinman  pin.  Non-union  may  occur  here 
and  overextension  should  be  watched  for. 
Consolidation  of  fractures  of  both  bones  of 
leg  is  much  slower  than  when  one  bone  is 
fractured  and  sometimes  movement  is  start- 
ed too  soon. 

POTT’S  FRACTURE 

As  in  Codes’  fracture,  this  requires  the 
most  painstaking,  accurate  reduction  under 
full  anesthesia  and  fluoroscopic  control. 
Failure  to  fully  replace  the  astragalus  in  re- 
ration to  the  tibia,  or  to  fully  invert  the 
foot,  makes  for  serious  disability  for  a long 
time.  After  accurate  reduction  it  can  best 
be  held  by  the  Stimson  plaster  splint.  Cast 
off  at  two  weeks  for  gentle  anterior-poster- 
ior active  movement,  daily  massage  with 
light  treatment,  all  support  except  snug 
bandage  off  at  six  weeks.  Weight-bearing 
at  eight  to  ten  weeks,  in  a shoe  with  the 
inner  border  of  the  sole  elevated  one-half 
inch  to  keeq  a moderate  degree  of  inversion 
for  six  months.  Support  of  the  arch  when 
beginning  to  walk  is  advisable. 

TARSAL  BONES 

Fractures  of  the  astragalus,  os  calcis  and 
scaphoid  are  quite  frequent  and  produce 
many  bad  results.  Careful  diagnosis,  mould- 
ing under  fluoroscope,  which  does  not  lend 
itself  to  this  region  so  well.  Checks  by 
plates  are  essential.  Reduction  of  impacted 
fractures  of  os  calcis  is  very  difficult.  It 
may  be  necessary  to  pass  a Steinman  pin 
posterior  to  the  Achilles  tendon  to  aid  in 
traction  and  in  certain  cases  the  tendon 
must  be  severed  or  lengthened.  When  the 
inferior  calcaneo  astragaloid  ligament  is  torn 
a disabling  flattening  of  the  longitudinal 
arch  accurs.  These  cases  require  most  care- 
ful study  and  management.  Weight-bearing 
should  not  be  hurried.  For  the  general  prac- 
titioner, consultation  with  an  orthopedic 
surgeon  is  desirable. 

METATARSAL 

These  fractures  are  quite  common  and 
frequently  compound.  Careful  sterilization 
of  the  wound  without  attention  to  the  frac- 
tures seems  best,  as,  if  infection  develops  in 
the  deep  structures  of  the  foot,  great  damage 
is  inevitable.  The  bones  may  be  extended 
by  temporary  extension  on  the  toes  and  the 
fragments  moulded  into  place.  End  to  end 
apposition  is  unusual  and  contact  suffices  if 
great  care  is  used  to  correct  or  prevent  plan- 
tar angulation.  The  arch  should  be  support- 
ed in  the  after  care,  for  several  months. 

PHALANGES 

These  are  treated  in  the  same  way,  guard- 
ing against  plantar  angulation. 

SUMMARY  AND  CONCLUSIONS 

Attention  is  invited  to  the  great  increase 


in  the  number  of  cases  of  injury  exhibiting 
fracture — oftentimes  multiple  fractures — 
and  to  the  serious  nature  of  such  injuries. 

Certain  equipment  found  to  be  indispen- 
sable in  the  emergency  is  recommended  as  a 
necessary  part  of  the  doctor’s  office  sup- 
plies, especially  along  main  highways. 

Hospital  care  for  diagnosis  and  treatment 
of  all  serious  fractures  is  desirable,  but  op- 
erative reduction  is  discouraged  except  in 
unusual  cases  where  the  indication  is  clear 
and  imperative. 

Early  reduction  of  fracture  of  tne  ex- 
tremities under  full  surgical  anesthesia  and 
fluoroscopic  control,  with  skeletal  traction 
where  feasible,  promise  best  results. 


FUNCTIONAL  MANIC  DEPRESSIVE 
PSYCHOSES 
DR.  H.  A.  LaMOURE, 

Pueblo,  Colo. 

Read  before  the  New  Mexico  Medical  Society,  at 
its  Forty-Seventh  Annual  Meeting,  Taos,  New  Mex- 
ico, June  12-14,  1929. 

A comparatively  few  years  ago  a psychia- 
trist hesitated  to  address  a group  of  medi- 
cal men  on  a subject  related  to  his  specialty 
because  the  general  practitioner  took  little 
or  no  interest  in  mental  diseases.  I am  glad 
to  say  that  this  attitude  has  shown  a mark- 
ed change  and  the  close  relationship  be* 
tween  mental  and  physical  diseases  has  been 
recognized.  The  importance  of  the  early 
diagnosis  of  a mental  condition  in  its  effect 
on  the  prognosis  has  also  been  brought  to 
the  attention  of  the  general  practitioner. 
However,  if  we  look  over  the  papers  read  in 
meetings,  such  as  this,  we  find  that  the  ma- 
jority of  those  which  deal  with  psychotic 
conditions  cover  only  those  forms  of  mental 
disease  which  have  an  organic  basis  such  as 
paresis  or  cerebral  syphilis,  and  which,  be- 
cause of  this  organic  causation  have  natur- 
ally a greater  interest  to  the  medical  pro- 
fession at  large. 

It  is,  therefore,  still  with  some  degree  of 
hesitancy  that  I am  bringing  to  your  at- 
tention the  manic  depressive  psychoses 
which  are  functional  rather  than  organic. 
As  you  know,  the  classification  of  mental 
diseases  has  changed  greatly  in  the  last 
quarter  century.  You  all  remember  the  old 
classes  of  mania  and  melancholia,  and  I fear 
we  were  all  too  ready  to  make  these  a dump- 
ing ground  for  many  cases  which  we  now 
know  should  have  been  differently  diag- 
nosed. We  owe  to  Kraeplin  the  bringing 
together  of  mania,  melancholia,  circular  in- 
sanity, periodic  insanity  and  recurrent  in- 
sanity into  one  great  class  to  which  we  give 
the  name  of  manic  depressive.  The  out- 
standing features  of  these  psychoses  are 
that  recovery  from  an  attack  is  usual  and 
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that  a second  or  even  repeated  attacks  are  to 
be  expected.  It  is  also  considered  that  an 
hereditary  predisposition  is  usually  found 
which  requires  an  exciting  cause  to  produce 
the  acute  symptoms.  My  own  experience 
has,  however,  not  proven  to  me  that  any 
great  importance  can  be  attached  to  this 
hereditary  factor. 

Closely  allied  to  these  psychoses  are  those 
cases  we  term  involutional  melancholia  which 
differ  from  the  manic  depressive  psychoses 
in  the  fact  that  they  appear  later  in  life, 
that  there  is  one  attack  which  is  usually 
more  prolonged,  and  that  recovery  is  doubt- 
ful. As  the  name  manic  depressive  implies, 
we  have  two  types  of  cases — the  manic  on 
the  one  hand  and  the  depressed  on  the  oth- 
er. Theoretically,  we  would  expect  that  the 
manic  type  Would  exhibit  opposite  symp- 
toms to  that  of  the  depressed  type,  and  in 
typical  cases  this  is  so,  but  typical  cases  are 
rare,  and  we  usually  find  a combination  of 
symptoms  forming  a third  type  which  we 
call  mixed. 

The  following  cases  will  serve  to  bring 
to  your  attention  the  most  important  symp- 
toms which  are  usually  found. 

A few  months  ago  I was  notified  by  wire  that  a 
patient  was  to  arrive  on  a certain  train  for  care 
at  Woodcroft  Hospital.  Accompanied  by  a nurse,  I 
met  the  train  and  found  in  the  drawing  room  of  the 
Pullman  a comparatively  young  woman,  unclothed 
with  the  exception  of  her  night  dress,  in  constant 
motion  and  talking  incessantly.  It  required  the 
combined  efforts  of  the  nurse,  brother-in-law  and 
myself  to  wrap  a coat  about  her  and  carry  her  from 
the  ti’ain  to  the  car.  Her  husband,  who  accompa- 
nied her,  was  so  overwrought  with  grief  over  her 
condition  that  he  was  practically  of  no  help.  After 
reaching  the  hosptial  it  required  several  nurses  to 
convey  her  to  her  room.  The  history,  as  given  by 
the  husband,  elicited  the  fact  that  nothing  wrong 
had  been  noticed  until  about  a week  before,  when 
she  had  fallen  down  a flight  of  stairs,  but  sustain- 
ed no  injuries  other  than  bruises.  Following  this 
fall  she  became  irritable,  wandered  away  from 
home  and  began  to  talk  in  a foolish  manner.  Her 
motor  excitement  continued  for  several  weeks,  rest/ 
and  sleep  being  obtained  only  by  administering 
sedatives.  Hydrotherapy  had  very*  little  effect.  Her 
flow  of  talk  was  extremely  incoherent  and  she  ex- 
hibited marked  flights  of  ideas,  with  considerable 
rhyming  and  punning.  Everything  about  her  seem- 
ed to  attract  her  imagination  and  provoke  a re- 
mark. She  also  sang  considerably,  wording  her 
singing  with  the  same  rhymes  which  she  would 
mention  in  her  flight  of  ideas.  Unless  restrained 
in  bed,  she  would  usually  throw  the  upper  portion 
of  her  body  on  the  floor  and  attempt  to  roll  under 
the  bed.  Considerable  trouble  was  experienced  in 
getting  her  to  take  sufficient  nourishment,  her 
only  expressed  desire  being  for  fruit.  On  several 
occasions  it  was  necessary  to  tube  feed  her.  She 
lost  considerable  weight  and  for  a time  it  seemed 
possible  that  she  would  exhaust  herself.  This  con- 
dition continued  more  or  less  continually  for  prac- 
tically two  months;  then  she  began  slowly  to  be- 
come more  quiet,  more  coherent  and  her  appetite 
began  to  return.  About  six  weeks  ago  her  improve- 
ment became  more  rapid  and  for  the  past  month 


she  has  been  practically  normal  and  was  recently 
discharged  to  go  home. 

You  can  readily  see  that  the  above  was  a 
case  of  the  manic  type  of  the  manic  depres- 
sive psychoses.  This  case  presents  two  of 
the  outstanding  symptoms  of  this  type; 
namely,  the  motor  activity  and  the  flight 
of  ideas.  Another  symptom  which  is  usu- 
al in  these  cases,  but  not  presented  by  this 
one  to  any  degree,  is  a feeling  of  euphoria. 
While  at  no  time  was  she  ever  depressed  and 
always  appeared  happy,  still  there  was  none 
of  the  extreme  exuberance  which  accompa- 
nies these  cases. 

Now  let  us  turn  to  another  case  which  pre- 
sents a very  different  aspect : 

There  was  brought  to  the  hospital  a man,  fifty- 
nine  years  of  age,  professionally  a chiropractor. 
His  history  showed  that  he  had  been  overworking 
for  many  weeks,  that  he  had  become  nervous  and 
irritable,  and  that  his  relations  with  his  wife  were 
not  pleasant,  owing  to  the  fact  that  she  was  very 
nagging  and  insanely  jealous.  He  also  had  been 
worried  over  the  fact  that  a new  chiropractor  had 
moved  to  his  town  and  was  afraid  that  he  would 
lose  some  of  his  practice.  This  man  was  extremely 
depressed,  was  laboring  under  the  delusion  that  he 
had  done  things  which  his  license  would  not  allow, 
and  that  the  state  board  was  going  to  prosecute 
him  and  take  his  license  away.  Previous  to  admis- 
sion he  had  made  an  abortive  attempt  at  suicide  by 
taking  some  solution  the  character  of  which  could 
not  be  learned.  For  some  time  after  admission  he 
was  quite  agitated,  would  walk  up  and  down  the 
hall  or  sit  down  and  moan.  If  asked  how  he  felt 
would  always  reply,  “Oh,  wretched,”  and  declare 
that  there  was  nothing  ahead  for  him.  He  also  at 
times  wept  considerably  and  expressed  a desire  to 
die.  When  questioned,  his  replies  were  very  slow 
and  it  took  him  considerable  time  to  make  a reply, 
On  the  whole  he  presented  a perfect  picture  of  de- 
spair and  was  considered  a very  bad  suicide  risk. 
His  handwriting  was  very  shaky  and  laborious. 
Several  infected  teeth  were  removed  shortly  aftei; 
admission.  After  about  six  weeks  he  began  to 
show  improvement,  which  was  progressive,  and 
three  months  after  admission  he  was  in  a prac- 
tically normal  condition.  He  seemed  happy  and 
anxious  to  get  back  to  his  work,  although  he  had 
considerable  insight  and  knew  that  has  was  not  as 
capable  of  doing  as  much  work  as  previously,  and 
he  was  also  fearful  of  the  result  if  he  went  back  to 
his  old  environment,  particularly  his  taking  up  life 
with  his  wife  again.  The  following  is  what  he 
recalled  of  his  psychosis  at  the  time  he  left  the 
hospital:  Had  been  having  considerable  headache 

since  flu  in  1928.  For  several  weeks  before  admis- 
sion noted  that  he  was  very  absent  minded,  could 
not  concentrate  and  that  this  was  much  worse  when 
his  wife  nagged  him.  His  recollection  of  the  few" 
days  preceding  his  admission  and  quite  some  time 
following  during  the  acuteness  of  his  depression 
was  “just  like  a dream,”  and  he  can  give  no  sequen- 
tial account  of  it.  Only  faintly  recalls  taking  medi- 
cine to  kill  himself.  Does  not  recall  arrival  or  ad- 
mission to  Woodcroft.  All  events  about  that  pe- 
riod are  hazy  and  dreamlike  to  him  and  most  are 
not  recalled.  His  daughter  came  down  from  Den- 
ver to  see  him,  but  he  does  not  recall  how  long  this 
was  before  he  was  brought  to  Woodcroft.  Recalls 
that  the  idea  of  killing  himself  has  come  to  him 
several  times.  “It  seemed  like  some  one  was  after 
me.  I was  worried  about  my  practice.  Seemed  like 
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I was  going  to  be  killed,  but  I didn’t  know  what 
for.  I remember  here  they  put  me  in  the  hall  and 
I thought  I was  going  to  be  electrocuted.  I could 
hear  them  fixing  the  chair.  Tony  was  to  be  the  ex- 
ecutioner. 1 thought  or  dreamed  I was  dying  on 
this  lake  out  here  one  night;  I had  a feeling  I was 
dying.” 

The  above  presents  a picture  of  the  de- 
pressed type  of  these  psychoses.  Here  we 
note,  in  contradiction  to  the  symptoms 
shown  by  the  case  of  the  manic  type,  in- 
stead of  a flight  of  ideas  we  have  a dearth 
of  ideas  and  delusions  of  a depressing  type, 
and  while  I mentioned  the  fact  that  there 
was  some  motor  excitement  in  his  pacing  up 
and  down  the  hall,  still  the  greater  part  of 
the  time  he  showed  motor  retardation,  either 
lying  on  the  bed  or  sitting  down  with  his 
head  between  his  hands  and  moaning. 

I am  now  presenting  a case  which  is  very 
much  of  the  mixed  type: 

This  was  a man,  47  years  of  age,  a barber  by 
trade  before  admission  to  the  hospital.  He  has 
been  more  or  less  depressed  for  about  fifteen 
months,  but  had  been  very  successful  in  his  busi- 
ness and  had  saved  some  money  although  he  had 
lost  about  eight  thousand  dollars  playing  the  stock 
market.  After  sustaining  this  loss  he  was  married 
to  a woman  twenty  years  younger  than  himself  and 
this  added  to  his  worry  because  he  was  unable  to 
provide  the  home  she  expected  and  was  forced  to 
live  in  furnished  rooms.  His  depression  increased 
to  the  extent  tha  the  lost  all  interest  in  his  business 
and  had  to  give  it  up.  He  stated  that  he  suffered 
day  and  night  because  of  this  depression.  He  could 
not  afford  to  go  to  a private  hospital  and  refused 
to  go  to  a state  hospital.  At  last  with  a feeling 
that  he  could  not  stand  it  any  longer  he  attempted 
suicide  by  cutting  his  throat  with  a razor.  He  did 
not  succeed  however,  and  was  brought  to  the  hos- 
pital, his  throat  practically  healed.  As  soon  as  he  was 
able  to  be  up  and  about  he  presented  anything  but 
a picture  of  depression.  He  was  happy,  jovial  and 
rather  euphoric,  and  shortly  afterwards  was  pa- 
roled into  the  custody  of  his  wife.  He  had  not  been 
out  of  the  hospital  more  than  thirty-six  hours  when 
he  again  cut  his  throat.  He  was  not  successful  this 
time  either  and  was  taken  to  a general  hospital 
until  his  throat  healed  and  then  returned  to  the 
state  hospital  where  he  remained  for  a number  of 
years.  He  was  then  transferred  to  a private  hos- 
pital and  later  released  apparently  in  a normal 
condition.  During  the  years  that  he  remained  at 
the  state  hospital  he  was  apparently  perfectly  con- 
tented and  more  or  less  euphoric.  Other  than  at 
the  time  he  was  giving  us  his  history  this  man 
never  showed  any  symptoms  of  depression  or  ex- 
hibited any  delusions. 

The  last  case  which  I wish  to  bring  to 
your  attention  is  that  of  a man  fifty-two 
years  of  age. 

At  the  time  he  was  admitted  he  was  a mine  own- 
er by  profession,  a very  intelligent,  high-bred  gen- 
tleman who  had,  in  company  with  several  partners, 
extensive  holdings  in  Old  Mexico.  Because  of  one 
of  the  frequent  changes  of  government  in  that 
country  he  had  lost  all  his  property  and  had  prac- 
tically no  resources  left.  He  was  placed  in  a pri- 
vate hospital  for  a short  time,  then  committed  to 
the  state  hospital.  He  exhibited  extreme  motor 
retardation,  sitting  in  a chair  almost  constantly 
and  hardly  ever  moving  unless  urged.  He  was  dis- 


oriented in  all  fields  and  answered  questions  if 
pressed,  but  the  answers  were  very  slow  in  com- 
ing. He  did  repeat  the  words  “dying,  dying,”  and 
“standing,  standing,”  over  and  over  again.  He 
was  always  quiet,  orderly  and  gentlemanly.  He 
continued  in  this  condition  for  eleven  years  when  he 
suddenly  began  to  improve,  the  improvement  being 
very  rapid.  He  remained  nearly  a year  at  the 
hospital  after  his  recovery,  coming  and  going  as  he 
pleased,  and  after  being  released  engaged  in  busi- 
ness and  is  now  a traveling  salesman.  This  is  one 
of  those  cases  of  involutional  melancholy  which  for- 
tunately recovered,  but  which  you  ntoe  occurred 
rather  late  in  life  and  ran  a very  prolonged  course. 

You  must  understand  that  these  cases, 
which  I have  recited,  are  average  cases,  and 
that  in  both  types  we  meet  with  widely  dif- 
fering cases  depending  upon  the  severity  of 
the  symptoms.  I am  not  going  deeply  into 
the  symptomatology  of  these  psychoses,  but 
will  briefly  mention  the  outstanding  symp- 
toms which  we  most  often  meet. 

In  the  manic  type  the  chief  symptoms  to 
be  expected  are  motor  excitement,  flight  of 
ideas  and  euphoria.  In  addition  to  these  we 
often  find  that  they  are  very  impulsive  in 
their  reactions  and  pass  rapidly  from  a 
jovial  mood  to  an  ugly  one,  and  then  are  apt 
assault  the  person  nearest  them.  Their 
judgment  is  poor  and  they  are  inclined  to 
enter  into  the  most  absurd  financial  trans- 
actions. They  have  an  exaggerated  idea  of 
their  capabilities  and  express  themselves  as 
being  able  to  accomplish  the  most  extreme 
feats.  Their  delusions  are  chiefly  of  a gran- 
diose type,  not,  however,  to  the  fantastic  de- 
gree that  are  those  of  a paretic,  but  having 
to  assault  the  person  nearest  them.  Their 
the  impossible. 

The  depressed  type,  on  the  other  hand, 
exhibits  as  its  principal  symptoms,  motor 
retardation,  inhibition  of  ideas  and  sadness. 
Delusions  are  of  a painful  character,  the 
most  frequent  being  that  they  have  commit- 
ted a great  sin,  that  they  have  injured  some- 
one or  they  have  committed  the  unpardon- 
able sin  against  God.  The  psychic  pain  in 
many  of  these  cases  is  terrific,  and  no  other 
form  of  mental  trouble  carries  with  it  so 
much  actual  suffering.  These  same  symp- 
toms also  apply  to  the  involutional  cases.  At 
this  point  I wish  to  mention  the  matter  of 
suicide,  and  to  impress  upon  you  that  every 
depressed  case,  no  matter  how  slight  may 
be  the  degree,  is  a potential  suicide.  I also 
have  found  that  the  greatest  danger  is 
among  the  involutional  cases,  and,  strange 
as  it  may  seem,  this  step  is  most  often  tak- 
en when  they  have  begun  to  recover. 

Because  of  the  frequent  violence  of  the 
manics  and  the  tendency  to  suicide  of  the 
depressed  these  cases  practically  all  require 
hospitalization.  They  cannot  be  cared  for 
in  their  homes.  Occasionally  the  acute  con- 
dition will  appear  with  remarkable  sudden- 
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ness,  but  usually  there  are  some  premoni- 
tory symptoms  with  which  the  general  prac- 
titioner should  be  familiar  because  you  are 
the  first  to  contact  these  cases. 

The  patients  themselves  are  usually  very 
reticent  about  going  to  a physician,  and  it  is 
generally  the  husband  or  wife  or  other  rel- 
ative who  appeals  to  the  family  physician 
for  counsel.  If  a relative  comes  to  you  with 
the  story  that  one  dear  to  them,  who  has 
always  been  of  a happy  disposition,  has  be- 
gun to  show  a change  and  now  has  periods  of 
depression  and  seems  worried  without  ap- 
parent cause,  is  always  tired  and  takes  no 
joy  in  life,  who  takes  no  pleasure  in  his  work 
but  rather  his  employment  has  become  toil- 
some, who  seems  to  find  it  a wearisome 
task  to  converse  with  friends  and  prefers  to 
be  alone  and  possibly  have  frequent  crying 
spells,  then  the  physician  should  realize 
that  he  is  dealing  with  a prospective  case 
of  pathological  depression. 

If,  again,  the  story  goes  that  a perfectly 
average  man  or  woman,  whose  reactions  to 
life  have  been  normal,  begins  to  become  very 
loquacious,  constantly  forces  his  conversa- 
tion on  people  alnd  talks  indiscriminately 
about  his  private  affairs,  that  he  seems  to 
have  lost  his  judgment  and  has  entered  into 
foolish  business  transactions,  has  lost  his 
sense  of  probity  and  become  immoral,  is 
overactive  and  sleeps  but  little,  then  we  are 
face  to  face  with  a potential  manic.  In  eith- 
er instance  it  is  necessary  to  rule  out  any 
physical  basis  for  the  change. 

At  this  early  stage  it  is  sometimes  pos- 
sible to  abort  the  attack  by  a complete 
change  jof  environment  or  rest.  If,  however, 
the  attack  supervenes,  what  can  be  done  in 
the  way  of  treatment?  As  I have  said  be- 
fore, these  cases  require  hospitalization  to 
prevent  tragedy  or  suicide,  but  principally 
to  remove  them  from  the  family  influence, 
especially  the  depressed  cases  in  which  the 
over  sympathv  of  the  family  is  most  harm- 
ful. 

The  line  of  treatment  followed  at  Wood- 
croft  is  as  follows: 

Because  of  the  extreme  danger  of  ex- 
haustion, we  give  our  first  attention  in  both 
types  to  the  matter  of  procuring  rest.  Hydro- 
therapy in  the  form  of  hot  packs  or  pro- 
longed baths  usually  gives  the  best  results, 
with  the  added  use  of  sedatives.  Of  these 
we  have  found  paraldehyde  to  be  the  best 
both  from  the  standpoint  of  results  and 
safety.  Chloral,  bromides  and  the  different 
barbiturates  are  also  of  advantage  if  em- 
ployed judiciously.  Any  physical  pathology 
that  may  be  found  is  attended  to  early. 

The  question  of  nourishment  is  perhaps  of 


next  importance.  The  absolute  refusal  of 
food  is  very  common,  especially  among  the 
depressed,  occasionally  with  the  manics.  If 
this  occurs  we  have  to  resort  to  tube  feed- 
ing, using  the  nasal  tube.  This  sometimes 
has  to  be  kept  up  for  weeks.  After  the  acute 
stage  is  over  we  find  that  occupational 
therapy  does  more  to  hasten  recovery  than 
any  other  agent  we  have.  We  try  to  get 
them  interested,  first  in  the  ordinary  house 
work  about  the  hospital,  and  later  in  our  oc- 
cupational therapy  department  where  a 
trained  teacher  supervises  the  work  in  bas- 
ketry, weaving,  sewing,  woodwork,  painting 
and  other  industries. 

When  a case  voluntarily  asks  for  some- 
thing to  do  we  know  he  is  far  on  the  road 
to  recovery.  For  the  depressed,  rest  in  bed 
for  long  periods  is  desirable,  always  bearing 
in  mnid  the  danger  of  suicide  and  taking 
special  precautions  to  prevent  this. 

DISCUSSION 

Ques.:  I should  like  to  ask  Dr.  LaMoure  what 
type  of  disease  is  represented  where  the  first 
symptom  is  that  of  running  away.  Reference  is 
made  to  the  case  of  a Spanish  man,  a coal  miner 
by  trade,  a good  worker,  but  a drinking  man.  Be- 
fore every  pay-day  he  would  get  drunk,  and  then 
he  took  a spell  of  running  away  from  home — just 
running  off.  Friends  followed  him,  finally  found 
him,  brought  him  home  and  watched  him  closely, 
but  he  ran  away  again  one  night,  crawling  through 
a window.  This  was  a very  queer  case  and  I should 
like  to  have  the  doctor  tell  me  what  type  of  dis- 
ease was  represented. 

DR.  G.  W.  SMITH,  State  College,  N.  M,:— I was 
a little  surprised  to  hear  the  term  “involutional  mel- 
ancholia” applied  to  men  and  wish  Dr.  La  Moura 
would  explain  it.  I remember  sending  one  case  to 
a specalist  not  so  very  long  ago  and  the  cure 
wrought  in  six  months  was  remarkable.  There  is 
no  question  but  what  removing  them  from  family 
environment,  and  the  influence  of  well-minded  but 
misguided  relatives  and  friends,  is  a most  import- 
ant measure  in  the  treatment  of  these  cases. 

DR.  LA  MOURE  (closing):  In  regard  to  the 
case  of  the  man  who  ran  away  from  home,  this 
might  belong  to  the  dementia  precox  class  but  I 
would  have  to  know  a lot  more  of  the  history  before 
being  able  to  give  an  intelligent  opinion.  Alcohol- 
ism might  have  had  something  to  do  with  it,  also. 
In  these  cases  it  is  simply  impossible  to  make  a di- 
agnosis from  one  condition  alone. 

About  involutional  melcancholia  I think  it  strikes 
men  and  women  exactly  the  same.  I do  not  believe 
that  menstruation  has  anything  to  do  with  it,  other 
than  it  may  just  happen  to  come  about  that  time. 
Glandular  therapy  has  not  been  a benefit,  at  least 
in  my  experience.  This  is  a very  wide  field  and  one 
that  has  not  been  developed  to  any  extent  as  yet. 
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THE  MANAGEMENT  OF  HEART  FAIL- 
URE AND  DROPSY 
G.  WERLEY,  M.  D. 

El  Paso,  Texas 

( Read  before  the  New  Mexico  Medical  Society,  at 
its  Forty-Seventh  Annual  Meeting  ,at  Taos,  New 
Mexico,  June  12-14,  1929.) 

Heart  failure  generally  means  heart  dis- 
ease but  heart  disease  does  not  necessarily 
mean  heart  failure.  Heart  failure  is  a rela- 
tive condition.  A diseased  heart  that  func- 
tions very  well  for  a book-keeper  would  not 
do  at  all  for  a Dempsey. 

The  normal  heart  has  an  emergency  re- 
serve ten  times  beyond  the  ordinary  require- 
ments. A man  can  get  along  with  a small 
piece  of  thyroid,  one-third  of  a liver  or  one- 
half  of  one  kidney.  The  man  with  one  lung 
does  not  worry  much ; but  the  heart  that  is 
diseased  might  stop,  and  then  where  would 
he  be?  Such  fears  are  generally  unfounded. 
We  can  get  along  with  a heart  the  efficiency 
of  which  is  half  gone  at  least  as  well  as  we 
can  with  one  lung. 

Contraction  and  relaxation  is  the  inborn 
property  of  every  heart  muscle  cell.  Rythmic 
contraction  starts  with  the  laying  down  of 
the  vascular  system  in  the  embryo  and  may 
be  resumed  even  after  death.  In  the  Boston 
City  Hospital  a man  aged  62  years  died  of 
pernicious  anemia.  Two  and  a half  hours  af- 
ter death  the  heart  was  removed  and  one- 
half  hour  later  the  coronary  arteries  were 
perfused  with  oxygenated  Locke  Rosenheim 
solution.  Gradually  the  heart  began  to  con- 
tract. After  five  minutes  five  c.c.  of  adrena- 
lin solution  1:1000  was  added  very  slowly. 
In  another  five  minutes  all  chambers  of  the 
heart  were  beating  regularly  at  70  per  min- 
ute and  did  not  stop  until  acetic  acid  was 
added  to  terminate  the  experiment.  Why  did 
this  heart  stop  and  then  resume  its  beat  out- 
side the  body?  Because  of  lack  of  oxygen, 
overloading,  and  toxenr’a.  When  the  gas  is 
bad  or  the  tank  empty  or  the  load  too  heavy 
an  auto  will  stop.  That  is  nothing  against 
the  machine. 

Going  up  stairs  with  a rise  of  ten  feet  is 
equal  to  walking  150  feet  on  the  level.  If 
the  ascent  is  made  in  ten  seconds  it  is  like 
running  150  feet  in  ten  seconds.  Sometimes 
all  that  a damaged  heart  needs  is  a sensible 
driver.  At  every  beat  the  heart  ejects  three 
ounces  of  blood  against  a pressure  equal  to 
120  m.m.  of  mercury.  Every  twenty-four 
hours  300,000  ounces  of  blood  must  pass 
through  the  heart.  With  every  beat  there 
is  expended  20,000  g.  cms.  of  energy.  That 
would  lift  a two  pound  weight  eight  inches 
from  the  ground.  The  heart  beats  100,000 
times  every  twenty-four  hours.  Therefore  it 
expends  enough  energy  to  lift  this  two  pound 
weight  800,000  inches  or  twelve  miles  every 


day.  By  simply  putting  the  patient  to  bed 
the  heart  will  be  saved  lifting  this  weight 
one  or  two  miles  at  least.  That  is  quite  a 
help  to  a failing  heart. 

The  first  principle  in  treating  heart  fail- 
ure is  to  take  off  some  of  the  load.  It  is  very 
plain  why  restricting  activity,  putting  the 
patient  to  bed,  will  enable  us  to  secure  re- 
sults in  the  management  of  heart  failure 
that  cannot  be  secured  otherwise. 

When  the  body  is  too  heavy  it  makes  more 
work  for  the  heaiT.  Overweight  is  generally 
a sign,  of  vigor  in  the  young.  In  the  aged  it 
is  a handicap.  If  a man  had  to  carry  thirty 
to  fifty  pounds  of  fat  about  with  him  in  a 
bucket  he  would  soon  rebel.  Excess  of  weight 
adds  to  the  work  of  the  heart  and  may  be  a 
cause  of  heart  failure.  In  these  cases,  get- 
ting rid  of  obesity  acts  like  dropping  ballast 
from  a sinking  balloon. 

Edema  by  its  weight,  by  pressure  on  the 
blood  vessels  and  by  interfering  with  nutri- 
tion throws  a great  burden  on  the  heart. 
The  failing  heart  hardly  ever  is  restored  to 
efficiency  so  long  as  edema  is  present.  Af- 
ter the  circulatory  load  has  been  made  as 
light  as  possible,  we  next  seek  to  make  the 
heart  work  more  efficiently. 

One-half  of  all  cases  of  heart  failure  are 
due  to  auricular  fibrillation.  In  this  condi- 
tion, on  account  of  the  rapid  and  irregular 
action  of  the  heart,  the  ventricle  has  not 
time  to  fill  properly  and  the  initial  tension  is 
not  sufficient  to  produce  a maximum  heart 
beat.  Many  beats  do  not  open  the  semi- 
lunar valves.  Hence,  the  heart  rate  is  great- 
er than  the  pulse  rate.  The  beats  that  cause 
no  pulse  are  wasted  and  the  heart  is  crippled 
in  its  action. 

In  this  condition  the  auricles  are  diseased 
while  the  ventricles  may  be  comparatively 
healthy.  The  main  fault  is  with  the  timing 
of  the  heart  beat.  By  the  use  of  digitalis  we 
make  the  heart  slower  and  more  regular  and 
increase  the  ventricular  efficiency.  Regula- 
tion of  the  rythm  and  restriction  of  activity 
is  all  that  many  of  these  patients  need  in  or- 
der to  overcome  their  heart  failure. 

The  next  principle  in  treating  heart  fail- 
ure is  to  furnish  the  heart  with  the  right 
kind  of  fuel.  That  diet  is  best  which  will 
furnish  the  most  energy  with  the  least  tax 
upon  the  digestive  and  eliminative  organs. 
The  most  efficient  fuel  for  the  heart  muscle 
is  carbohydrate.  Fats  and  proteids  are  less 
useful.  Therefore  a diet  for  heart  failure 
should  contain  a large  amount  of  sugar.  The 
great  value  of  glucose  intravenously  in  heart 
failure  is  well  understood.  It  is  not  so  com- 
monly appreciated  that  sugar  and  other  car- 
bohydrates by  the  mouth  may  also  help  a 
failing  heart. 

We  try  to  give  a high  calory  diet  consist- 
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mg’  of  various  sugars,  syrups,  fruit  juices, 
fresh  or  canned,  cereals,  potatoes,  cream  and 
milk,  etc. 

Heart  disease  and  heart  failure  are  two 
different  things.  The  presence  of  a murmur 
or  an  irregularity  need  not  be  an  indication 
for  digitalis.  So  long  as  the  heart  is  able  to 
work  efficiently  it  is  generally  not  wise  to 
meddle  with  it.  It  is  only  when  the  indi- 
vidual is  crippled  in  his  activities  that  treat- 
ment is  indicated. 

CASE  l 

A man  aged  49  years  came  to  the  office  May  8, 
1923,  complaining  of  shortness  of  breath,  sleepless- 
ness and  swelling  of  the  feet  and  legs. 

Twelve  years  previously  he  had  a severe  attack 
of  acute  rheumatic  fever  and  during  the  last  two 
years  he  had  been  unable  to  attend  to  his  work. 

Examination: — He  was  cyanotic  and  very  dysp- 
neic.  The  pulse  was  absolutely  irregular,  92  per 
minute,  while  the  heart  rate  was  106.  There  was 
a systolic  murmur  at  the  apex  with  a diastolic  rum- 
ble and  the  heart  was  much  dilated.  The  liven 
was  4 cm.  below  the  costal  margin  and  the  lungs 
congested  at  the  bases. 

Diagnosis: — Rheumatic  heart  disease.  Mitral 
Stenosis.  Auricular  fibrillation. 

Treatment: — He  had  been  taking  ten  drops  of 
digitalis  three  times  a day  for  a long  time  with- 
out much  relief.  However,  he  had  not  been  put  at 
rest.  I ordered  him  to  lie  down  as  much  as  possible 
and  gave  him  codeine  and  veronal  which  enabled 
him  to  sleep.  He  was  also  given  powdered  digitalis 
(grs.  I)  and  thi-ee  grains  of  theocin  three  times  a 
day.  At  the  end  of  a week  he  returned  with  a heart 
rate  and  pulse  rate  of  62.  The  heart  was  working 
more  efficiently  and  he  felt  very  much  better.  As 
the  edema  disappeared  the  theocin  was  omitted  and 
two  grains  of  powdered  digitalis  was  given  daily. 
An  attack  of  acute  rheumatism  made  the  heart 
much  worse,  more  rapid  and  irregular.  He  was 
put  to  bed  and  p-iven  large  doses  of  salicylates  and 
later  tolysin.  The  digitalis  was  continued  in  the 
same  dose.  He  gradually  improved  and  at  the  end 
of  six  months  was  able  to  continue  his  business 
again,  (that  of  a broker)  and  has  done  so  for  the 
last  six  years*.  During  this  time  digitalis  has  been 
administered  daily. 

COMMENT 

In  this  type  of  heart  failure  the  main  trou- 
ble is  with  the  cardiac  rythm.  The  auricles 
are  fibrillatine-  and  contract  irregularly  at 
a rate  from  350  to  500  or  600  per  minute, 
while  the  ventricles  respond  in  an  irregular 
way  to  the  impulses  coming  from  the  auri- 
cles. Digitalis  depresses  the  bundle  of  His 
and  prevents  an  excess  of  impulses  reaching 
the  ventricle.  In  this  way  the  ventricles  are 
slowed,  their  action  becomes  more  regular 
and,  of  course,  they  work  more  efficiently. 
The  normal  pacemaker  is  out  of  commission. 
Digitalis  helps  to  time  the  ventricles.  This 
being  the  case,  it  is  necessary  to  give  it  in 
proper  dosage  continuously.  The  intermit- 
tent use  of  digitabs  in  these  cases  is  a mis- 
take, although  advocated  by  some  men  of 
eminence.  I have  seen  this  plan  of  the  inter- 
mittent use  of  digitalis  result  in  severe  heart 
failure.  With  proper  dosage  there  is  no  such 


thing  as  an  accumulative  effect  of  digitalis. 
The  heart  action  will  improve  by  its  use  with 
time.  Any  preparation  of  digitalis  will  poison 
the  heart  if  the  dose  is  large  enough. 

In  the  patient  the  addition  of  rest  took  off 
enough  of  the  load  to  enable  the  heart  to 
work  better. 

I have  not  succeeded  in  restoring  normal 
rythm  by  the  use  of  quinidine  for  more  than 
a few  months.  In  the  type  of  case  here  re- 
ported I depend  entirely  upon  digitalis. 

I have  found  that  in  acute  rheumatic  en- 
docarditis the  salicylates  are  sometimes  more 
valuable  than  digitalis.  It  is  doubtful  wheth- 
er digitalis  is  of  much  use  in  combatting  the 
heart  failure  of  toxic  states  or  that 
of  anv  of  the  acute  infectious  dis- 
eases. In  these  cases  of  auricular  fib- 
rillation treatment  is  generally  very  satis- 
factory and  by  proper  management  life  and 
usefulness  may  be  prolonged  for  many  years, 
as  has  been  the  case  with  this  patient. 

CASE  2 

An  American  woman,  aged  62  years,  was  seen 
January  26,  1927.  She  was  complaining  of  an  irri- 
tating cough,  inability  to  breathe  except  when  prop- 
ped un  in  bed,  nausea,  vomiting,  dropsy  and  uri- 
nary incontinence. 

She  had  always  been  ouite  well  until  a year  aero 
when  she  had  the  flu.  After  that  the  feet  began  to 
swell  and  she  had  not  been  well  since.  She  was 
passing  about  4 ounces  of  urine  a day. 

Examination  showed  the  feet  and  legs  marked- 
ly edematous,  the  face  and  hands  swollen  and  the 
abdomen  about  one-half  full  of  fluid.  The  liver  was 
6 cm.  below  the  costal  margin.  The  heart  was  hy- 
pertrophied and  dilated  with  B.  P.  170/80.  The  blood 
urea  ranged  from  30  to  52  mg.  per  100  c.c.  of  blood. 
Urine  was  markedly  albuminous  and  contained  a 
large  number  of  granular  casts.  Sd.  gr.  from  1015 
to  1025.  Basal  metabolism  was  minus  15. 

Diagnosis: — Nephrosis.  Coronary  sclerosis.  Hy- 
pothyroidism. 

Treatment  was  begun  with  the  usual  routine  of 
restriction  of  fluids,  diet,  rest,  hypnotics,  digitalis 
and  theocin.  eunhyllin,  purgation  with  epsom  salts 
and  compound  jalap  powder,  and  restriction  of  salt. 

At  first  this  plan  was  quite  successful  in  elimin- 
ating fluid,  but  in  a short  time  it  ceased  to  produce 
results.  After  many  changes  and  much  discourage- 
ment, I finally  settled  down  to  a routine  consisting 
of  6 grs.  of  thyroid,  3 grs.  of  powdered  digitalis 
and  from  one  to  4 drchs.  of  compound  jalap  powder 
daily.  In  addition  she  received  novasurol  intrave- 
nously two  or  three  times  a week  or  as  needed.  The 
urinary  excretion  now  ranged  from  18  to  52  oz. 
daily. 

On  account  of  the  nephrosis  she  was  given  a high 
protein  and  low  fat  diet  with  plenty  of  beef  steak. 
The  edema  gradually  yielded,  the  heart  action  be- 
came better  and  her  general  condition  improved. 
At  the  end  of  three  months  the  blood  urea  was  24 
mg.  per  100  c.c.  of  blood. 

She  was  kept  at  rest  in  bed  for  practically  five 
months.  At  the  end  of  this  time  the  blood  pressure 
was  150/80.  The  apex  of  the  heart  just  outside  the 
midclavicular  line.  The  pulse  was  regular  and  there 
was  no  gallop  rythm  or  pulsus  alternans.  The  ed- 
ema and  ascites  were  all  gone  and  the  liver  not  pal- 
pable. There  was  a marked  change  in  the  patient’s 
appearance.  The  face  instead  of  being  pasty  and 
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swollen,  now  was  animated  and  the  color  good. 
There  was  still  a trace  of  albumin  in  the  urine  and 
an  occasional  hyaline  cast.  Thyroid  6 grs.  daily, 
digitalis  1 or  2 grs.  a day  and  purgation  with  com- 
pound jalap  powder  were  continued.  She  remained 
quite  well.  The  urinary  incontinence  disappeared. 
She  died  suddenly  while  walking  in  the  street  Nov, 
15,  1928. 

COMMENT 

In  some  cases  large  doses  of  thyroid  cause 
the  edema  to  disappear  by  increasing  oxida- 
tion or  possibly  by  aiding  in  the  excretion  of 
sodium  chloride.  Marked  diuresis  followed 
each  dose  of  novasurol. 

I think  the  case  very  well  illustrates  the 
great  value  of  this  drug  in  edema. 

I feel  that  the  use  of  thyroid  played  a very 
definite  role  in  her  recovery. 

In  the  case  of  an  old  lady  with  myxedema 
and  who  was  bedfast  with  heart  failure  and 
enormous  dropsy,  three  grains  of  thyroid 
daily  caused  rapid  elimination  of  the  fluid, 
and  by  the  continuous  use  of  the  same  dose 
she  was  able  to  do  her  work  for  twelve  years. 
At  times  there  was  marked  anuria,  which 
yielded  to  increased  doses  of  thyroid. 

CASE  3 

A Mexican  man,  aged  53,  was  seen  March  1,  1929. 
He  was  complaining  of  dropsy,  shortness  of  breath 
and  inability  to  lie  down  or  sleep. 

Ten  years  previously  he  had  aortic  insufficiency 
and  a 4 plus  Wassermann  reaction.  After  a few 
doses  of  sulpharsphenamine  he  felt  quite  well  and 
refused  further  treatment.  At  the  present  examina- 
tion I found  the  heart  much  hypertrophied  and  di- 
lated with  a prolonged  diastolic  murmur  over  the 
upper  sternum,  transmitted  to  the  apex.  B.  P.  was 
150/60,  pulse  90  and  regular.  The  liver  was  pal- 
pable 6 cm.  below  the  costal  margin  and  the  belly 
was  full  of  fluid.  The  whole  lower  part  of  the 
body  was  markedly  edematous.  He  could  only* 
breathe  when  propped  up  straight  in  bed  and  had 
to  stop  between  words  to  get  his  breath.  The  urine 
was  slightly  albuminous.  Sp.  gr.  1018  and  the  daily 
output  about  8 oz. 

Diagnosis: — Syphilitic  aortitis.  Aortic  Insuffi- 
ciency. 

Treatment: — He  was  first  started  on  Karrel  diet, 
purgation  with  compound  jalap  powder,  theocin 
with  digitalis  and  restriction  of  fluids  and  salt. 

This  did  no  good,  he  continued  to  get  worse, 
There  was  so  much  congestion  in  the  lungs  that  I 
hesitated  to  give  him  novasurol.  Several  small  inci- 
sions were  made  in  the  dorsum  of  each  foot.  This 
resulted  in  the  loss  of  much  fluid  and  in  the  course 
of  about  a week  he  was  able  to  rest  fairly  well  in 
bed,  but  the  feet  became  indurated  and  the  incisions 
closed.  It  was  impossible  to  keep  them  open.  The 
edema  was  soon  as  bad  as  ever.  Novasurol  and  am- 
monium nitrate  were  now  given.  The  novasurol  pro- 
duced good  diuresis  but  was  accompanied  by  tenes- 
mus and  bloody  stools.  I changed  the  intravenous 
treatment  to  salyrgan  which  was  continued  every 
other  day.  Under  this  treatment  the  urinary  out- 
put was  one-half  gallon  or  more  daily.  He  was 
put  on  a high  carbohydrate  diet  and  salt  restricted. 
The  edema  was  greatly  reduced  and  his  general 
condition  improved  so  that  he  could  walk  about  the 
room  a little  without  great  discomfort.  The  heart 
action  improved  and  the  pulse  slowed  down  to  about 
80. 


COMMENT 

Generally  when  a patient  with  syphilitic 
aortitis  begins  to  have  heart  failure  the  end 
is  not  so  far  off.  Letting  out  the  fluid  by  in- 
cising the  feet  enabled  him  to  rest  and  caus- 
ed temporary  improvement.  After  drainage 
by  this  method  failed,  death  was  again 
averted  by  the  use  of  salyrgan  and  ammon- 
ium nitrate. 

It  is  of  interest  to  note  that  digitalis  had 
no  effect  in  this  case,  while  salyrgan  improv- 
ed the  action  of  the  heart  and  the  general 
sense  of  well  being.  No  doubt  this  was  due 
to  the  mercury  acting  on  the  syphilitic  in- 
fection. 

CASE  4 

An  American,  aged  52,  was  seen  Feb.  4,  1926, 
complaining  of  weakness,  shortness  of  breath, 
sleeplessness  and  dropsy.  He  had  been  suffering 
more  or  less  with  heart  failure  for  two  years. 

Examination  showed  a heart  rate  of  from  99  to 
100  with  many  premature  beats.  The  heart  was  di- 
lated and  there  was  a prolonged  systolic  murmur 
at  the  apex.  B.  P.  120/80  with  gallop  rythm  and 
slight  pulsus  alternans.  The  right  pleura  was  about 
one-third  full  of  fluid.  The  belly  distended  with 
ascites  and  feet  and  legs  edematous.  The  urine  had 
sp.  gr.  of  1015  with  a trace  of  albumin.  No  ace- 
tone or  diacetic  acid.  There  were  a few  granular 
casts.  Much  to  our  surprise  the  total  blood  urea 
was  150  mgs.  to  100  c.c.  of  blood;  creatinin  4.  The 
hemoglobin  was  85.  White  blood  cells  4000.  Was- 
sermann reaction  negative. 

Diagnosis:  Coronary  sclerosis.  Nephritis.  Uremia, 

On  the  usual  routine  treatment  he  failed  to  im- 
prove ; on  the  contrary  he  became  gradually  worse, 
developed  a wild  delirium,  with  ideas  off  persecu- 
tion and  could  not  be  kept  at  rest.  He  was  seen  by 
Dr.  McChesney  who  succeeded  in  calming  his  men- 
tal condition.  At  first,  I hesitated  to  give  him  nova- 
surol on  account  of  the  congestion  in  the  lungs  and 
the  fear  of  producing  an  acute  edema,  also  because 
of  the  condition  of  the  kidneys;  but  as  it  was  evi- 
dent he  was  going  to  die  unless  something  was  done 
we  took  a chance.  No  bad  result  followed  except 
bloody  stools  and  tenesmus. 

He  was  also  given  ammonium  nitrate  up  to  150 
grs.  daily.  A diet  of  fruit  juices,  sugar,  cream, 
tapioca,  corn  starch,  milk  and  soft  greens  was  or- 
dered. This  contained  practically  no  salt.  Accord- 
ing to  the  nurse’s  report  he  passed  from  one-half 
to  one  gallon  of  urine,  on  an  average,  following 
each  dose  of  novasurol.  He  gradually  improved 
and  at  the  end  of  a month  and  a half  the  blood 
urea  had  fallen  to  20  mgs.  to  100  c.c.  of  blood. 

At  the  present  time  he  is  quite  well  and  able  to 
attend  to  his  business.  The  electrocardiogram, 
however,  shows  an  inverted  T in  lead  one  and  par- 
tial bundle  branch  block.  There  is  no  gallop  rythm 
or  pulsus  alternans.  The  rate  is  70.  Blood  pres- 
sure 135/86. 

COMMENT 

This  case  again,  I think,  shows  the  great 
value  of  the  newer  remedies  for  edema.  Al- 
so in  this  case  it  was  demonstrated  that 
the  heart  did  quite  as  well  without  digitalis 
as  with  it,  probably  because  the  condition 
was  not  due  so  much  to  heart  failure  as 
to  nephritis. 

I have  had  one  fatality  from  the  use  of 
novasurol  due  to  acute  edema  of  the  lungs. 
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I do  not  know  whether  the  usual  contraindi- 
cations set  down  are  all  to  be,  heeded  or  not. 
Recently  I have  used  salyrgan  and  find  that 
it  is  quite  as  efficient  as  novasurol  and  ap- 
parently less  dangerous. 

It  is  hoped  that  these  few  remarks  may 
prove  useful.  With  the  general  principles  of 
managing  heart  failure  in  mind  and  the  rem- 
edies at  our  command,  it  only  remains  to 
cultivate  skill  in  their  use. 

DISCUSSION 

DR,  F.  C.  GOODWIN,  El  Paso,  Texas:  I should 
like  to  ask  Dr.  Werley  if  there  are  any  contraindica- 
tions to  the  use  of  quinidine  and  any  unfavorable  ef- 
fects from  its  use  in  connection  with  the  treatment 
of  these  cases;  also  in  regard  to  the  use  of  nova- 
surol 

DR.  WERLEY : As  to  the  dangers  from  the  use  of 
quinidine,  I have  had  no  bad  results.  If  you  give 
too  much  quinidine,  you  sometimes  will  get  nausea 
and  a sense  of  weakness  and  depression,  but  so  far 
I have  had  no  trouble  with  it.  If  you  start  in  with 
small  doses  and  do  not  get  bad  results  with  the 
first  dose,  you  wrill  not  get  bad  results  afterwards 
if  you  increase  the  doses  gradually.  I do  not  know 
about  novasurol.  It  is,  of  course,  a mercurial  prep- 
aration and  it  is  supposed  to  be  contraindicated  in, 
nephritis.  One  o f ymitapents  had  nephritis  and 
nephritis.  One  of  my  patients  had  nephritis  and  we 
had  to  do  something  for  him  and  gave  it  to  him 
without  any  harm  whatsoever.  A great  many  times 
I think  a lot  of  these  stories  about  this  and  that 
thing  harming  you  is  simply  the  result  of  some- 
body’s imagination  working  overtime,  and  is  not 
based  upon  actual  facts  and  experience.  We  read  a 
lot  of  stuff  in  the  textbooks  and  in  other  books  and 
papers  about  what  you  should  and  should  not  do.  1 
think  a great  many  times  it  is  best  to  forget  all 
that  and  do  what  you  think  is  right  from  your  own 
experience. 

In  regard  to  ammonium  nitrate,  I do  not  know  of 
any  contraindication  for  that.  I use  it  all  the  time,, 
sometimes  as  high  as  150  grs.  or  more  daily,  and 
it  is  perfectly  safe.  It  is  not  a new  drag,  it  is  in 
fact  an  old  drug,  but  Dr.  Keith  of  Mayo  Clinic,  I 
believe,  is  responsible  for  introducing  it  anew.  He 
got  his  idea,  I believe,  from  some  old  author  away 

DR.  W.  R,  G.  SMITH,  State  College,  N.  M.:— Dr. 
Werley’s  paper  was  most  interesting.  A paper  of 
this  kind  as  a rule  does  not  arouse  the  enthusiasm 
or  interest  that  surgical  papers  do  and  I believe 
that  most  of  us  do  not  feel  competent  to  discuss 
the  subject,  and  as  we  do  not  like  to  air  our  igno- 
rance, leave  them  go  by  undiscussed.  I want  to  say, 
however,  that  I enjoyed  the  paper  immensely,  feel 
that  it  is  a very  enlightening  one,  and  wish  to  con- 
gratulate Dr.  Werley  upon  it. 

Question:  Do  you  use  digitalis  in  heart  block  and 
have  you  any  specific  treatment  for  heart  block  ? 

DR.  WERLEY : Some  heart  blocks  can  be  helped. 
Some  types,  especially  where  there  is  myxedema 
present  can  be  helped  by  thyroid  extract.  In  some 
cases  we  give  remedies  which  will  speed  up  the  ven- 
tricles. The  remedy  being  used  right  now  is  barium 
chloride. 

As  to  giving  digitalis  in  heart  block,  after  the 
heart  block  becomes  complete  and  you  have  heart 
failure  beginning,  digitalis  is  a perfectly  proper1, 
drug  to  give.  It  is  a common  impression,  or  was, 
that  if  you  keep  on  giving  digitalis,  you  are  going 
to  do  the  patient  karm>  but  I know  from  personal 
experience  that  is  not  true,  or  most  of  my  patients 


would  have  been  dead  long  ago.  I give  it  and  have 
had  very  good  results.  The  dose  must  not  be  too 
large,  however. 


THE  ADVANCE  OF  ORTHOPEDIC  AND 
TRAUMATIC  SURGERY 
J.  M.  GREER,  M.D.,  F.  A.  C.S., 

Phoenix,  Arizona. 

(Read  before  the  Maricopa  County  Medical  So- 
ciety, Phoenix,  Ariz.,  March  4,  1929.) 

There  has  been  the  greatest  advance  in 
orthopedic  and  traumatic  surgery  since  the 
great  war,  as  you  know,  and  we  shall  not  go 
back  of  this  time  in  our  present  discussion 
unless  it  might  be  to  mention  Lister’s  phe- 
nomenal discovery,  antiseptic  surgery,  and 
its  development  into  aseptic  surgery  and 
roentgenology,  the  two  outstanding  things 
that  have  made  advancement  in  orthopedic 
surgery  possible. 

Roentgenology  has  been  a most  valuable 
aid  to  diagnosis  and  has  made  it  possible  to 
recognize  deformities  and  diseases  which 
have  been  unfamiliar  before.  De  shall  now 
mention  a few  of  the  subjects  relative  to  or- 
thopedic and  bone  surgery  which  have  help- 
ed in  the  advancement. 

ANATOMY  OF  NERVES 

The  coarse  anatomy  of  large  nerve  trunks 
has  contributed  to  the  advance  of  nerve  sur- 
gery. We  know  that  each  nerve  trunk,  such 
as  the  sciatic,  internal  and  external  popliteal, 
median,  ulnar  and  musculo-spiral  has  bound 
up  in  it  various  bundles  of  fibers  and  that 
each  bundle  on  cross  section  always  occupies 
the  same  relative  position  on  the  nerve  trunk; 
and,  further,  that  it  can  be  traced  downwards 
until  it  is  found  to  be  identical  with  the 
branch  to  groups  of  muscles  and  to  an  indi- 
vidual muscle.  Similarly,  there  are  bundles 
of  afferent  sensory  fibers  from  well  defined 
areas  of  the  skin  and  from  joints.  A knowl- 
edge of  the  topography  of  these  bundles  is 
of  the  first  importance  to  nerve  suture  after 
the  accidental  severance  of  a nerve  trunk. 
It  is  essential  when  joining  the  cut  ends  not 
to  twist  them  on  their  long  axis,  but  so  to 
anchor  the  ends  before  suture  that  the  bun- 
dle of  nerve  fibers  in  the  proximal  end  come 
into  contact  with  their  normal  continuation 
in  the  distal  end.  This  knowledge,  too,  is  an 
essential  factor  in  the  success  of  Stoffel’s 
operation  for  spastic  paralysis. 

BACTERIOLOGY 

Advance  in  the  study  of  bacteriology  has 
done  genuine  service  in  throwing  light  upon 
the  problems  of  anterior  poliomyelitis,  for  it 
has  clearly  established  its  contagious  nature. 
Bacteriologists  have  shown  that  the  virus 
is  present  in  the  nasal  and  pharyngeal  mu- 
cus, that  it  is  transmissible  from  man  to 
monkeys  and  from  monkeys  to  guinea  pigs 
and  that  some  individuals  are  carriers,  and 
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therefore  a source  of  potential  danger  to 
the  community. 

POSTURE 

By  a careful  study  of  normal  and  abnor- 
mal posture  we  have  learned  the  ill-effects 
of  continued  malposition  upon  the  functions 
of  the  internal  organs.  A kyphotic  spine  and 
round  shoulders  are  associated  with  dimin- 
ished respiratory  capacity,  enfeebled  circu- 
lation and  general  ill-health.  More  specific- 
ally, we  can  point  to  the  occasional  associa- 
tion of  albuminuria  and  lordosis.  Thus, 
knowing  the  ultimate  causes  of  much  ill- 
health  and  being  cognizant  of  what  is  the 
normal  position,  we  are  enabled  to  neutralize 
or  remove  the  effects  of  malposture. 

CLIMATE 

Improvement  in  climatic  conditions  such 
as  free  access  to  pure  air,  and  exposure, 
within  recognized  limitations,  to  sun  or  elec- 
tric light  are  recognized  as  essential  factors 
in  the  cure  of  surgical  tuberculosis.  Be- 
cause of  this,  operative  interference  is  now 
relegated  almost  to  secondary  place.  This 
with  perhaps  the  one  exception  of  tubercu- 
losis of  the  spine  in  which  the  Albee  bone- 
graft  stands  out  as  a distinct  advance  in  the 
treatment  in  that  it  markedly  shortens  the 
time  that  the  patient  has  to  be  kept  at  rest 
and  under  treatment. 

WELFARE  WORK 

The  problem  of  the  welfare  of  cripples  is 
now  recognized  as  one  of  the  most  pressing 
of  the  present  day.  The  Shrine  movement 
and  the  establishing  of  Shrine  Hospitals  for 
Crippled  Children,  in  which  Dr.  Michael 
Hoke  of  Atlanta,  is  the  outstanding  pioneer 
has  accomplished  much  good  and  has  placed 
many  previously  hopeless  cripples  in  the 
happy  and  producing  class  and  will  do  the 
same  for  many  more.  The  sad  thing  is  that 
their  room  is  so  inadequate  at  the  present 
time  that  a case  applying  from  Arizona  can- 
not be  promised  a bed  earlier  than  fifteen 
to  eighteen  months.  Various  states  have 
boards  of  rehabilitation  that  are  accomplish- 
ing good  in  the  way  of  education  for  the 
crippled.  This  problem  briefly  is  first  secur- 
ing the  proper  surgical  treatment  for  the 
cripple  and  placing  him  in  the  best  possible 
physical  condition  and  bringing  him  back  as 
close  to  an  approach  to  the  normal  as  pos- 
sible. Then,  after  this  has  been  done,  to 
find  out  what  he  might  do  in  the  way  of  a 
vocation  and  training  him  for  that  vocation. 

ORTHOPEDIC  SURGERY  A RECREATIVE 
BRANCH  OF  SURGERY 

Orthopedic  surgery  is  essentially,  today  a 
recreative  branch  of  surgery.  It  seeks  to  re- 
place lost  or  deformed1  parts  of  the  body  and 
restores  functions,  and  this  special  surgery 
consists  in  such  things  as  tendon  grafting, 


tendon  transplantation,  plastic  bone  surgery, 
bone  grafting  and  nerve  suture. 

ARTHROPLASTY  AND  ARTHRODESIS 

In  addition  to  the  above,  in  some  cases  or- 
thopedic surgery  has  essayed  with  success  to 
restore  mobility  after  ankylosis  in  such 
joints  as  the  elbow  joint  and  to  a less  extent 
in  the  hip  and  knee  joints.  The  comparative- 
ly new  operation  of  arthoplasty  is  a vindi- 
cation of  the  claim  of  orthopedic  surgery  to 
be  a recreative  science.  Further,  owing  to 
its  intimate  knowledge  of  the  factors  in- 
volved in  purposive  movements  of  the  limbs 
and  in  locomotion,  it  will,  when  they  are 
damaged  by  poliomyelitis,  fix  proximal  flail 
joints,  so  as  to  enable  distal  joints  to  re- 
spond to  the  action  of  undamaged  muscles  in 
their  neighborhood,  thus  producing  a useful 
limb  out  of  a previously  useless  member. 

MENDELIAN  LAW 

The  perpetuation  of  a deformity  through 
families,  even  for  many  generations  is  ex- 
plained by  the  working  of  the  Mendelian  law. 
One  notable  instance  is  that  of  the  reappear- 
ance of  an  opposing  great  toe  in  one  family 
since  1660. 

WOLF’S  LAW 

Whatever  may  be  the  merits  or  demerits 
of  this  law,  it  must  be  admitted  that  it  sup- 
plies us  in  some  instances  with  a very  val- 
uable working  hypothesis,  and  it  does  seem 
to  solve  many  intricate  problems. 

ENDOCRINOLOGY 

This  has  proved  of  great  service  to  the 
orthopedic  surgeon.  It  has  elucidated  dwarf- 
ism, giantism,  and  other  hitherto  unexplain- 
ed departures  from  the  developmental  nor- 
mal, a relatively  common  example  being  the 
separation  of  the  upper  femoral  epiphysis 
in  children,  usually  girls,  about  the  age  of 
puberity. 

BIOCHEMISTRY 

This  subject  has  thrown  a flood  of  light 
upon  rickets  and  some  other  nutritional  dis- 
eases. When  the  existence  of  a vitamin  in 
cod-liver  oil  and  other  forms  of  fat  was  in- 
ferred (although  it  had  not  been  isolated), 
we  thought  that  we  had  discovered  the  main 
factor  in  the  prevention  of  rickets.  Some  ob- 
servers believe  that  vitamins  have  only  a 
secondary  effect,  and  have  even  gone  so  far 
as  to  conclude  that  their  absence  does  not 
predispose  to  rickets.  Those  who  argue 
against  the  predominating  influence  of  fat 
soluble  A in  the  prevention  of  rickets  adduce 
the  following  facts:  Rickets  may  develop  on 
any  diet,  and  whilst  cod-liver  oil  will  cure  it, 
phosphorus  alone  will  do  the  same.  Also  in 
animals,  such  as  rats,  it  has  been  found  that 
rickets  may  develop  although  the  diet  is  rich 
in  vitamins,  provided  that  they  are  kept  in 
close  confinement;  whereas,  the  disease  may 
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not  develop  in  animals  kept  at  liberty,  in 
spite  of  the  fact  that  the  diet  is  free  from 
vitamins.  It  is  now  admitted  that  heliother- 
apy or  the  violet  rays  cure  rickets.  Rats  fed 
on  a deficient  diet  do  not  become  rachitic  if 
exposed  to  the  sun.  The  absence,  or  rather 
the  non-development  of  rickets  in  a child  ap- 
pears from  the  latest  investigations  to  be 
due  to  the  maintenance  of  the  normal  cal- 
cium-phosphorus balance  in  the  body.  This 
balance  is  disturbed  when  certain  fats  are 
absent  from  the  diet;  when  the  individual 
is  kept  closely  confined,  and  has  not  suffic- 
ient sunshine  and  fresh  air.  It  has  been 
shown  that  rickety  rats  have  less  phos- 
phorus and  calcium  per  hundred  grammes  of 
body  weight  than  normal ; and,  further,  that 
the  reduction  of  the  amount  of  these  sub- 
stances is  the  same  whether  rickets  has  been 
produced  by  a diet  poor  in  calcium  and  rich 
in  phosphorus,  or  poor  in  phosphorus  and 
rich  in  calcium.  Therefore,  it  has  been  in- 
ferred that  there  may  be  two  kinds  of  rick- 
ets. For  diets,  each  having  opposite  calcium 
and  phosphate  values,  do,  when  deficient 
produce  rickets.  It  is  not  a case  then  of 
simple  deficiency  of  either  calcium  or  phos- 
phorus. 

Is  there  some  intermediary  substance  at 
work?  Is  that  substance  a fourth  vitamin 
and  not  identical  with  fat-soluble  A?  And 
is-'it  one  regulating  the  metabolism  of  bone? 
Does  the  substance  produce  its  effect  owing 
to  the  stimulus  of  sunlight,  or  the  violet  ray 
of  the  quartz  mercury  lamp?  It  is  certain 
that  when  rickets  is  prevented  from  develop- 
ing in  rats  (given  a diet  poor  in  phosphorus 
but  rich  in  calcium)  by  adding  cod-liver  oil 
to  the  diet,  or  by  exposure  to  sunlight  or  to 
violet  rays,  the  phosphorus  content  per  hun- 
dred grammes  of  body  weight  remains  well 
within  the  normal. 

PHYSICAL  TREATMENT  IN  ORTHOPEDIC 

SURGERY 

We  are  now  arriving  at  a more  correct  es- 
timate of  the  value  of  the  electrical  currents, 
constant  and  interrupted.  In  the  past  they 
have,  many  times,  been  blindly  prescribed, 
with  the  result  not  only  of  no  value  to  the 
muscles,  but  also  of  doing  actual  harm  by 
tiring  them.  There  does  not  seem  to  be  any 
positive  evidence  to  show  that  either  primary 
or  secondary  currents  have  ever  caused  nerve 
cells  to  multiply  or  muscle  fibers  to  increase 
in  number.  Except  in  so  far  as  they  stimu- 
late the  remaining  nerve  cells  and  muscle  fi- 
bers to  increased  activity  they  are  of  little 
value. 

MASSAGE 

There  are  times  when  massage  is  useful. 
It  has  been  learned  that  massage  should  be 
prescribed  with  the  same  minute  care  as  the 
internist  prescribes  drugs.  The  nature  of  its 


application,  its  method  and  vigor,  its  dura- 
tion, and  careful  observation  of  the  results 
produced,  whether  fatigue  or  not,  can  be 
noted  by  a dynamometer.  All  of  these  should 
be  constantly  under  the  supervision  of  the 
surgeon.  It  must  be  thoroughly  understood 
that  it  is  not  possible  to  develop  one  addi- 
tional fiber  in  a partially  paralyzed  muscle 
by  massage.  All  that  massage  does  is  to  ac- 
celerate the  circulation  of  blood  and  lymph, 
expedite  the  removal  of  the  waste  products 
of  activity,  and  thus  indirectly  promote  the 
nutrition  of  the  undestroyed  muscle  sub- 
stance. Carefully  regulated  massage  under 
skilled  supervision  has  an  important  and  dis- 
tinct place  in  orthopedic  surgery.  Remem- 
ber that  improper  massage  may  be  produc- 
tive of  much  harm. 

PHYSICAL  EXERCISE 

Physical  exercise  in  orthopedic  and  trau- 
matic surgery  is  of  two  kinds,  as  you  know; 
namely,  active  and  passive.  In  this,  as  well 
as  massage,  the  surgeon  must  use  care  in 
giving  directions  to  the  attendant.  If  possible 
the  dynamic  capacity  of  the  part  should  be 
ascertained.  The  range  of  movements,  pain- 
ful and  otherwise,  should  be  carefully  meas- 
ured, and  minute  instructions  given  to  the 
attendant  as  to  the  duration  and  extent  of 
the  movements  to  be  carried  out,  how  often 
they  are  to  be  repeated,  what  results  are  to 
be  aimed  at  and  careful  records  kept  by 
charts  and  notes. 

Some  surgeons  do  not  use  passive  motion 
at  all  in  their  traumatic  surgery  and  insist 
upon  active  motion  only.  They  argue  that  the 
patient  will  not  cause  himself  harm  by  mov- 
ing the  part  himself  but  if  passive  motion 
is  indulged  in  that  harm  may  be  done.  One 
surgeon  that  I know  spends  much  time  per- 
sonally with  his  patients,  sitting  down  before 
them  and  having  them  imitate  his  own  move- 
ments which  are  planned  to  bring  out  the 
function  of  certain  parts.  This  applies  to 
the  extremities  in  particular. 

X-RAY  AND  ORTHOPEDIC  SURGERY 

In  a talk  of  this  kind,  although  we  are  all 
aware  of  the  value  of  roentgenology,  I think 
that  special  mention  should  be  made  of  the 
great  help  that  the  x-ray  has  been  in  ortho- 
pedic surgery.  It  has  enabled  us  to  identify 
congenital  deficiencies  and  redundancies  in 
the  spine  and  ribs,  and  has  thrown  much 
light  not  only  on  scoliosis,  but  also  has  shown 
how  frequently  it  is  of  congenital  origin, 
which,  in  its  turn,  explains  its  persistence 
and  refusal  to  yield  to  treatment.  In  the  lum- 
bo-sacral  and  sacral  regions  a new  field  of  in- 
vestigation and  inquiry  has  been  opened  up. 
Sacralization  of  the  last  lumbar  vertebra,  or 
abnormal  development  of  one  or  both  trans- 
verse processes  of  the  first  lumbar  vertebra, 
often  combined  with  a wedge  shaped  body, 
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has  helped  to  explain  many  departures  from 
the  normal  posture,  and  incidentally  has  elu- 
cidated one  of  the  causes  of  persistent  sci- 
atica. 

The  x-ray  is  invaluable  in  diagnosing  dis- 
eased states  of  bone  and  differentiating  be- 
tween new  growths  and  cysts.  They  have 
enabled  us  to  distinguish  more  certainly  be- 
tween tubercle,  syphilis,  osteomyelitis,  Char- 
cot’s disease,  arthritis  deformans  and  rick- 
ets, espec'a'ly  in  the  spine;  and  no  surgeon 
feels  justified  in  giving  an  opinion  on  these 
affections  until  he  has  made  an  x-ray  exam- 
ination. We  can  also  check  the  results  of 
treatment,  as  for  example,  after  reduction  of 
a congenital  dislocation  of  the  hip,  and 
watching  the  progress  of  fractures.  I might 
say  here  that  many  good  men  do  not  reduce 
fractures  under  the  fluoroscope. 

We  are,  further,  enabled  to  recognize  cer- 
tain points  distinctive  of  phases  of  disease. 
Thus,  in  tuberculous  bone  the  cancellous  tis- 
sue is  rarefied.  This  appearance,  however,  is 
not  peculiar  to  that  disease,  but  is  seen  when 
the  part  has  been  inactive  from  any  cause. 
Within  the  active  tuberculous  bone  the  spon- 
gy bone  has  a washed  out  appearance.  Not  in- 
frequently in  the  case  of  advancing  disease 
a focus  or  foci  can  be  made  out,  generally 
within  the  epiphysis.  The  focal  outlines  are 
often  irregular  and  their  contents  opaque. 
In  retrogressive  cases  the  focus  is  generally 
limited  by  a zone  of  compressed  heavily  calci- 
fied tissue.  Such  appearances  are  strong  cor- 
roborative evidences  of  tuberculosis.  If  dis- 
ease extends  to  the  joint,  thinning  and  de- 
struction of  the  cartilage  and  thickening  of 
the  capsule  are  visible. 

It  is  out  of  p’ace  in  a brief  discussion  like 
this  to  go  into  details  relative  to  x-ray  work. 
However,  there  are  a few  little  points  that 
have  been  brought  out  lately  that  are  ob- 
vious, yet  have  helped  a great  deal.  One 
thing  worth  mentioning  is  that  of  taking 
control  films  of  growing  bones  and  suspi- 
cious joints,  by  taking  the  other  side  as  well, 
and,  in  some  bone  conditions,  to  x-ray  the 
other  parts  of  the  skeleton.  Of  course  all  x- 
ray  men  mark  their  films  “right”  and  “left;” 
however  it  is  interesting  to  note  that  once  in 
a while  this  is  not  done.  It  also  goes  without 
saying  that  the  general  technic  of  roentgen- 
ographic  work  should  be  of  the  very  best. 
Such  as  proper  position  when  making  the  ex- 
posure, proper  developing,  proper  time  of  ex- 
posure, etc.  If  this  is  not  done  bone  pathol- 
ogy cannot  be  properly  interpreted. 

The  position  of  parts,  a ttimes,  is  very  dif- 
ficult to  interpret,  as  for  example,  the  last 
lumbar  vertebra.  Its  relative  position,  so  far 
as  the  first  portion  of  the  sacrum  is  concern- 
ed, varies  much  in  the  normal.  Oftentimes, 


the  fifth  lumbar  vertebra  projects  forward 
and  downwards  at  such  an  angle  into  the  pel- 
vis that  it  appears  atrophied  and  displaced. 
In  effect,  the  interpretation  of  the  condition 
cf  this  vertebra  is  often  very  difficult,  as  the 
more  abrupt  its  angle,  the  less  is  the  likeli- 
hood of  its  correct  proportions  being  appreci- 
ated. Many  times  a correct  interpretation 
of  the  posit’on  of  the  parts  can  only  be  inter- 
preted correctly  when  a stereoscopic  view  is 
taken.  It  is  many  times  not  enough  to  take 
views  in  the  two  positions  at  right  angles  to 
each  other.  In  x-ray  work  the  Bucky  dia- 
phragm is  now  too  well  known  and  too  com- 
monly used  to  take  the  time  to  comment  up- 
on. 


IMMUNIZATION  OF  SCHOOL  CHILDREN 
By  DR.  R.  J.  STROUD,  M.  D„ 

State  Superintendent  of  Health,  I’hoenix,  \riz. 

(Read  before  the  Maricopa  County  Medical  Soci- 
ety, at  regular  meeting,  in  Phoenix,  on  June  3,  1929.) 

When  asked  to  speak  on  this  subject  to 
you  from  a public  health  standpoint,  I re- 
quested the  privilege  of  calling  your  atten- 
tion to  some  things  which  are  not  altogether 
understood  by  the  medical  profession  in  re- 
lation to  the  State  Health  Department.  In 
the  near  future  I am  going  to  circularize  the 
profession  in  Arizona  directing  them  briefly 
to  the  best  methods  of  reporting  contagious 
diseases. 

At  the  present  time  the  method  of  report- 
ing to  local  health  officers,  from  them  to  the 
county  health  officers,  and  from  them  to  the 
state  is,  in  a great  many  instances,  cumber- 
some. Somewhere  along  the  line  these  re- 
ports are  held  up  and  often  we  are  confront- 
ed with  more  or  less  of  an  epidemic  too  late 
to  get  the  proper  action  and  cooperation  in 
our  warnings  to  the  various  physicians.  For 
instance,  one  of  the  county  health  officers  re- 
ported fifty-five  cases  of  measles  covering  a 
period  of  two  months,  and  another  health  of- 
ficer held  up  his  report  for  three  months.  I 
am  going  to  ask  a little  closer  cooperation 
than  this,  because,  as  a part  of  the  Federal 
system  of  epidemiology,  we  have  to  report 
each  week  the  number  of  cases  of  the  various 
diseases  for  the  week  occurring  in  Arizona. 
No  health  department,  state  or  local,  can  ef- 
fectively control  diseases  without  knowledge 
of  when,  where  and  under  what  conditions 
cases  are  occurring.  The  late  reporting  to 
which  I have  just  called  your  attention  cer- 
tainly does  not  give  the  authorities  in  Wash- 
ington a propel*  mirror  of  what  has  trans- 
pired in  Arizona  during  the  week,  and  there 
is  no  way  in  which  we  can  go  back  and 
change  these  reports  into  their  respective 
weeks  because  the  reports  for  those  weeks 
have  already  been  published  in  the  Public 
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Health  Bulletin.  At  other  times  a physician 
will  telephone  his  local  health  officer  con- 
cerning' a disease  and  then  fail  to  make  a 
written  report. 

Some  states  have  a weekly  card  which  is 
sent  out  to  physicians  and  which  is  filled  in 
by  them  and  sent  directly  to  the  State  Health 
Department,  covering  all  diseases  for  that 
week.  It  is  not  cumbersome  and  onlv  the 
name  of  the  case  and  the  name  of  the  disease 
are  required.  I am  going  to  try  to  inaugu- 
rate this  manner  of  reporting  in  Arizona  and 
get  away  from  the  troublesome  cards,  most 
of  which  mean  nothing,  and  none  of  which 
are  read  except  the  name  and  the  disease.  In 
the  states  where  this  method  is  used,  the  city 
health  officer  and  the  county  health  officer 
are  not  troubled  with  keeping  track  of  all  of 
these  cards  and  fonvarding  them  to  the  state 
health  department.  However,  Section  4392 
requires  physicians  to  report  in  writing  to 
the  local  health  officer  and  as  long  as  this  is 
in  force  it  would  make  only  more  work  to  ask 
the  physician  to  duplicate  the  substance  of 
these  cards.  All  of  Section  4392  is  not  lived 
up  to,  by  any  means,  for  I doubt  if  any  at- 
tending physician  reports  “not  less  than 
twice  a week  to  his  local  board  the  condition 
of  his  iDtient,”  as  this  section  requires.  When 
such  regulations  as  this  cannot  be  lived  up 
to  it  seems  that  the  simple  method  of  report- 
ing by  telephone  to  the  local  health  officers 
that  they  may  quarantine,  less  confusion 
would  result  and  the  State  Health  Depart- 
ment would  know  the  exact  condition  of  the 
state  as  far  as  health  is  concerned. 

Another  thing  which  has  occurred  to  me  is 
that  each  city  and  county  could  make  laws 
governing  immunization  of  dogs  against 
rabies,  and  enforce  them.  So  many  dogs 
which  are  pets  have  bitten  children  during 
the  past  few  years  and  jeopardized  the  lives 
of  these  children,  that  we  should  be  alive  to 
the  fact  of  prevention,  even  as  we  are  alive 
to  the  fact  of  vaccination  against  smallpox. 

It  is  my  intention  as  soon  as  we  have  pre- 
pared sufficient  articles  so  as  not  to  break 
the  sequence,  to  carry  an  article  each  week 
in  the  leading  newspapers  of  this  state  sell- 
ing prevention  and  selling  medicine  to  the 
people  of  this  state.  The  press  have  kindly 
consented  to  cooperate  and  I should  like  to 
have  the  various  physicians  send  articles  to 
the  State  Health  Department  which  may  be 
of  value,  limiting  these  to  one  and  one-half, 
standard,  double  space  pages. 

Now  to  go  on  to  the  subiect  of  “Immuniza- 
tion cf  School  Children.”  The  three  diseases 
in  which  there  has  been  an  outstanding  im- 
munity conferred  by  vaccination  are  small- 
pox, diphtheria  and  typhoid  fever.  At  the 


present  time  too  much  smallpox  is  being  re- 
ported, especially  from  Maricopa  County,  and 
too  few  people  are  being  vaccinated.  In  my 
connection  with  the  Indian  Service  the  gov- 
ernment insisted  that  all  children  be  suc- 
cessfully vaccinated  during  their  first  year 
of  school  and  this  has  been  more  or  less 
faithfully  carried  out.  Therefore,  we  do  not 
hear  of  smallpox  spreading  among  the  In- 
dians. I have  been  told  by  teachers  and  other 
observers  that  in  certain  parts  of  the  country 
where  smallpox  has  not  happened  to  occur 
for  some  years,  perhaos  not  one  per  cent  of 
the  children  in  all  grades  from  kindergarten 
to  high  school  have  been  vaccinated.  Now 
this  is  largely  the  fault  of  the  individual 
physician  in  not  calling  attention  to  the  fact 
that  certain  children  under  his  care  have  not 
been  vaccinated,  and  in  these  days  when  we 
have  again  become  a nomadic  race  because 
of  the  automobile,  these  children  may  travel 
to  a smallpox  infested  community  at  any 
time.  The  individual  physician  has  not  kept 
the  faith ; he  has  lost  touch  with  his  patients. 
At  the  same  time  he  cries  out  against  any 
other  agency  that  is  trying  to  put  over  health 
facts.  It  seems  to  me  that  it  is  a little  bit 
of  “dog  in  the  manger.”  As  a matter  of  fact 
when  smallpox  became  epidemic  in  this  coun- 
ty early  in  the  year,  a live  school  board  in 
one  of  the  districts  confeiTed  with  me  and 
asked  if  the  school  children  could  all  be  vac- 
cinated. They  had  a very  reliable  and  wise 
school  nurse  in  this  district,  who  had  a won- 
derful faculty  of  getting  cooperation  from 
the  students,  parents  and  teachers.  During 
two  periods  two  hundred  and  eighty-seven 
children  were  vaccinated  after  this  nurse  had 
obtained  the  consent  of  the  parents.  Some 
parents  were  neutral  and  would  not  give 
their  consent;  others  were  opposed.  Alto- 
gether thirty-one  children  in  the  school  were 
not  vaccinated;  of  these  twelve  took  the  dis- 
ease and  kept  twenty  of  these  students  away 
from  school.  For  this  reason  the  school  board 
felt  justified  in  expelling  all  children  who 
were  not  vaccinated.  This  edict  brought  forth 
vaccination  of  all  but  four.  The  mother  of 
one  believed  that  cream  of  tartar  would  pre- 
vent smallpox,  giving  as  her  authority  an 
article  written  by  a faddist,  signing  himself 
as  a doctor  and  published  in  a Los  Angeles 
paper.  Now  if  this  faddist  could  get  his  mes- 
sage of  such  a fool  idea  over,  it  seems  to  me 
that  we  could  sell  this  vaccination  one  hun- 
dred per  cent.  Here  is  an  example  where  a 
live  school  board,  conferring  with  a physi- 
cian practically  enforced  vaccination  of  an 
entire  district. 

The  children  themselves  do  not  object  to 
this ; in  fact  the  younger  ones  in  the  first 
and  second  grades  crowd  each  other  to  be 
vaccinated  first.  It  is  a game  with  them  and 
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they  do  not  complain  at  all  when  the  U.  S- 
Public  Health  method  is  used. 

When  it  comes  to  diphtheria  the  idea  has 
not  been  sold  as  well  in  this  community  as 
in  some  others.  I am  now  putting  on  a cam- 
paign to  have  all  children  between  the  ages 
of  nine  months  and  ten  years,  protected  as 
far  as  possible  from  diphtheria.  It  is  my  ex- 
perience that  the  younger  the  child  is  when 
vaccinated,  the  less  the  reaction  and  the  more 
lasting  the  immunity.  The  teachers  in  the 
various  schools  have  been  more  or  less  edu- 
cated on  the  subject  of  health  and  they  are, 
in  general,  more  familiar  with  the  health 
Jaws  than  the  physicians  who  have  not  come 
in  contact  with  them.  It  seems  that  the  prin- 
cipals of  the  schools  have  familiarized  them- 
selves with  what  is  best  to  be  done  during  an 
epidemic  and  with  the  exclusion  of  sick  chil- 
dren from  the  school.  I am  sure  that  we  can 
get  a great  deal  of  cooperation  from  these 
various  school  boards  and  principals  in  put- 
ting over  a campaign  for  immunizing  against 
diphtheria.  A great  deal  of  the  objection 
comes  from  more  or  less  startling  stories  car- 
ried by  word  of  mouth  from  old  army  days 
when  some  few  of  the  recruits  fainted  while 
being  vaccinatcd  against  typhoid  and  other 
things.  I have  tried  to  explain  this  by  saying 
that  it  was  a mental  condition,  but  the  fact 
is  there  and  cannot  be  gainsaid  that  people 
are  sometimes  afraid  of  these  things. 

Now  typhoid  vaccine  immunizes  for  from 
two  to  five  years,  with  a general  average  of 
some  immunity  for  three  years,  although  the 
U.  S.  Army  observers  claim  that  full  immun- 
ity lasts  only  one  year.  In  typhoid,  there- 
fore, the  question  of  immunizing  the  school 
children  is  rather  a more  serious  problem 
than  the  others,  as  we  canont  say  how  long 
the  immunity  lasts  and  the  economic  aspect 
certainly  becomes  important  to  a great  many 
people. 

For  two  consecutive  years  before  Boy 
Scouts  were  allowed  to  go  on  summer  camp 
trips,  immunization  was  demanded,  with  a 
falling  off  of  the  numbers  who  were  willing 
to  go  through  this  procedure  before  going 
to  camp,  and  for  two  more  years  this  was  an 
elective  procedure  with  very  few  asking  for 
it  and  now  nothing  is  said  about  it.  You  can 
see  that  if  boys  or  their  parents  are  not  will- 
ing to  let  a selective  class  of  them  be  vac- 
cinated before  going  away  on  a wonderful 
trip,  how  much  education  will  be  needed  in 
order  to  sell  this  idea  generally  among  school 
children.  I believe,  as  physicians,  we  should 
use  all  of  the  agencies  necessary  to  educate 
the  public  to  this  immunization.  The  school 
nurses,  the  Parent-Teachers  Association,  the 
teachers,  principals  and  school  boards,  as 
well  as  women’s  clubs  and  other  agencies  in- 


terested in  children.  You  would  be  surprised 
to  hear  the  intelligent  papers  cn  these  sub- 
jects at  women’s  club  meetings.  We  may  dif- 
fer with  them  as  medical  men  on  procedure, 
but  the  chairman  of  the  Public  Welfare  De- 
partment of  the  Women’s  Club  showed  me 
that  the  Federation  of  Women’s  Clubs  of  Ari- 
zona was  very  much  alive  to  health  problems 
and  immunization, — even  discussing  these 
things  without  the  promptings  of  medical 
men. 

But  let  us  not  be  amiss  in  our  education  of 
the  public.  I still  believe  that  part  of  the 
function  of  the  family  physician  is  to  sell 
health  to  his  people  and  if  we  fail  to  do  this 
some  other  agency,  some  quack,  will 
sell  his  idea,  to  the  detriment  of  medicine, 
and  when  he  does  so  we  complain  that  he  is 
not  only  treating  the  public  unfairly,  but  is 
taking  away  part  of  the  physician’s  revenue. 

The  State  Health  Department  is  not  try- 
ing to  foist  anything  upon  the  public  at  the 
expense  of  the  physician ; it  is  adding,  if  pos- 
sible, to  the  prestige  and  income  of  the  physi- 
cian by  advocating  these  measures  which 
mean  health. 

At  the  present  time  we  have  four  com- 
munities in  Arizona  with  typhoid  eoidemics 
and  it  is  a good  time  to  sell  immunization 
against  typhoid.  It  is  my  own  idea  that  if 
immunization  of  children  against  diphtheria 
were  carried  on  in  North  America  for  one 
generation,  the  disease  would  disappear  from 
the  category  of  diseases,  provided  our  ports 
of  entry  functioned  properly.  This  would  be 
a wonderful  advance,  seeing  that  onlv  thirty 
years  ago  diphtheria  was  perhaps  the  most 
dreaded  disease  of  children. 


VENEREAL  DISEASE  AMONG  THE 
NAVAHOS 

R.  H.  POUSMA,  M.  1)., 
(Superintendent  Rehnboth  Mission  Hospital) 
Rehoboth,  N.  M. 

I have  heard  the  remark  made  a number 
of  times  bv  physicians  who  ought  to  know 
better,  that  there  was  practically  no  ven- 
ereal disease  among  the  Navahos,  the  great- 
est tribe  of  Indians  in  the  United  States. 
Nothing  could  be  farther  from  the  truth, 
and  the  on'y  way  I can  explain  such  state- 
ments is  that  these  physicians  either  have 
not  come  into  extensive  contact  with  adult 
Navahos,  or  that  they  have  not  gone  to  the 
trouble  of  giving  them  thorough  physical  ex- 
aminations, including  blood  tests. 

I am  not  in  a position  to  give  exact  fig- 
ures on  the  number  of  cases  of  gonorrhea 
and  chancroid  that  have  come  to  my  atten- 
tion during  the  past  two  years  in  caring  for 
this  people,  although  I may  say  that  they 
have  been  frequent  and  included  almost  ev- 
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ery  aspect  of  these  diseases.  Syphilis  is 
alarmingly  frequent  among  them,  and  to 
substantiate  that  statement  I would  like  to 
present  the  following  figures. 

Let  me  say  first  of  all  that  we  have  made 
it  a rule  in  our  hospital  to  have  a Wasser- 
mann  made  on  every  adult  Navaho  entering 
our  institution  as  a patient.  The  specimens 
are  sent  to  the  New  Mexico  State  Laboratory 
at  Albuquerque,  where  both  a Wassermann 
and  Kahn  test  are  made  on  each  sample  of 
blood  sent. 

In  a series  of  356  cases,  fifty-one  tested 
four  plus  positive,  three  were  three  plus,  two 
were  two  plus,  nine  one  plus,  and  290  were 
negative  to  Wassermann  test.  In  other 
words,  the  blood  of  over  15.7  per  cent,  or 
more  than  one  in  every  seven  adult  Navahos 
coming  to  our  hospital  for  treatment,  reacts 
positively  to  the  Wassermann  test.  These 
figures  are  all  the  more  significant  when  one 
bears  in  mind  that  only  a small  percentage 
of  the  patients  come  to  us  with  complaints 
directly  attributable  to  syphilis.  It  was  only 
by  making  a routine  test  on  all  adult  in-pa- 
tients that  this  state  of  affairs  was  brought 
to  light. 

A very  distressing  feature  of  the  situa- 
tion is  the  fact  that  these  people,  without 
exception,  refuse  to  take  a full  course  of 
treatment  to  cure  them  of  their  syphilis. 
They  will  take  two  or  three  iniections  of 
neosalvarsan,  and  that  is  all.  A Navaho  can 
see  no  sense  in  having  his  arm  punctured 
each  week,  or  in  fact,  in  receiving  any  kind 
of  medical  treatment,  when  he  is  feeling 
subjectively  well.  This  disinclination  is  very 
much  strengthened  by  the  fact  that  he  is 
frequently  compelled  to  travel  from  twenty 
to  forty  miles  to  receive  his  treatment,  and 
that  he  usually  has  no  better  means  of  con- 
veyance than  an  undernourished  pony. 

Still,  something  surely  ought  to  be  done 
to  check  the  spread  of  both  syphilis  and  gon- 
orrhea among  the  Navahos.  It  appears  to 
me  that  the  Indian  Bureau  of  our  govern- 
ment should  do  the  needful  in  this  matter. 
The  Indians  are  the  wards  of  our  govern- 
ment. The  government  gives  them  paternal 
care  and  assumes  paternal  authority  over 
them.  Under  the  circumstances,  the  counties 
and  states  regard  the  Indian  largely  as  out- 
siders and  give  them  scanty  attention.  Char- 
itable institutions  such  as  ours  spend  many 
thousands  of  dollars  each  year  in  their  care, 
but  we  can  only  do  as  much  as  will  be  ac- 
cepted voluntarily.  We  do  not  have  the 
power  of  compulsion,  such  as  is  possessed  by 
our  government  officials. 

What  then  can  be  done,  not  only  to  heal 
the  venereallv  sick,  but,  and  that  is  of  far 


greater  importance,  to  prevent  those  that 
are  well  from  becoming  infected? 

In  the  first  place,  the  Navaho  should  be 
instructed  as  to  the  nature  and  dangers  of 
the  three  types  of  venereal  disease.  It  is 
my  experience  that  most  Navahos  with 
whom  I have  talked  about  these  matters 
have  a dreadfully  inadequate  idea  regarding 
gonorrhea,  and  never  conceived  of  such  a 
systemic  venereal  disease  as  syphilis.  Cer- 
tainly they  ought  to  know  more  about  these 
scourges.  The  knowledge  may  not  prevent 
them  from  indulging  in  sexual  indiscretions 
with  resulting  infections,  but  if  we  have 
properly  warned  them,  we  shall  at  least  have 
cleared  our  own  consciences. 

The  primary  place  for  this  instruction 
is  in  the  schoo’s.  There  practically  all  of 
the  younger  generation  of  Indians  can  be 
reached.  It  is  true  that  most  doctors  are 
loath  to  address  the  pupils  on  this  subject, 
and  only  a few  have  the  ability  to  do  so  with 
lucidity  and  propriety ; but  surely  our  gov- 
ernment officials  can  find  some  doctors 
among  its  hundreds  who  have  special  ability 
along  this  line  and  who  could  spend  a day  or 
two  each  year  at  the  various  government  In- 
dian schools  to  give  this  instruction. 

Other  opportunities  are  presented  by  the 
frequent  meetings  our  government  agents 
have  with  groups  of  Indians.  A physician 
could  occasionally  be  taken  along  to  give 
those  assembled  an  earnest  talk  on  the 
threat  of  venereal  disease  to  the  welfare  of 
the  tribe.  The  Navahos  do  not  take  offense 
at  such  an  address.  They  listen  with  real 
appreciation. 

Another  means  of  combating  the  spread 
of  venereal  disease  among  the  Indians  is  to 
compel  the  patients  suffering  from  it  to  con- 
tinue receiving  treatments  until  they  are 
pronounced  cured.  The  government  can  do 
this  with  its  wards  just  as  effectively  as 
army  officers  do  it  with  enlisted  men.  Ow- 
ing to  the  distances  the  Navahos  live  from 
the  hospitals  we  can  hardly  expect  them  to 
come  for  regular  treatment  voluntarily  with 
their  own  conveyance,  and  it  wuold  be  al- 
most a hopeless  task  to  send  out  a policeman 
with  an  auto  to  get  them  each  time.  But 
what  can  be  done  is  to  hospitalize  these  pa- 
tients, under  compulsion  if  necessary,  until 
they  are  well,  even  if  it  takes  several 
months.  They  will  be  ambulant  patients  and 
the  expense  of  caring  for  them  can  be  re- 
duced by  compelling  them  to  do  manual  la- 
bor around  the  place.  That  would  be  a rigor- 
ous measure,  but  it  seems  to  me  absolutely 
necessary  if  the  present  frequent  infections 
are  go  ng  to  be  checked. 

Finally,  I would  suggest  that  when  a pa- 
tient comes  to  us  with  a venereal  disease,  we 
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make  an  earnest  effort  to  learn  from  whom 
it  was  contracted.  This  is  not  an  impossible 
task,  as  I have  learned  by  experience,  and 
sometimes  the  revelations  are  startling.  The 
party  from  whom  the  disease  has  been  ac- 
quired should  then  be  apprehended  and  com- 
pelled to  undergo  hospitalization  until  a cure 
is  declared.  The  importance  of  such  action 
was  stamped  indelibly  on  my  mind  last  win- 
ter when  two  young  men  came  to  me  for 
treatment.  They  came  from  widely  differ- 
ent localities  on  the  reservation,  but  both 
presented  the  same  symptoms,  badly  swollen 
organs,  dripping  with  pus.  Without  much 
ado  they  told  me  the  names  and  addresses 
of  the  women  from  whom  they  had  received 
the  infection.  Both  said  that  at  least  a doz- 
en more  young  men  had  been  infected  by 
each  woman,  but  that  those  boys  were  trust- 
ing to  the  incantations  of  their  medicine 
men  t oheal  them.  Meanwhile  the  women 
were  continuing  to  receive  all  comers. 

It  is  true  that  among  us  pale  faces  the  in- 
cidence of  venereal  disease  is  also  alarmingly 
large,  and  that  apparently  little  can  be  done 
about  it.  But  certainly  something  can  and 
ought  to  be  done  about  the  matter  for  the 
reservation  Indians.  They  are  the  children 
of  our  government  and  ought  to  be  protected 
against  the  ravages  of  these  dreadful  dis- 
ease, t owhich  they  are  ignorantly  exposing 
themselves. 


FRACTURES  OF  THE  PELVIS 

E.  J.  CUMMINS,  M.D., 

El  Paso,  Texas.  * 

Five  cases  of  fracture  of  the  pelvis  form 
the  basis  of  this  paper.  It  is  presented  to 
show  how  common  the  fracture  is,  and  how 
easily  it  may  be  produced  and  the  good  re- 
sults obtained  in  the  majority  of  the  cases. 

Text  books,  as  a rule,  do  not  mention  auto- 
mobiles as  a cause  of  fractures  of  the  pel- 
vis, but  three  of  these  cases  were  in  automo- 
bile accidents.  Another  was  riding  a motor- 
cycle and  had  a collision  with  a truck.  The 
fifth  was  crushed  between  two  street  cars. 

CASE  1. — While  riding-  in  an  automobile,  sitting 
between  the  driver  and  another  young  man,  the 
driver  swei’ved  to  avoid  striking  a child  and  struck 
a telegraph  pole.  None  of  the  passengers  were 
thrown  from  the  car.  On  getting  out  of  the  car 
patient  found  she  was  unable  to  stand.  Shei  entered 
hospital  March  12,  1927,  complaining  of  pain  in  the 
pelvis  and  inability  to  stand  alone.  Examination  re- 
vealed localized  tenderness  over  the  right  pubic 
bone  and  bilateral  pressure  caused  pain.  There  were 
some  blood  cells  in  the  urine.  X-ray  showed  right 
pubic  bone  fractured  near  its  junction  with  aceta- 
bulum and  displaced  downward,  also  fracture  at 
the  junction  of  the  right  pubic  bone  and  ischium. 
Right  ischium  fractured  at  the  mid  portion.  There 
was  a line  thru  left  pubic  bone  near  its  junction  with 
the  acetabulum.  Patient  was  kept  in  bed  on  a Brad- 


ford frame  with  legs  and  thighs  flexed  for  a period 
of  about  six  weeks.  She  made  a good  recovery  and 
has  no  complaint  to  make. 

CASE  2. — School  girl  sitting  on  the  back  seat 
of  an  automobile  was  thrown  forward  against  the 
back  of  the  front  seat  when*  her  car  was  struck  by 
another  car.  She  does  not  remember  any  great  pain, 
but  was  unable  to  stand.  She  entered  hospital  Jan. 
19,  1927.  Examination  revealed  tenderness  over  the 
lower  abdomen  and  pressure  on  the  pelvic  bones 
caused  pain.  Any  attempt  to  move  the  lower  limbs 
caused  pain.  The  symphysis  was  separated.  The 
urine  contained  large  amount  of  blood.  X-ray  re- 
vealed oblique  fracture  of  the  left  pubic  bone  at  its 
junction  with  acetabulum,  also  at  its  junction  with 
thc<  ischium.  The  left  ischium  fractui-ed  at  its  mid- 
portion.  The  right  pubic  bone  just  anterior  to  the 
acetabulum  was  also  fractured.  Two  attempts  were 
made  to  reduce  the  fracture  with  only]  partial  suc- 
cess. The  following  day  patient  was  operated,  frac- 
ture reduced,  and  the  pubic  bones  wired  together. 
She  was  in  the  hospital  on  Bradford  frame  from 
Jan.  19th.  to  Feb.  9th.  The  wire  was  removed  some 
weeks  later  because  of  a persistent  discharge  from 
the  wound.  She  has  made  a most  satisfactory  re- 
covery. 

CASE  3. — Young  man  sitting  in  front  seat  with 
driver  when  accident  occurred.  Occupants  of  rear 
seat  were  thrown  against  him.  He  was  not  thrown 
frmo  the  car.  He  could  stand,  but  could  not  walk  when 
brought  to  the  hospital  Aug.  9,  1928.  Examina- 
tion revealed  tenderness  on  pressure  over  pelvic 
bones.  Symphysis  seemed  to  be  separated.  Bruised 
areas  over  upper  third  of  right  thigh,  as  if  he  had 
been  struck  by  something.  Movement  of  lower  ex- 
tremities caused  pain.  Urine  did  not  contain  any 
blood.  X-ray  revealed  right  pubic  bone  torn  free 
from  the  aoestbulum  and  its  attachments  to  the 
ischium.  Attempts  to  reduce  the  fracture  were  un- 
successful and  patient  was  operated,  fracture  re- 
duced, symphysis  wired.  A very  satisfactory  result 
obtained.  Patient  was  in  hospital  from  Aug.  8 to 
Aug  25,  1928.  Wire  was  later  removed. 

CASE  4. — Patient  was  caught  between  two  mov- 
ing street  cars,  rendered  semi-unconscious  and  en- 
tered hospital  Feb.  21,  1928.  On  the  examination 
table  he  was  groaning  and  complaining  of  pain  in 
his  left  chest,  pelvis  and  right  leg.  There  was  cre- 
pitation of  fractured  ribs  on  the  left  side,  and  sub- 
cutaneous emphysema.  The  lower  left  chest  was 
dull  to  percussion.  Abdomen  rigid,  marked  tender- 
ness over  left  quadrant.  Pain  was  present  when 
pressure  was  applied  to  the  pelvis  and  increased 
when  the  right  lower  limb  was  moved.  Urine  show- 
ed a large  amount  of  blood  present.  X-ray  picture 
showed  fractures  ofi  the  left  6,  7.  8,  9 and  10  ribs. 
Partial  collapse  of  the  left  lung  with  fluid  in  pleu- 
ral cavity.  The  right  acetabulum  was  driven  in. 
The  patient  was  in  terrific  shock  and  for  several 
days  it  appeared  as  if  he  would  not  recover,  but 
he  gradually  gained  and  left  the  hospital  one  week 
later.  He  shows  considerable  deformity.  The  right 
side  of  his  pelvis  is  rotated  outward,  the  trochanter 
is  nearer  the  medium  line  than  the  left.  The  dis- 
tance from  the  anterior  superior  iliac  spine  to  the 
internal  malleolus  on  the  right  side  is  less  than  on 
the  left.  There  is  some  wasting  of  the  right  limb. 
Hti  has  a slight  limp.  Flexion!  of  the  thigh  is  some- 
what limited.  He  is  fortunate  to  be  alive. 

CASE  5. — This  young  man  was  riding  a motor- 
cycle when  he  had  a collision  with  a truck.  He 
entered  hospital  Sept.  29,  1928.  complaining  of  se- 
vere pain  in  his  back  and  down  his  thighs.  He 
wanted  to  lie  on  his  stomach.  He  was  able  to  move 
his  lower  extremeties  but  movement  caused  pain. 
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Pressure  on  pelvis  revealed  abnormal  mobility  of 
right  ilium.  X-ray  revealed  the  right  pelvic  bone 
torn  free  from  its  attachment  to  the  acetabulum. 
The  right  ischium  was  fractured  at  its  anterior 
ha'f.  The  right  sacro-iliac  joint  was  partially  lim- 
ited. The  patient  lived  a few  hours  and  a partial 
autopsy  revealed  a lacerated  external  iliac  vein  with 
a profuse  hemorrhage  retroperitoneallv.  Kidneys  and 
bladder  were  not  injured. 


REPORT  OF  FOUR  BRONCHOSCOPIC 
CASES 

W.  E.  VANDEVERE,  M.  I)., 

El  Paso,  Texas. 

(Read  at  the  meeting  of  the  El  Paso  County  Med- 
ical Society,  Sept.  23,  1929.) 

During  the  summer  months  I have  had 
four  interesting  cases  of  foreign  bodies  in 
the  air  and  food  passages.  The  youngest  of 
these  cases  was  two  and  one-half  years  and 
the  oldest  was  seventvty-five.  Two  were  for- 
eign bodies  of  the  esophagus  and  two  of  the 
right  bronchus. 

The  first  case,  June  4,  1929,  Mrs.  C.  G.,  Mexican, 
75  years  of  age,  stated  that  three  days  previously 
while  eating  chicken  soup,  something  lodged  in  her 
throat  and  since  that  time  she  had  been  unable  to 
swallow  food  and  even  water  produced  great  pain 
when  she  attempted  to  swallow  it.  Fluoroscopic 
studies  showed  a mass  obstructing  the  esophagus 
at  the  aortic  constriction  anterior  to  the  fourth 
thoracic  vertebra.  On  passage  of  the  esophago- 
scope  the  breast  bone  of  a chicken  was  found  lying 
horizontal  in  the  esophagus  and  tightly  wedged  into 
the  overhanging  mucous  membrane  on  each  side. 
After  some  manipulations  the  bone  was  loosened 
and  removed. 

The  second  case,  July  5,  1929,  F.  C.,  three-year- 
old  American  girl  was  brought  to  me,  with  the 
history  that  the  previous  day  she  had  swallowed 
a glass  bead.  There  had  been  no  severe  coughing 
spells  nor  embarrassment  of  respiration,  and  no 
trougle  with  swallowing  her  food.  Her  only 
trouble  seemed  to  be  a rather  wheezy,  asthmatic 
type  of  respiration  with  occasional  dry  cough.  She 
had  never  had  asthma  or  that  type  of  respiration 
previously.  X-ray  picture  showed  a glass  bead 
about  G mm.  by  10  mm.  in  the  right  bronchus.  Dif- 
ficulty was  encountered  in  grasping  the  tightly 
wedged  bead  with  the  ordinary  alligator  type  of 
forceps,  but  by  using  a flat  type  of  forceps  room 
was  found  to  pass  the  blades  on  each  side  past 
the  center  of  the  bead  and  in  that  way  a firm  grasp 
was  secured  and  the  bead  easily  removed. 

The  third  case:  August  15th,  M.  B.,  three-year- 
old  American  boy  from  Santa  Rita.  The  parents 
stated  that  he  had  swallowed  a nickel  that  morning, 
and  since  then  had  been  unable  to  swallow  solid 
foods,  and  had  complained  of  pain  in  his  chest. 
X-ray  showed  a coin  lodged  in  the  esophagus  at 
the  aortic  constriction  opposite  the  fourth  thoracic 
vertebra.  The  nickel  was  easily  removed  through 
the  esophagoscope. 

The  fourth  case,  August  19th.  S.  R.,  with  two  and 
a half-year-old  Mexican  girl  from  La  Union,  N. 
Mex.  The  parents  stated  that  two  days  previously 
the  child  was  eating  watermelon  and  had  a severe 
coughing  and  strangling  spell,  and  since  that  time 
had  been  coughing  a great  deal.  The  child  was 
brought  to  El  Paso  that  same  day  and  an  effort 
made  to  locate  a foreign  body  with  x-ray,  which 
failed.  The  parents  were  told  to  return  if  the 
baby  did  not  get  all  right.  I saw  the  child  for  the 


first  time  two  days  later.  The  cough  and  dyspnea 
had  gotten  worse  instead  of  getting  better.  There 
v/as  •'  lord  wheeze  heard  all  over  the  chest.  Know- 
ing that  an  x-ray  picture  would  not  reveal  such  a 
non-opaeue  hodv  as  a watermelon  seed,  and  re- 
membering having  seen  a child  in  New  Orleans 
killed  by  a watermelon  seed  being  coughed  up  from 
a bronchus  irto  the  larynx  where  it  cut  off  respi- 
ration, I lost  no  time  in  taking  the  child  to  the 
hospital,  where  I removed  a watermelon  seed  from 
the  right  bronchus. 

All  of  these  cases  were  taken  care  of  un- 
der general  anesthetic.  Where  one  has  a 
trained  corps  of  assistants  doing  several  of 
these  cases  each  day,  local  or  no  anesthetic 
is  probably  better. 

Metallic  foreign  bodies  throw  a dense 
shadow  on  x-ray  films.  Glass  also  throws  a 
good  shadow  because  of  the  lead  contained 
in  glass.  Organic  bodies  such  as  beans, 
peas,  peanuts  and  watermelon  seeds  do  not, 
as  a rule,  throw  shadows  sufficient  for  rec- 
ognition. When  we  get  a complete  plugging 
of  a brunchus  by  such  a body  we  may  get  at 
first  a distended,  emphysematous  lung  and 
later  a water  logged  or  atelectatic  condition. 

Each  of  the  four  cases  enumerated  made 
an  uneventful  recovery  and  was  allowed  to 
leave  the  hospital  the  following  day. 


THE  ICE  PACK  OR  COLLAR  CONTRAIN- 
DICATED FOLLOWING  TONSIL- 
LECTOMY. 

F.  L.  REESE,  M.  D.,  Phoenix,  Ariz. 

Two  years  ago  I was  struck  with  a peculiar 
fact  relative  to  my  tonsillectomies.  I found, 
for  some  unknown  reason,  that  the  cases 
operated  on  at  the  various  hospitals  were 
subject  to  post-operative  bleeding,  while  such 
bleeding  was  much  less  prominent  or  prac- 
tically absent  in  the  cases  operated  in  the  of- 
fice and  sent  to  their  respective  homes.  This 
held  good  in  tonsillectomies  done  under  both 
local  and  general  anesthesia.  I gave  consid- 
erable thought  to  possible  reasons  for  this 
seenrngly  paradoxical  condition.  One  fact 
struck  me  with  particular  significance:  that 
the  patients  operated  on  at  the  hospitals 
would  have  their  necks  immediately  enclosed 
in  an  ice  container,  whereas  the  office  cases 
received  no  such  medication.  I gave  orders 
that  none  of  my  tonsillectomy  cases  was  to 
have  an  ice  pack  applied  to  the  throat  fol- 
lowing operation,  and  this  rule  has  been  ad- 
hered to  in  the  last  two  hundred  and  fifty 
tonsillectomies.  In  this  number,  there  has 
been  one  post-operative  hemorrhage  of  minor 
consequence. 

I am  firmly  convinced,  in  spite  of  all  teach- 
ing to  the  contrary  from  the  time  the  first 
tonsillectomy  was  ever  performed,  that  the 
ice  pack  is  not  only  of  no  value,  but  is  a posi- 
tive menace.  I have  hesitated  for  some  time 
to  publish  such  a view,  realizing  that  it  is 
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contrary  to  universal  conception.  I am  mak- 
ing no  pretense  at  analyzing  the  physiologi- 
cal principles  underlying  it.  I believe  it  is 
generally  recognized  that  the  application  of 
cold  causes  a nrimary  contraction  of  the  ar- 
terioles, and  this  is  followed  by  secondary 
paralysis  and  relaxation.  This  may  or  may 
not  be  an  important  factor.  On  the  other 
hand,  from  a purely  theoretical  standpoint, 
it  is  possible  that  the  contraction  of  the 
superficial  arterioles  of  the  skin  induces  a 
compensatory  dilatation  of  the  deeper  ves- 
sels with  which  we  are  primarily  concerned. 
If  this  method  of  treatment  is  sufficiently 
followed  by  our  otolaryngologists,  the  truth 
of  these  deductions  will  be  readily  proven  and 
the  ice  collar  will  be  relegated  to  the  realms 
of  antiquity. 


CASE  REPORT 

VINCENT’S  ANGINA  INFECTION  OF  VAGINA; 

NEURORETINITIS;  BLINDNESS;  CURE. 

ORVILLE  HARRY  BROWN,  M.D.,  Ph.D.  and 
LOREN  C.  BARLOW,  M.D., 

Phoenix,  Arizona. 

The  mother  first  reported  that  her  daughter,  five 
years  of  age,  had  a slight  vaginal  discharge.  This 
proved  to  be  Vincent’s  infection.  The  mother  was 
given  perborate  of  soda  solutions  to  inject  into 
the  vagina.  After  two  to  three  weeks  treatment 
by  the  mother,  with  no  improvement,  the  little  girl 
was  brought  to  the  office  for  treatments. 

The  vagina  was  small,  barely  admitting  a small 
applicator  with  cotton.  At  times  the  applicator 
would  go  to  no  greater  depth  than  an  inch  to  an 
inch  and  a half;  at  other  times  it  would  apparently 
slip  by  an  obstruction  and  go  a considerably  great- 
er depth.  Small  polypi,  two  or  three  in  number, 
with  the  applicator.  The  agents  used  for  local 
perhaps  a fourth  of  an  inch  in  diameter  with  pedun- 
cles, were  occasionally  withdrawn  from  the  vagina 
applications  in  the  vagina  varied,  but  for  most  part 
consisted  of  perborate  of  soda,  mercurochrome  and 
silver  nitrate. 

During  the  course  of  the  treatment,  which  lasted 
for  more  than  two  months,  the  mother  commented 
that  the  neighbors  had  remarked  that  her  daugh- 
ter’s eyes  had  an  abnormal  appearance;  a casual 
examination  discovered  nothing  definitely  wrong 
at  the  time,  A few  days  later  the  mother  again 
spoke  of  the  eyes  and  said  she  was  beginning  to 
doubt  that  the  child  could  see. 

Dr.  W.  A.  Schwartz  was  asked  to  see  the  pa< 
tient.  He  reported  that  there  was  a severe  grade 
of  neuroretinitis  with  capillary  hemorrhages  in  both 
eyes,  with  little  or  no  vision;  that  if  the  eyesight 
was  to  be  saved  something  must  be  done  at  once; 
and  that  he  doubted  that  treatment  could  bring’ 
back  the  vision. 

Blood  and  spinal  fluid  Wassermann  tests  were 
done,  not  only  on  the  child  but  upon  both  parents; 
all  were  negative.  Other  spinal  fluid  tests  foi< 
syphilis  were  negative. 

Just  as  a decision  was  reached  to  give  a course 
of  neoarsphenamine  varicella  developed.  This  de- 
layed treatment  for  two  weeks.  Three  tenths  of  a 
gram  of  neoarsphenamine  was  given  intravenously. 
Slight  improvement  was  noticed  within  a few  days. 
Second  and  third  injections  of  neoarsphenamine 
were  given  with  definite  benefit  following  each; 
then,  on  account  of  the  difficulty  of  getting  into  the 


veins,  thio-bismol  was  given  intramuscularly.  She 
was  also  given  mercurial  rubs.  The  treatment  was 
intensive.  Recovery  has  been  complete  as  far  as 
the  eyes  are  concerned. 

The  vaginal  discharge  still  continued,  but  less 
in  quantity.  Vaginal  treatments  were  not  omit- 
ted ; during  a treatment  a lipstick  holder  was  acci- 
dentally discovered  within  the  small  vagina;  ex- 
traction of  this  has  given  the  vaginitis  a chance  to 
get  well. 

The  Vincent’s  organisms  wei'e  not  found  after  the 
first  two  or  three  weeks  of  treatment. 

Conclusions:  The  fact  that  the  arsenical,  bismuth 
and  mercurial  preparations  effected  a cure  sug- 
gests that  the  snirochetae  were  the  causative  factor 
back  of  the  retinitis. 

The  vaginal  infection  and  the  lipstick  in  the 
vagina  shows  the  importance  of  teaching  parents 
to  have  close  constant  supervision  of  their  daugh- 
ters. 


RECURRENT  HEMIPLEGIA  IN  A YOUNG 
MAN 

Diagnostic  Discussions  and  Autopsy  Report 


Case  History 

An  American  engineer  thirty-six  years  old  en- 
tered July  26. 

At  fourteen  he  had  an  attack  of  rheumatic  fever 
with  apparently  complete  recovery.  After  it  his 
tonsils  were  removed.  He  had  never  had  another 
attack,  or  chorea.  He  felt  perfectly  well,  lived  a 
life  of  normal  activity  and  played  tennis  and  golf 
with  no  bad  effects.  During  the  war  however  he 
was  rejected  by  both  the  Canadian  and  American 
armies.  Five  years  before  admission  after  an 
evening  of  bowling  he  had  epigastric  pain  lasting 
twenty-four  hours,  not  relieved  by  soda.  At  this 
time  he  had  very  transient  right-sided  paralysis  and 
was  mentally  confused  for  a few  minutes.  After 
nine  months  of  rest  and  medical  treatment  he  was 
able  to  work  again,  continuing  treatment.  Six 
months  later  he  fell,  had  severe  pain  on  the  right 
side  of  the  head,  and  paralysis  of  the  left  side  of 
the  body.  He  had  aphasia  for  a long  time,  and 
since  that  time  had  never  been  able  to  think  and 
speak  quite  so  rapidly.  The  paralysis  cleared  up 
in  time.  He  gave  up  work.  A year  later,  three 
years  before  admission,  he  had  a third  attack  of  the 
same  sort  affecting  the  left  side,  again  clearing  up. 
Twenty  months  before  admission  he  had  two  mild- 
er attacks  within  a month.  After  each  of  these  at- 
tacks he  rested  in  bed  three  weeks,  then  gradually 
got  up  and  about  again.  Five  weeks  before  admis- 
sion he  had  his  latest  and  worst  attack,  with  left 
sided  paralysis.  During  the  last  four  attacks  ho 
had  partial  loss  of  sphincter  control.  Most  of  the 
symptoms  cleared  up  after  the  last  attack,  but  ho 
did  not  regain  strength  or  complete  sphincter  con- 
trol. He  was  very  nervous  and  slept  fitfully.  Until 
this  week  he  had  never  had  more  than  very  slight 
dyspnea.  For  the  past  forty-eight  hours  he  had 
been  increasingly  weak  and  dyspneic. 

He  had  had  hospital  treatment  for  cholecystitis 
and  influenza,  as  well  as  for  his  chief  illness.  He 
had  many  abscessed  teeth.  For  four  years  he  had 
had  gall-  stone  attacks — severe  colicky  pain  in  the 
right  upper  quadrant  with  jaundice  and  pruritus. 
X-ray  showed  the  gall-bladder  to  be  full  of  stones. 
The  last  attack  was  a year  before  admission. 

His  father  was  said  to  have  a “leaky  valve,” 
though  he  seemed  well. 

Clinical  examination  showed  a very  sick  looking, 
sallow,  cyanotic  man  propped  up  in  bed  in  moder- 
ate respiratory  distress.  Sclerae  slightly  injected. 
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SOUTHWESTERN  MEDICINE 


Apex  impulse  of  the  heart  diffuse  and  heaving,  the 
point  of  maximum  intensity  in  the  fifth  and  sixth 
spaces  eleven  to  twelve  centimeters  from  mid- 
sternum. Also  impulse  in  the  second  space  to  the 
left  of  the  sternum.  Left  border  of  dullness  12 
plus  centimeters  to  the  left  of  midsternum,  mid- 
claviculaJ  line  7.5  centimeters,  right  border  4.5  cen- 
timeters, supracardiac  dullness  5 centimeters. 
Sounds  of  fair  quality.  Kate  160.  A systolic  thrill 
at  the  apex.  A systolic  murmur  and  also  a ques- 
tionable diastolic  at  the  apex.  Pulmonic  second 
sound  accentuated.  Radial  pulse  weak  and  irregu- 
lar in  volume  and  rate.  Blood  pressure  90/?  to 
120/80.  Lung  signs:  Diminished  breath  sounds, 
whispered  voice,  tactile  fremitus  and  rales  right 
anterior;  dullness  and  moist  rales.  Liver  dullness 
3 centimeters  below  the  costal  margin.  A ques- 
tionable edge  felt  at  this  point.  Spastic  paralysis 
and  beginning  contractures  of  the  left  arm.  In- 
creased tendon  reflexes.  Clonus  and  questionable 
Babinski  on  left  leg.  Tongue  deviated  slightly  to 
the  left.  Left  sided  facial  weakness.  Pupils  equal, 
pin  point  (morphia),  slight  reactions  to  light  and 
distance. 

Urine:  amount  recorded  only  once,  then  nor- 
mal, specific  gravity  1.030  at  two  examinations,  a 
trace  to  a large  trace  of  albumin  at  both,  occasional 
leukocytes  at  both,  two  red  cells  once.  Blood:  15,500 
leukocytes,  83  per  cent  polymorphonuclears,  hemo- 
globin 70  per  cent,  reds  4,900,000.  Smear  normal. 
Hinton  not  recorded. 

Temperature  98°  to  107°;  steady  general  rise 
with  morning  drop.  Pulse  64  to  165  with  deficit  of 
12  to  36  beats.  Respirations  17  to  38. 

The  patient  continued  in  an  extremely  ctitical 
condition.  The  morning  after  admission  the  apex 
beat  was  160  to  180.  By  evening  the  rate  was  108. 
He  was  incontinent  and  irrational.  He  grew  weak- 
er. July  28  the  left  chest  was  full  of  rales  and 
there  were  rales  at  the  right  base.  He  had  no  bow- 
el movement,  but  the  abdomen  was  perfectly  soft. 
July  30  he  died. 


The  following  are  the  discussions  of  this 
case  by  Group  1,  of  the  Yavapai  County 
Medical  Society  and  Medical  Officers  of 
Fort  Whipple: 

I)R.  JOHN  W.  FLINN 

There  seem  to  be  two  distinct  angles  to  this 
case.  One  points  to  the  brain;  the  other  draws  our 
attention  to  the  heart.  The  presenting  symptom 
is  a series  of  paralyses  indicating  a gross  lesion  in 
the  central  nervous  system.  Prominent  physical 
signs  point  toward  cardiac  pathology. 

In  attempting  to  correlate  these  different  signs 
and  symptoms  into  a picture  of  a definite  disease 
entity,  Group  I will  begin  with  a study  of  the  signs 
in  the  region  of  the  heart.  Before  attempting  to 
interpret  these  physical  findings,  let  us  not  forget 
that  this  heart  is  in  the  last  stages  of  broken  com- 
pensation. The  heart  is  enlarged,  almost  surely 
dilated.  A very  fast  pulse  rate  and  other  signs  in- 
dicate broken  compensation.  Almost  surely  this 
heart  is  leaking  at  every  valvular  opening.  It  be- 
hooves us,  therefore,  in  the  light  of  this,  to  be 
very  careful  how  we  interpret  signs,  either  in  their 
absence  or  in  their  presence. 

The  history  of  rheumatism  and  the  fact  that  thq 
physical  signs  are  practically  all  centered  around 
the  apex  of  the  heart,  lead  us  to  conclude  that 
we  have  here  a lesion  in  the  mitral  area.  On  the 
other  hand,  a negative  or  rather  lack  of  a positive, 
Wassermann,  and  lack  of  physical  signs  in  the 
base  of  the  heart  point  away  from  any  lesion  in 
the  aortic  region. 


I will  not  go  over  these  physical  signs  in  detail 
but  will  say  that  so  far  as  the  opinion  of  Group  I 
is  concerned,  the  only  outstanding  physical  sign 
to  which  we  are  paying  much  attention  is  a doubt- 
ful diastolic  murmur  at  the  apex.  In  our  opinion 
the  systolic  murmur  at  the  apex  in  itself  means 
practically  nothing.  The  systolic  thrill  we  inter- 
pret as  indicating  a lack  of  free  passage  of  blood 
tlirough  the  pulmonary  artery.  If  this  diastolic  mur- 
mur is  present  we  would  expect  it  to  be  faint  and 
not  easily  heard.  If  the  diastolic  murmur  is  pres- 
ent, with  the  impulse  in  the  second  space  to  the 
left  of  the  sternum,  with  an  accentuated  pulmonia 
second  sound  and  with  considerable  enlargement 
over  the  area  of  the  left  auricle,  we  think  it  would 
justify  us  in  making  a tentative  diagnosis  at  least 
of  mitral  stenosis. 

McKenzie  tells  us  that  the  diastolic  murmur  ip 
mitral  stenosis  is  confined  to  the  region  around  the 
apex,  as  would  be  the  case  here.  In  our  opinion 
mitral  stenosis  will  account  for  the  physical  signs 
present  and  for  the  condition  of  the  heart  in  all 
respects  except  one,  and  that  is  enlargement  of  the 
left  ventricle.  Mitral  stenosis,  you  will  remember, 
will  not  cause  enlargement  of  the  left  ventricle, 
This  enlargement,  with  the  systolic  murmur,  we 
consider  sufficient  to  justify  us  in  thinking  thalj 
there  is  also  a mitral  incompetency,  complicating 
the  stenosis.  It  is  our  opinion  that  if  this  heart 
had  been  examined  some  time  previously,  before 
compensation  was  broken,  a diastolic  thrill  would 
have  been  felt  at  the  apex,  and  probably  also 
either  a pre-systolic  or  diastolic  murmur  would 
have  been  heard  over  the  region  of  the  apex.  Pos- 
sibly these  were  the  physical  findings  that  prevent- 
ed this  man  being  accepted  for  military  service. 

Having  made  a tentative  diagnosis  of  mitral 
stenosis,  we  next  ask  ourselves  the  question,  what 
pathology  will  probably  be  found  in  this  heart  at 
post  mortem?  What  will  probably  be  found  is, 
quite  intense  fibrosis  and  sclerosis  in  the  ring,  in 
the  valve,  segments  and  also  in  the  cordae  tendinae. 

So  far  as  the  mitral  opening  itself  is  concerned,  it 
may  be  funnel  shaped  or  slit-like.  A pathological 
condition  in  the  mitral  opening  will  cause  consider- 
able enlargement  of  the  left  auricle.  This,  in  turn, 
will  lead  to  passive  congestion  of  the  lungs  and 
considerable  enlargement  of  the  right  ventricle.  The 
left  ventricle,  if  enlarged,  as  we  think  it  is,  will  be 
the  result  of  an  incompetent  valve. 

But,  unfortunately,  this  pathology  is  not  confined 
to  the  valves  or  the  ring.  In  a large  proportion  of 
cases  fibrosis  extends  to  the  heart  muscle  and  it  is 
then  that  we  get  decompensation  and  eventually  di- 
latations. In  extending  from  the  valvular  region 
to  the  heart  muscle  it  encounters  that  specialized 
form  of  muscle  by  which  the  impulse  of  the  heart 
to  contract  is  carried.  You  will  remember  that  there 
are  two  chief  nodes  concerned  in  the  conduction  of 
this  impulse  to  contraction.  The  first  one  is  the 
sino-auricular  node;  the  impulses  are  conveyed  from 
this  through  the  muscles  of  the  auricle  and  even- 
tually enter  in  the  auriculo-ventricular  node.  From 
the  auriculo-ventricular  node  we  get  the  bundle  of 
His,  which  divides,  a branch  coming  to  each  ven- 
tricle. These  bundles  of  His  are  the  only  muscular 
connection  between  the  auricles  and  the  ventricles. 
Taking  this  into  consideration,  do  not  forget  that 
the  mitral  opening  and  the  mitral  valve  are  situ- 
ated very  close  to  the  auriculo-ventricular  bundle. 
Fibrosis  affecting  this  specialized  form  of  muscle 
gives  rise  to  the  various  irregularities  about  which 
so  much  has  been  written. 

Cardiologists  tell  us  that  the  particular  form  of 
disturbance  of  cardiac  rhythm  most  often  associated 
with  mitral  stenosis,  is  auricular  fibrillation.  In, 
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the  statistics  of  Thomas  Lewis  it  is  brought  out 
that  in  fifty  per  cent  of  all  cases  of  mitral  stenosis, 
the  auricles  fibrillate.  and  that  in  more  than  fifty 
per  cent  of  all  cases  of  fibrillation,  mitral  stenosis  is 
present. 

What  is  the  effect  of  auricular  fibrillation  ? The 
effect  is  that  the  auricle  is  in  a state  of  diastole; 
that  systole  of  the  auricle  nerve  occurs  so  long  as. 
the  auricle  is  fibrillating.  The  consequence  of  this 
is  that  by  reason  of  the  quivering  motion  of  the 
muscles  of  the  auricle,  a churning  of  the  stagnated 
blood  in  the  auricle  takes  place  and  emboli  are  very 
apt  to  occur.  So  long  as  the  auricle  continues  to 
fibrillate  these  emboli  do  little  or  no  harm,  but 
once  the  auricle  goes  back  to  its  normal  rhythm  and 
systole  of  the  auricle  takes  place,  some  of  these 
emboli  are  apt  to  be  forced  through  the  narrow, 
stenosed  opening  and  carried  into  the  general  blood 
stream,  perhaps  to  the  brain,  to  the  intestinal  tract, 
to  the  kidneys,  or  to  any  part  of  the  body,  and  set 
up  embolism  and  infarction. 

So  far  as  the  heart  condition  is  concerned,  tho 
diagnosis  of  Group  I is  mitral  stenosis  with  an  ac- 
companying mitral  incompetency,  the  mitral  sten- 
osis leading  to  auricular  fibrillation  and  thrombosis 
in  the  left  auricle,  with  emboli  to  different  parts  of 
the  body. 


DR,  CLARK  B.  DEVINE 

My  colleague  has  just  given  you  the  cardiac  as- 
pect of  this  case  and  we  will  attempt  to  present 
the  hemiplegic  point  of  view. 

In  the  last  five  years  of  his  life  this  man  had 
some  six  attacks  of  hemiplegia.  Some  of  them 
were  severe  and  some  light.  The  first  was  light 
and  involved  the  right  side  of  the  body.  The  sec- 
ond and  last  were  severe  and  involved  the  left 
side  of  the  body. 

Hemiplegia  is  not  a disease  but  a symptom  com- 
plex. It  occurs  whenever  there  is  a lesion  of  the 
pyramidal  tracts  as  they  pass  through  the  brain, 
As  far  as  hemiplegia  itself  is  concerned,  it  makes 
little  difference  whether  the  lesion  is  in  the  cortex, 
in  the  tissues  immediately  below  the  cortex,  the  in- 
ternal capsule,  the  mid  brain  or  the  brain  stem. 
There  are  usually  other  accompanying  symptoms  by 
which  the  position  of  the  lesion  may  be  more  ac- 
curately located. 

The  causes  of  hemiplegia  are  many.  The  most 
frequent  cause  is  rupture  of  a blood  vessel  and 
hemorrhage  into  the  brain  substance,  which  usually 
occurs  in  sclerotic  arteries  in  old  people.  Our  pa- 
tient, when  he  began  to  have  his  attacks  of  hemi- 
plegia, was  thirty-one  years  of  age,  so  that  this 
tvpe  could  probably  be  ruled  out.  The  second  most 
frequent  cause  is  probably  embolism  and  this  type 
we  believe  our  patient  had.  You  have  heard  de- 
scribed the  formation  of  the  embolus  in  the  auricle, 
passing  down  into  the  left  ventricle,  out  through 
the  aorta  and  up  through  the  internal  cartoid, 
through  the  circle  of  Willis  to  the  middle  cerebral 
artery  and  on  to  the  sylvian  arteries.  The  sylvian 
are  end  arteries  and  collateral  circulation  would  be 
established  with  difficulty,  if  at  all.  A lesion  here 
will  produce  marked  symptoms.  The  third  cause  is 
thrombosis  that  may  occur  from  pieces  of  vegeta- 
tion being  thrown  off  by  diseased  valves  of  the 
heart,  stopping  seme  olace  in  the  brain  and  clod 
forming  afterwards.  Then  also  there  is  syphilitic 
endoarteritis  as  a cause.  There  are  no  symptoms  of 
syphilis  mentioned,  however,  so  we  must  pass  oni 
Other  causes  of  hemiplegia  might  be  tumor  or  for- 
eign body  such  as  bullet,  or  abscess,  infection,  which 
sometimes  occur  in  mitral  stenosis.  Bacteria  in 
pure  culture  sometimes  are  thrown  off  from  valves 


and  lodge  in  the  brain,  forming  abscess.  But  this 
case  covers  too  long  a period  for  abscess. 

To  locate  the  lesion  a little  better,  we  have  seen 
that  as  far  as  hemiplegia  is  concerned  it  may  be 
almost  anywhere  in  the  brain.  We  need  some 
other  symptoms  and  probably  the  only  thing  given 
us  is  the  aphasia.  The  history  states  he  had  a little 
aphasia  after  the  first  attack  and  it  immediately 
cleared  up.  With  the  second  attack  the  aphasia  was 
more  severe  and  he  never  thought  so  rapidly  or 
well  afterwards.  Broca  in  his  classical  description 
of  aphasia  located  the  lesion  in  the  third  frontal 
convolution  on  the  left.  Marie  disputed  that  theory 
and  gave  some  very  good  dissections  proving  his 
statement.  His  conclusions  were  concurred  in  by 
Head,  the  great  English  neurologist.  Marie  locates 
the  speech  center  as  bounded  on  the  outside  by  the 
cortex,  medially  by  the  internal  capsule  and  lat- 
eral subtending  the  space  occupied  by  the  island 
of  -Reil  in  the  left  side  of  the  brain.  This  patient} 
had  a left  sided  hemiplegia  which  presupposes  a le- 
sion in  the  right  side  of  the  brain.  To  conform  this 
to  our  case  we  suppose  this  might  be  due  to  the 
fact  that  this  man  is  left  handed.  In  left  handed 
people  it  is  said  that  the  speech  center  is  apt  to  be 
on  the  right  side  of  the  brain.  If  he  were  right 
handed  there  would  have  to  be  two  lesions,  one  in 
the  internal  capsule  on  the  right  side  to  account 
for  his  left  sided  hemiplegia,  and  the  other  in  this 
area  that  is  described  by  Marie  on  the  other  side. 
Although  there  sometimes  occurs  the  re-educatioq 
of  the  individual  and  the  area  on  the  right  side 
takes  over  the  function  that  was  formerly  taken 
care  of  by  the  left.  This  may  have  occurred  in  this 
case  because  we  note  that  first  he  did  have  a right 
sided  hemiplegia.  The  history  says  he  recovered 
and  in  about  nine  months  was  pretty  nearly  him- 
self again.  There  might  have  been  time  for  re-edu- 
cation and  development  on  the  other  side.  This  is 
perhaps  a little  far-fetched.  He  was  either  left- 
handed  or  there  were  two  lesions. 

The  history  mentions  a spastic  paralysis  and 
contracture  of  the  left  arm  and  Babinski  on  the  left. 
These  things  are  simply  the  symptoms  of  an  upper 
motor  neuron  lesion  and  due  to  hypertonicity  pro- 
duced by  this  lesion. 


DR.  GAIL  D.  ALLEE 

Our  case  for  discussion  is  that  of  a man  who 
dies  at  thirty-six.  A man  who  had  rheumatism  at 
the  age  of  fourteen,  who  enjoys  life  and  indulges 
in  all  ordinary  sports  until  thirty,  when  he  had  an 
attack  of  hemiplegia  and  aphasia.  For  the  next 
five  years,  from  his  thirtieth  to  thirty-fifth  year,  he 
has  a history  of  six  attacks  of  hemiplegia  and  is 
brought  into  the  hospital  a very  sick  man,  suffering 
with  severe  dyspnea.  Physical  examination  shows 
a very  large  heart,  systolic  thrill  and  questionable 
diastolic  murmur.  He  has  some  albumin  in  the 
urine,  very  high  temperature  up  to  107  ; leukocyto- 
sis 15,000;  some  dullness  in  base  of  right  lung; 
rales  in  both  lungs.  The  historv  and  findings  in- 
dicate an  organic  heart  lesion.  Ninety  per  cent  of 
heart  lesions  are  due  to  three  causes — hypertension, 
syphilis  or  rheumatism.  This  man  is  entirely  too 
young  for  hypertension.  There  are  no  signs  of 
syphilis  and  his  Wassermann  was  negative.  More- 
over, a syphilitic  heart  lesion  is  generally  a disease 
of  middle  age.  It  would  be  fairly  safe  to  call  this 
a rheumatic  heart.  We  are  safe  in  assuming  that 
the  mitral  valve  was  affected  and  that  he  had  a 
mitral  stenosis,  which  is  the  most  common  rheumat- 
ic heart  lesion. 

We  are  told  that  this  man  got  along  very  nicely 
from  fourteen  to  thirty  and  is  found  bowling  at 
the  time  of  his  first  attack.  Bowling  is  quite  stren- 
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uous  exercise  and  taxes  the  heart.  He  must  have 
had  a pretty  good  heart  up  to  that  time.  It  is  our 
theory  that  his  auricles  were  either  due  to  fibrillate 
or  were  caused  to  fibrillate  by  his  exertion  incident 
to  bowling.  We  think  that  his  fibrillation  caused 
formation  of  a thrombus,  from  which  emboli  were 
thrown  off  and  dispersed  through  the  blood  stream. 
Had  this  embolus  been  a vegetation  from  the  valve, 
he  would  have  shown  some  period  of  ill  health  just 
prior  to  his  attack  and  would  not  have  been  bowl- 
ing. Vegetations  are  not  given  off  after  first  at- 
tack. Exacerbations  of  the  endocarditis  after  the 
first  attack  soften  the  vegetations  and  cause  them 
to  be  liberated  into  the  blood  stream.  This  case  had 
the  signs  and  symptoms  of  all  heart  cases  who  die 
a heart  death  and  which  are  due  to  congestion. 
Congestion  show’s  in  the  lung,  in  the  rales  that  he 
has,  shows  up  in  the  kidneys,  in  the  albumin  that 
is  present  in  the  urine,  shows  up  in  the  liver  which 
was  3 cm.  belowr  the  costal  margin.  He  nans  true 
td  form  with  his  mitral  stenosis. 

We  are  interested  in  that  very  high  temperature 
at  the  close  of  the  picture.  I think  most  cardiolo- 
gists state  that  terminal  fever  in  mitral  stenosis 
is  nearly  always  due  to  something  within  the  heart 
itself,  either  endocarditis  or  thrombosis.  We  are 
tempted  to  predict  pneumonia,  but  that  is  not  nec- 
essary as  an  explanation  because  the  other  condi- 
tions can  account  for  the  high  temnerature.  We 
prefer  the  simnler  explanation,  the  lighting  up  of 
an  old  endocarditis,  or  perhaps  the  formation  of  an 
intracardiac  thrombus. 

After  admission  to  the  hospital  his  pulse  rate  is 
riven  at  various  times  as  160  to  180,  which  clearly 
indicates  to  our  group  that  that  is  a case  of  fibrilla- 
tion. If  fibrillation  occurs,  it  occurs  early.  In 
other  words,  earlv  or  never.  And  the  reverse  is 
true:  if  it  is  found  late  it  must  have  occurred  early 
in  the  picture.  This  man  had  it  after  admission  to  the 
hospital:  therefore,  our  previous  assumption  that  he 
has  had  it  frequently  since  his  thirtieth  year  is  un- 
doubtedly correct.  If  he  has  had  fibrillation,  Dr. 
Flinn  has  explained  very  clearly  and  convincingly 
that  it  could  account  for  all  this  man’s  signs  and 
symptoms,  including  those  of  the  central  nervous 
system,  v’hich  resulted  in  hemiplegia. 

The  diagnoses  of  our  group  are: 

Mitral  stenosis 
Mitral  insufficiency 
Hypertropyy 
Dilatation 

Thrombus  left  auricle 
Hemiplegia 

Passive  congestion  lungs,  liver,  kidneys 
Infarct,  kidney. 


The  following1  diagnostic  summaries  were 
presented  for  this  case  by  members  of  the 
Clinical  Club  of  Phoenix 

VICTOR  RANDOLPH,  M.  I). 

We  have  a man  with  left  complete  spastic  hemi- 
plegia w’ho  has  previously  had  transient  partial 
paralysis  of  the  right  side.  Causes  of  hemiplegia 
may  be  divided  into  those  of  moderately  rapid  and 
of  sudden  onset  and  those  of  less  usual  cause, 
often  gradual,  such  as  cerebral  tumor,  abscess, 
meningitis,  genei-al  paralysis  of  the  insane  and  so 
forth. 

The  onset  in  this  case  was  sudden.  Were  it  not 
sudden,  we  might  consider  syphilitic  endaiTeritis 
of  the  middle  cerebral  artery  as  a cause.  Besides, 
there  was  more  than  one  attack;  if  entertaining 
syphilis  as  a cause,  wre  should  have  to  assume  that 
ineffective  antiluetic  treatment  had  been  adminis- 


tered between  attacks.  There  is  no  evidence  of 
syphilis  in  the  history  or  physical  findings. 

All  the  other  causes  of  hemiplegia  can  be  ruled 
out  with  the  exception  of  embolism  of  the  middle 
cerebral  artery,  w’hich  is  a cause  of  sudden  hemi- 
plegia without  premonitory  symptoms  referable  to 
the  nervous  system. 

In  this  case  we  have  evidence  of  mitral  stenosis. 
Rheumatic  fever  is  commonly  a precursor  of  rheu- 
matic heart  disease,  w’hich  is  almost  synonymous 
with  mitral  disease;  this,  in  turn,  leads  by  repeated 
attacks  to  mitral  stenosis.  Some  seventy-five  to 
eighty  per  cent  of  children  under  eight  years  who 
have  rheumatic  fever  receive  some  cardiac  damage. 
The  percentage  decreases  with  age.  This  boy  was 
fourteen  when  he  had  his  attack.  Later  evidence 
of  heart  disease  in  this  case  was  his  rejection  by 
two  armies.  Men  who  play  golf  and  tennis  are 
not  rejected  for  any  reason  except  heart  disease. 

The  attack  of  pain  five  years  before  admission 
was  probablv  cardiac  in  origin,  though  we  know 
little  about  it.  This  and  the  later  attacks  required 
long  periods  of  rest  in  bed  for  recovery,  also  a pic- 
ture of  some  heart  condition. 

I believe  we  must  decide  that  these  various  attacks 
were  each  caused  by  embolism  which  led  to  throm- 
bosis and  infarction  in  various  areas  of  the  cen- 
tral nervous  system  supplied  bv  the  middle  cerebral 
arterv  and  its  branches:  at  first  on  the  left  side, 
and  in  the  later  attacks  on  the'  right  side.  The  au- 
ditory, visual  and  speech  memory  centers  of  the 
cortex  are  supplied  bv  the=e  branches,  so  that  re- 
peated infarctions  led  to  chane-es  which  produced 
not  only  heminlegia  but  a condition  of  aphasia. 

Diagnosis:  Mitral  stenosis  with  thrombus  forma- 
tion. Infarction  of  the  rieht  cerebral  cortex  and 
internal  capsule.  Infarcts  of  the  kidneys.  Chronic 
passive  congestion  of  lungs,  liver,  kidneys,  spleen. 
Terminal  bronchopneumonia.  Cholecystitis  and  chol- 
elithiasis. 


DR.  FRANK  J.  MILLOY 

This  is  a clinical  picture  of  a rheumatic  heart 
with  decompensation.  The  attack  suffered  after  the 
evening  of  bowling  was  an  acute  decompensation. 
The  picture  upon  entrance  to  the  hospital  was  that 
of  a long  standing  decompensated  heart  with  a be- 
ginning terminal  pneumonia.  Apparently  the 
pneumonia  was  hypostatic  at  first  but  probably  de- 
veloped into  a double  bronchial  type.  The  cause  of 
death  is  what  Dr.  Cabot  frequently  refers  to  as 
acute  congestive  heart  failure.  The  autopsv  find- 
ings will  probable  be  double  pneumonia,  double  mit- 
hal  lesion  with  vegetative  endocarditis,  and  gall 
stones. 

The  cause  of  the  hemiplegia  is  somewhat  of  a 
puzzle.  There  is  scarcely  anv  doubt  but  that  it  was 
due  to  brain  softening  which  in  turn  would  be 
caused  either  bv  a thrombosis  or  an  embolism. 
Nothing  is  said  in  the  notes  about  the  Wassermann. 
It  does  state,  however,  that  after  the  first  break- 
down, he  took  some  form  of  medical  treatment  for 
nine  months  and  continued  for  six  months  after  go- 
ing to  work.  The  sudden  onset  of  the  first  attack 
of  paralysis  which  was  right  sided,  coming  on  after 
the  severe  exertion  of  a night  of  bowling,  in  a 
young  man  who  has  a heart  lesion,  is  very  suspic- 
ious of  a cerebral  embolism.  It  states,  however, 
that  this  first  attack  of  paralysis  was  very  tran- 
sient. For  that  reason,  this  might  be  one  of  these 
transient  hemiplegias  which  is  vasomotor  in  origin. 
The  subsequent  attacks  of  hemiplegia  were  on  the 
left  side.  However,  this  recurring  condition  might 
be  explained  by  recurring  showers  of  emboli.  It 
would  be  easy  to  explain  by  a cerebral  softening 
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due  to  a syphilitic  thrombosis  which  would  help  also 
to  explain  the  spastic  paralysis  and  the  sphincter 
disturbance  which  developed  toward  the  end.  It  is 
a little  difficult  to  determine  the  location  of  thei 
cerebral  lesion.  It  is  probably  not  in  the  internal 
capsule  as  nothing  is  said  of  a disturbance  with 
sensation!.  The  aphasia  and  lower  facial  paralysis, 
in  the  absence  of  other  cerebral  nerve  involvement 
and  the  recurring  hemiplegia  is  probably  best  ex- 
plained by  a lesion  in  the  region  of  the  corpus  col- 
losum.  With  the  history  of  the  old  endocarditis,  the 
hemiplegia  is  probablv  caused  by  recurrent  emboli. 
The  post  mortem  will  probably  also  show  old  and 
recent  infarcts  in  the  spleen  and  kidneys  due  to 
these  showers  of  septic  emboli. 


FRED  G.  HOLMES,. M.  I). 

For  the  sake  of  brevity  the  detailed  history  will 
not  be  reviewed. 

Rheumatic  fever  evidently  caused  an  endocarditis 
which  became  chronic  and  caused  his  rejection  from 
the  army.  With  the  slowly  advancing  disease  of 
the  mitral  valve,  there  were  few  symptoms  until 
the  transient  hemiplegia  on  the  right.  There  were 
either  vegetations  on  the  mitral  valve,  a fragment 
of  which  was  wiped  off,  or  a particle  of  a left  au- 
ricular thrombus  became  freed  and  caused  an  em- 
bolus to  the  left  side  of  the  brain.  As  there  was 
no  aphasia  on  this  attack  and  later  hemiplegia  in- 
volving the  left  side  of  body  was  associated  with 
aphasia,  I would  conclude  that  most  likely  he  was  a 
left  handed  man  with  the  speech  center  located  on 
the  right  side. 

The  different  emboli  did  more  or  less  permanent 
damage  with  the  resulting  spastic  paralysis  on  the 
left. 

The  heart  condition  was  probably  a mitral  re- 
irregularity and  its  very  frequent  occurrence  in 
left  auricle  a times,  although  the  type  of  irregu- 
larity is  not  mentioned  but  the  high  pulse  rate  with 
irregularit  yand  its  very  freciuent  occurrence  in 
mitral  stenosis  make  it  probable.  The  weak  ra- 
dial pulse,  irregular  in  volume  and  rate,  would 
also  be  consistent  with  a mitral  stenosis  and  au- 
ricular fibrillation.  The  general  enlargement  of  the 
heart  both  to  the  rierht  and  left  and  downward 
shows  a right  and  left  sided  hypertrophy  and  dila- 
tation. The  dyspnea  and  rales  at  the  bases  of  the 
lungs  indicate  a failing  left  heart  and  the  slight} 
fluid  in  the  right  chest  and  the  enlarged  liver  show 
a failing  right  heart.  The  pulsating  point  to  the 
left  of  the  sternum  is  probably  the  conus  arteriosus, 
dilated  along  with  the  rest  of  the  general  cardiac 
dilatation. 

The  terminal  picture  was  undoubtedly  that  of  a 
pneumonia  with  the  high  temperature,  high 
leucocyte  count,  lung  findings,  etc. 

Syphilis  should  be  considered  in  this  case,  but 
believe  the  picture  can  be  adequately  explained  by 
other  conditions. 

Diagnosis:  Endocarditis,  the  mitral  valve  appar- 
ently standing  the  chief  insult  where  there  was  a, 
likely  regurgitation  and  stenosis.  Fibrillating  auri- 
cle also  probable.  Decompensated  heart.  Spastic 
paralysis  due  to  emboli.  Terminal  pneumonia. 


ORVILLE  H.  BROWN,  M.  D. 

The  salient  points  in  this  history  are:  rheumatic 
fever  at  14;  shortly  thereafter  tonsillectomy;  re- 
jected at  23  by  both  the  Canadian  and  American, 
armies;  at  31  years  of  age  severe  epigastric  pain 
following  physical  exertion,  with  transitory  right- 
sided paralysis  and  mental  confusion;  nine  months 
treatment  necessary  to  put  him  in  physical  condi- 
tion for  work;  at  32  sudden  severe  pain  on  right 


side  of  head  with  paralysis  of  left  side  of  body,  and 
confusion  on  thinking  and  speaking;  at  33  another 
and  similar  attack  affecting  about  same  area  as 
before;  at  34  two  mild  similar  attacks;  at  36,  a few 
weeks  before  death,  another  attack  of  paralysis  fol- 
lowing sudden  severe  pain  in  the  head. 

In  the  last  four  attacks  sphincter  control  was 
lost.  He  had  had  slighft  dyspnea  at  times ; recently 
the  dyspnea  was  severe.  He  had  had  hospital 
treatment.  He  had  many  abscessed  teeth.  The 
gall  bladder  was  full  of  stones.  The  outstanding 
points  of  the  examination  were  that  there  was  cyan- 
osis, difficult  respiration,  a diffused  apex  beat  in 
the  6th  interspace,  12  cm.  from  midline,  right  mar- 
gin was  4%  cm.  from  midline.  The  pulse  was  as 

high  as  160.  There  was  a systolic  thrill  at  the 

apex  and  a systolic  murmur  and  a questionable 
diastolic  murmur.  There  was  moisture  in  the 

lungs.  The  liver  dullness  was  increased.  There 

was  spastic  paralysis  and  contractures  of  the  left 
arm,  increased  reflexes,  clonuses  and  a Babinski. 
The  tongue  deviated  to  the  left  and  there  was  left 
sided  facial  weakness. 

The  conclusions  which  seem  warranted  from  a 
study  of  this  case  are  that  early  in  life,  before  the 
age  of  14,  tonsillitis  had  developed;  and  from  this 
there  came  rheumatic  infection  which  affected  the 
heart.  It  probably  produced  a vegatative  endocar- 
ditis from  which  emboli  were  dislodged.  They 
lodged  at  various  places  in  the  bodp  but  more  com- 
monly in  the  brain.  Before  the  final  illness  he  had 
cardiac  decompensation  with  enlarged  liver.  Though 
there  was  no  edema  of  the  feet  mentioned,  it  was 
probably  present.  As  the  result  of  brain  emboli 
he  had  spastic  paralysis,  increased  reflexes,  cion- 
uses  and  contractures.  The  presence  of  the  sys- 
tolic thrill  at  the  apex  accompanied  with  a systolic 
and  diastolic  murmur  heard  best  at  the  apex  sug- 
gest that  the  mitral  valve  was  the  one  most  serious- 
ly affected.  Cardiac  dilation  probably  had  been 
a chronic  condition.  The  lung  changes  were  sec- 
ondary to  the  decompensation  and  consisted  of 
passive  and  hypostatic  congestion  with  terminal 
pneumonia. 

Syphilis  must  be  considered  as  a possible  etiolog- 
ical factor  in  this  condition.  But  in  the  absence  of 
a history  and  Wassermann  to  suggest  syphilis,  and 
since  the  picture  seems  to  be  explained  on  other 
grounds,  syphilis,  it  seems,  must  be  left  out  of  the 
picture. 


Following  is  the  discussion  of  this  case  at 
the  Massachusetts  General  Hospital  (New 
Eng.  Med.  Jour.,  Jan.  24,  1929). 

DR.  RICHARD  C.  CABOT 
NOTES  ON  THE  HISTORY 
The  early  lines  of  this  history  are  of  some  inter- 
est because  they  are  characteristic  of  what  we  see 
many  times  in  this  and  in  other  hospitals.  When 
people  have  an  attack  of  rheumatism  they  ordinarily 
have  another.  But  often  if  their  tonsils  are  taken 
out  they  won’t.  If  all  the  damage  that  is  going 
to  be  done  to  the  heart  is  done  in  the  first  attack 
we  shall  not  accomplish  anything  by  taking  out  the 
tonsils.  But  since  it  seems  to  be  true  that  succes- 
sive attacks  of  rheumatism  have  the  effect  of  in- 
creasing the  lesions  on  the  valves,  it  is  well  worth 
while  to  take  out  tonsils  after  a person  has  had  one 
attack  of  rheumatism  as  this  patient  had. 

These  transient  paralyses,  paralyses  that  entirely 
recover,  are  more  often  seen  in  rheumatic  heart 
disease  than  in  any  other  condition.  When  an  old 
man  gets  a hemiplegia  either  it  is  permanent  or 
it  leaves  some  part  of  its  paralysis  behind.  On 
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the  other  hand,  when  a yaung  man,  as  a complica- 
tion of  such  a disease  as  this,  gets  a paralysis,  he 
ordinarily  recovers  wholly.  The  reason  is,  in  the 
old  man  we  have  bad  brain  arteries;  in  the  young 
rheumatic  we  have  voung  arteries  which  are  cap- 
able of  supporting  the  circulation. 

The  second  seizure  was  probably  another  attack 
of  the  same  kind,  and  his  fall  was  due  to  his  losing 
consciousness.  The  aphasia  is  somewhat  surprising, 
unless  he  was  left  handed.  Ordinarily  the  speech 
center  is  on  the  left  side  of  the  brain  and  corres- 
ponds to  a right-sided  paralysis.  This  was  a left- 
sided  paralysis. 

I do  not  remember  any  case  of  rheumatic  heart 
disease  having  so  many  attacks  of  paralysis  as  this. 
T take  it  we  have  t osuppose  that  in  each  attack  a 
fragment  of  thrombus,  presumably  thrombus  of  the 
left  auricle,  breaks  off  and  goes  un  into  the  brain. 
In  other  words,  these  are  embolic  hemiplegias  each 
time.  It  will  be  interesting,  if  we  have  a post  mor- 
tem brain  examination  here,  to  see  if  anything  is 
shown  of  these  lesions,  whether  the  results  of  embo- 
lisms that  happened  several  years  before  are  still 
going  to  show  after  death. 

We  expect  then  rheumatic  heart  disease,  which 
is  ordinarilv  mitral  stenosis. 

NOTES  ON  THE  PHYSICAL  EXAMINATION 

I suppose  this  impulse  in  the  second  left  inter- 
space means  hypertrophy  of  the  heart.  I think  we 
cannot  sav  anything  more.  We  see  it  in  big 
hearts  if  the  chest  is  thin.  It  is  not  likely.  I chink, 
to  represent  the  left  auricle,  because  the  left  auricle 
is  placed  so  far  back  that  unless  it  is  very  greatly 
distended  it  does  not  come  into  contact  with  the 
chest  at  all. 

The  thrill  and  murmurs  are  about  what  we  ex- 
pect with  a mitral  stenosis. 

In  the  lungs  there  are  evidences  of  dropsy.  There 
is  no  evidence  of  nenhritis  I should  sav. 

DIFFERENTIAL  DIAGNOSIS 

The  physical  signs  here  are  of  repeated  hemi- 
plegia, of  passive  congestion,  and  of  a valvular 
heart  lesion,  all  presumably  parts  of  the  same  pro- 
cess, all  due  to  the  rheumatic  endocarditis.  We 
are  prejudiced  in  favor  of  this  being  a mitral  steno- 
sis in  view  of  the  fact  that  rheumatic  heart  lesions 
show  that  much  more  often  than  anything  else.  A 
good  many  of  them  show  besides  the  mitral  lesion 
other  valve  lesions  which  we  have  not  been  able  to 
detect  during  life.  But  I do  not  see  any  particular 
evidence  here  of  an  aortic  lesion.  The  only  mur- 
mur is  at  the  apex.  Tt  is  associated  with  a thrill. 
Nothing  is  said  of  its  being  heard  at  the  aortio 
areas.  Nothing  is  said  of  increased  pulse  pressure 
or  Corrigan  pulse;  there  is  nothing  to  point  to 
aortic  stenosis. — no  basal  thrill  or  characteristic 
pulse.  So  I should  say  the  evidence  points  to  a 
mitral  stenosis,  as  in  our  original  guess. 

I believe  .then  that  he  has  a mitral  stenosis  with 
a series  of  brain  embolisms  the  last  of  which  has 
been  permanent  and  left  him  with  a hemiplegia, 
with  passive  congestion  of  the  lungs  and  liver  and 
presumably  everywhere  else.  Is  that  enough?  We 
have  this  ascending  temperature.  It  is  quite  a 
spectacular  chart.  We  cannot  tell  much  about  the 
pulse  on  account  of  the  pulse  deficit.  The  temper- 
ature is  going  up  all  the  time  during  the  five  days 
that  he  is  here.  There  are  three  things  we  can  say 
about  that.  (1)  In  the  first  place  there  is  a brain 
lesion,  acute  or  chronic,  and  acute  brain  lesions  of 
any  kind  are  liable  to  be  accompanied  by  tempera- 
ture without  any  other  cause.  Cerebral  hemor- 
rhages often  show’  fever.  So  it  may  be  that  we 
can  account  for  the  fever  that  way.  It  could  also 
be  accounted  for  by  bland  aseptic  infarcts,  or  (3), 
by  some  infection.  What  infections  should  we  have 


in  mind  as  possibilities  ? Acute  endocarditis  I should 
say  first,  because  acute  endocarditis  superimposed 
on  chronic  is  one  of  the  commonest  findings  in, 
cases  of  this  sort.  There  might  perfectly  well  be 
pneumonia,  covered  up  bv  the  rales  and  dullness 
which  we  took  for  congestion.  Beyond  that  I can- 
not make  any  guess. 

The  things  which  we  are  relatively  sure  of  are 
a rheumatic  valve  lesion,  presumably  mitral  steno- 
sis and  its  results  — clots  in  the  left  auricular  ap- 
pendage and  embolism  from  there.  The  thing  we 
are  not  sure  of  is  the  cause  of  this  terminal  tem- 
perature. 

A Student:  Ts  hydrothorax  often  one-sided? 

Dr.  Cabot:  It  is  often  predominant  on  one  side, 
and  usuallv  on  the  right  side.  To  explain  this,  va- 
rious hypotheses  are  advanced,  none  satisfying  to 
me.  TTerp  the  predominance  is  left  and  not  rio-ht. 
One  of  the  things  that  sometimes  accounts  for  that 
is  pleural  adhesions,  making  it  impossible  for  any 
fluid  to  accumulate  in  the  pleural  cavity  itself.  That 
might  be  so  here. 

A Student:  Do  you  think  vegetative  endocarditis 
would  explain  the  whole  thing,  the  rise  in  tempera- 
ture as  well  as  the  central  nervous  system  involve- 
ment ? 

Dr.  Cabot:  Ordinarilv  people  with  bacterial  endo- 
carditis have  chills  and  talk  about  them.  Then  bv 
the  time  a person  has  had  vegetative  endocarditis 
as  long  as  this  he  should  have  had  an  anemia.  I 
cannot  rule  it  out,  and  I dare  sav  there  would  be  no 
wav  of  deciding  post  mortem  whether  it  was  vege- 
tative all  along  or  onlv  at  the  end.  But  certainly 
bland  emboli  can  do  all  the  brain  mischief  that  we 
are  told  about  in  this  case. 

A Student:  Could  he  have  an  arterial  process 
startin°r  voung  and  producing  hemiplegias? 

Dr.  Cabot:  I think  that  is  so  improbable  that  we 
should  not  assume  it.  We  have  here  a very  prob- 
able cause  for  what  exists.  But  arteriosclerosis  n 
a young  man  is  so  rare  that,  on  the  doctrines  of 
chances  which  we  are  obliged  to  follow,  I should 
say  no. 

A Student:  Would  vegetative  endocarditis  last  for 
five  years? 

Dr.  Cabot:  A good  many  cases  lasting  throe  years 
have  been  recorded.  I do  not  believe  the  duration 
is  enough  to  rule  it  out.  I have  seen  myself  a case 
where  there  was  continuous  fever  for  over  two 
years. 

A Student:  What  do  you  call  the  origin  of  the 
emboli  ? 

Dr.  Cabot:  I suppose  they  broke  off  from  an 
tracardiac  thrombus.  The  commonest  place  for  an 
intracardiac  thrombus  is  the  left  auricular  appen- 
dage. 

A Student:  Has  he  not  auricular  fibrillation  with 
a rate  of  160? 

Dr.  Cabot:  Yes.  I should  say  so.  I believe  there 
is  auricular  fibrillation.  I did  not  mention  that  be- 
cause it  is  not  a thing  we  can  verify  post  mortem. 
CLINICAL  DIAGNOSIS  ( FROM  HOSPITAL 
RECORD) 

Rheumatic  heart  disease. 

Auricular  fibrillation. 

Mitral  stenosis  and  regurgitation. 

Aortic  regurgitation. 

Cerebral  emboli. 

Left  hemiplegia. 

Pneumonia  ? 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS. 

Thrombus  in  the  left  auricular  appendage. 

Rheumatic  endocarditis,  mitral  stenosis. 

Cerebral  embolism. 

Chronic  passive  congestion. 

Acute  endocarditis  ? Pneumonia  ? 
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I)R.  TRACY  B.  MALLORY 

ANATOMIC  DIAGNOSIS 

1.  Primary  disease. 

Rheumatic  endocarditis,  mitral  stenosis. 

Thrombus  in  the  left  auricular  appendage. 

Arteriosclerosis  of  the  smaller  coronary  vessels. 

2.  Secondary  or  terminal  lesions. 

Bionchopneumonia. 

Chronic  passive  congestion. 

Cerebral  softening — three  areas. 

I will  read  the  description  of  the  heart,  which  is 
very  typical  of  a case  of  long-standing  but  not 
extremely  severe  mitral  stenosis.  The  heart 
weighed  640  grams, — greatly  enlarged  and  dilated. 
The  apex  reached  four  centimeters  beyond  the  nip- 
ple line,  the  right  border  five  centimeters  to  the 
right  of  the  dent  in  the  left  auricle,  which  was  ap- 
proximately twice  the  size  of  all  the  other  three 
cavities  put  together.  Next  to  that  the  right  ventri- 
cle, which  was  approximately  twice  the  size  of  the 
left.  Along  the  small  superficial  branches  of  the 
coronary  arteries  were  numerous  minute  nodular 
swellings  w’hich  wrere  shown  later  by  histological 
examination  to  be  in  part  arteriosclerotic  from 
thickening  and  calcification  of  the  intima,  in  part 
also  healed  rheumatic  nodules,  that  is  Aschoff  bod- 
ies, shown  by  fusiform  fibrous  tissue  thickenings  of 
the  adventitia  so  old  that  the  characteristic  mon- 
onuclear cells  have  by  this  time  largely  disappeared. 
The  wall  of  the  right  ventricle,  in  spite  of  dilatation, 
■was  one-half  centimeter  in  thickness,  the  wall  of  the 
left  ventricle  approximately  normal.  The  columnae: 
carneae  were  greatly  hypertrophied.  In  the  tip  of 
the  auricular  appendage  of  the  left  auricle  was  a. 
thrombus.  The  mitral  valve  showed  marked  fibrous 
thickening  and  partial  calcification  of  the  cusps  and 
surrounding  ring.  It  was  significantly  narrowed 
but  still  admitted  readily  the  tips  of  two  fingers. 
The  chordae  tendineae  were  thickened  but  not  much 
shortened,  and  the  "valve  margins  approximated 
closely,  so  very  probably  there  was  no  important 
degree  of  regurgitation.  There  were  no  fresh  veg- 
etations and  no  endocardial  lesions  on  the  other" 
valves. 

The  tricuspid  valve  measured  18  centimeters  in 
diameter,  a very  unusual  figure,  and  it  is  not  im- 
possible that  there  may  have  been  a relative  tri- 
cuspid insufficiency. 

The  other  organs  showed  a uniformly  high  de- 
gree of  passive  congestion.  There  was  a bron- 
chopneumonia in  the  right  base.  The  gall-stones 
which  had  been  seen  in  the  x-ray  were  present  still 
in  the  gall-bladder.  There  were  the  scars  of  several 
ing  of  varying  age,  the  freshest  being  in  the  right 
rather  old  infarcts  in  the  kidneys. 

The  brain,  showed  three  separate  areas  of  soften- 
lenticular  nucleus,  an  earlier  one  in  the  optic  thal- 
amus, also  on  the  right,  and  a still  earlier  one  in 
the  right  occipital  lobe. 

A Student:  What  was  the  explanation  of  the  epi- 
gastic  pain  of  twenty-four  hours?  Did  he  have  an 
infarct? 

Dr.  Cabot:  He  had  gall-stones,  and  gall-stones 
can  give  epigastric  as  well  as  right-sided  pain.  I 
think  the  best  explanation  would  be  gall-stones. 

A Student:  What  causes  the  embolism? 

Dr.  Mallory:  An  ordinary  ante-mortem  clot  in  the 
left  auricular  appendage. 

A Student:  What  did  the  kidneys  show7? 

Dr.  Mallory:  They  were  all  right  except  for  in- 
lower  lobe. 

A Student:  What  about  the  signs  in  the  left 
chest  ? 

Dr.  Mallory:  He  had  a small  amount  of  fluid 

in  each  base,  but  his  pneumonia  was  in  the  right 
liwer  lobe. 


Dr.  Cabot:  I suppose  we  shall  never  know  tho 
answer  to  the  question  as  to  the  cause  of  that  fever, 
because  we  have  at  least  two  causes  either  of 
which  could  produce  it, — the  bronchopneumonia  and 
the  infarct.  I do  not  know'  whether  anything  in  the 
brain  wras  recent  enough  to  have  anything  to  do 
with  that. 

Dr.  Mallory:  The  final  one  in  the  right  ventricular 
nucleus  was  quite  recent. 

A Student:  What  was  the  degree  of  the  broncho- 
pneumonia ? 

Dr.  Mallory:  It  was  the  major  portion  of  the 

right  low’er  lobe. 

Dr.  Cabot:  My  guess  is  that  he  would  have  lived 
for  a long  time  if  it  had  not  been  for  that  pneu- 
monia, because  he  was  not  much  wrorse  off  as  to 
his  heart  than  he  had  been  several  times  before. 


ARIZONA  NEWS  ITEMS 

DR.  WM.  0.  SWEEK,  of  Phoenix,  returned  about 
the  middle  of  October  from  a trip  through  eastern 
clinics,  including  New  York,  Philadelphia,  Boston 
and  Chicago. 

DR.  J.  D.  HAMER,  of  Phoenix,  spent  his  vaca- 
tion during  October  touring  over  Arizona  and  get- 
ting acquainted  wnth  the  state  of  his  adoption. 

DR.  GUY  C.  FRENCH,  formerly  of  St.  Louis,  is 
now  associated  with  Dr.  W.  O.  Sw'eek  of  Phoenix. 
Dr.  French  graduated  from  St.  Louis  University  in 
1926,  and  registered  in  Arizona  by  reciprocity  in 
July. 

THE  LADIES’  AUXILIARY  of  the  MARICOPA 
COUNTY  MEDICAL  SOCIETY  held  their  annual 
meeting  on  October  7th,  at  the  Arizona  Club.  Thq 
new  officers  for  the  ensuing  year  are  Mrs.  Orville 
H.  Brown,  president;  Mrs.  W.  Warner  Watkins, 
vice-president;  Mrs.  Howell  Randolph,  secretary. 

THE  GOOD  SAMARITAN  HOSPITAL  STAFF 
held  its  annual  meeting  the  last  Monday  evening  of 
October.  The  new  officers  elected  at  that  meeting 
are  Dr.  Harlan  P.  Mills,  chairman,  Dr.  S.  I.  Bloom- 
hardt,  secretary.  Further  report  of  that  meeting 
will  be  published  in  a future  issue. 

DR.  GEORGE  TRUMAN,  of  Mesa,  who  recently 
contracted  undulant  fever,  attributes  the  source  of 
of  infection  to  a patient  upon  whom  he  was  oper- 
ating following  a miscarriage.  He  believes  the  pa- 
tient was  suffering  from  abortus  infection  and  that 
this  was  transmitted  to  him  through  the  skin  route. 

DR.  KIMBALL  BANNISTER  of  Phoenix,  recent- 
ly annexed  the  Arizona  golf  championship  again,  in 
the  annual  tournament  held  at  the  Verde  Valley 
Country  Club  course,  at  Clarkdale. 

DR.  O.  C.  WEST,  the  first  full  time  epidemiolo- 
gist in  Arizona,  has  taken  up  his  duties  in  Mari- 
copa County,  working  under  the  county  health  de- 
partment. Dr.  West  was  formerly  in  industrial 
work  in  old  Mexico,  since  which  time  he  has  trained 
himself  for  epidemiological  work. 


X-RAY  AND  LABORATORY  TECHNICIAN 
With  four  years  of  experience,  desires  change  in 
location.  Beside  the  regular  routine  laboratory 
work,  I do  Blood  Chemistry,  Blood  Typing,  Ser- 
ology, Gastric  Analysis,  Bacteriology  and  Basal 
Metabolism.  Am  a college  graduate.  A-l  refer- 
ences. M.  V.,  Care  Southwestern  Medicine. 


EL  FRESCO  REST  HOME 
Los  Angeles,  California 

Large,  comfortable  house,  with  enclosed,  furnish- 
ed garden.  Special  emphasis  on  outdoor  life  and 
dietetics.  Terms  reasonable.  References  given.  Ad- 
dress P.  O.  Box  1057,  Station  C.,  Los  Angeles,  Calif. 
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DR.  P.  G.  CORNISH,  Jr Albuquerque 

DR.  W WARNER  WATKINS  Phoenix 


PHOENIX:  VILLAGE  OR  CITY? 

Those  of  us  who  live  in  Phoenix  feel  a just 
pride  in  its  growth  and  prosperity.  The 
greater  our  affection  for  our  city,  the  keen- 
er is  our  chagrin  over  its  failures  to  measure 
up  to  the  requirements  of  a real  city.  One 
of  the  qualities  for  which  Phoenix  has  at- 
tained world  fame  is  that  of  being  a healthy 
place  to  live.  So  absolutely  have  we  depend- 
ed upon  our  natural  advantages  in  climate, 
that  we  have  largely  ignored  the  require- 
ments for  health  protection  and  health  con- 
servation. The  state  superintendent  of  pub- 
lic health  for  Arizona,  in  addressing  a lun- 
cheon club  recently,  called  attention  to  the 
astounding  conditions  in  Phoenix  and  Mar- 
icopa county.  This  county  is  probably  the 
only  geographical  unit  in  the  United  States 
with  more  than  a hundred  thousand  people 
which  has  no  hospital  for  contagious  cases, 
for  indigent  sick,  either  permanent  residents 
or  transients,  or  for  accidents  on  the  streets 
or  highways.  That  is  a very  necessary  func- 
tion of  any  city  which  pretends  to  have 
graduated  from  the  village  class.  There 
are  plans  under  way  which  it  is  hoped  will 
remedy  this  situation  in  the  near  future. 
Furthermore,  neither  the  city  of  Phoenix, 
nor  the  county  of  Maricopa,  make  any  effort 
worthy  the  name  to  study  contagious  dis- 
eases and  control  the  spread  of  these 
through  the  population.  Very  recently  the 
county  has  taken  the  first  step  in  this  di- 
rection by  employing  a full  time  epidemiolo- 
gist. But  this  is  only  one  step  in  a long  jour- 
ney toward  a modem  health  department  for 
a community  of  an  eighth  of  a million  people. 
Providence  has  been  good  to  us  in  years  past, 
but  there  is  a point  beyond  which  it  is  foolish 
to  trust  to  climate, — or  even  Providence, — to 
protect  us  from  the  consequences  of  our 
carelessness. 


PECOS  VALLEY  MEDICAL  ASSOCIATION 
The  twentieth  annual  session  of  the  Pecos  Valley 
Medical  Association  was  held  at  Roswell,  N.  M.,  on 
October  10th.  The  scientific  program  was  held  in 
the  Elks  Club.  After  call  to  order  and  invocation 
by  Dr.  W.  E.  Goodsell,  the  President’s  Address  was 
delivered  by  Dr.  H.  A.  Stroup.  Following  this  an 
address  was  given  by  Col.  J.  D.  Atwood.  The  elec- 
tion of  officers  for  the  ensuing  year  was  then  held, 
the  following  being  elected: 

President,  Dr.  W.  T.  Joyner  of  Roswell. 
Secretary-Treasurer,  Dr.  C.  F.  Beeson,  Alamo- 
gordo. 

Member  Board  of  Censors,  Dr.  J.  G.  Holmes,  Ala- 
mogordo. 

In  the  afternoon  the  following  papers  were  read 
on  the  Scientific  Program: — 

1. — The  Silver  Suture — Report  of  Case 

Dr.  J.  G.  Holmes,  Alamogordo,  N.  M. 
Discussion  opened  by  Dr.  H.  A.  Ingalls,  Roswell 

3. — Some  Unusual  Abdominal  Symptoms  As- 
sociated with  Cardio-vascular  Disease 

Dr.  G.  Werley,  El  Paso,  Texas 
Discussion  opened  by  Dr.  W.  C.  Buchly,  Roswell 

3.  — Lessons  Learned  at  Necropsy  in  Pulmo- 

nary Tuberculosis  

Dr.  G.  H.  Faget,  U.  S.  Hospital,  Ft.  Stanton 
Discussion  opened  by  Dr.  C.  F.  Beeson,  Roswell 

4.  — Evaporated  Milk  in  Infant  Feeding 

Dr.  Charles  F.  Milligan,  Clayton,  N .M. 
Discussion  opened  by  Dr.  C.  E.  McClane,  Roswell 

5.  — Use  of  Duodenal  Tube  as  a Therapeutic 

Measure  in  Certain  Medical  and  Surgical 

Cases Dr.  W.  L.  Brown,  El  Paso,  Texas 

Discussion  opened  by  Dr.  Bradley,  Roswell,  N.  M. 

6.  — Observations  on  Prostatic  Obstruction 

Dr.  K.  D.  Lynch,  El  Paso,  Texas 
Discusion  opened  by  Dr.  Guy,  Roswell,  N.  M. 

7.  — Gonorrhea  in  the  Female 

Dr.  Guy,  Roswell*  N.  M. 
Discussion  opened  by  Dr.  K.  D.  Lynch,  El  Paso,  Tex. 

8.  — Indications  and  Contra-indications  for  Sur- 

gical Removal  of  Gall  Bladder 

Dr.  H.  A.  Miller,  Clovis,  N.  M. 
Discussion  opened  by  Dr.  W.  L.  Brown 

9.  — Ten  Years  of  Public  Health  Work  in  New 

Mexico Dr.  G.  S.  Luckett,  Santa  Fe,  N. 

Discussion)  opened  by  Dr.  Puckett,  Carlsbad,  N.  M. 

10.  — Non-Surgical  Treatment  of  Cervix 

Dr.  W.  M.  Lancaster,  Clovis,  N.  M. 
Discusion  opened  by  Dr.  W.  T.  Joyner,  Roswell 

11.  — Local  Signs  of  Infected  Tonsils 

Dr.  D.  D.  Swearingen,  Roswell,  N.  M. 
Discussion  opened  by  Dr.  Horwitz,  Roswell,  N.  M. 
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Meeting  closed  with  a banquet  in  the  evening,  at 
the  Hotel  Nickson,  at  which  the  members,  visiting 
doctors  and  lady  visitors  were  entertained. 

The  Committee  on  Arrangements  for  the  meeting 
were  Drs.  H.  A.  Ingalls,  C.  E.  McClane  and  C.  F. 
Beeson,  with  the  wives  of  all  local  physicians. 


EL  PASO  MASONIC  HOSPITAL  STAFF 
MEETING 

DR.  JOHN  A.  HARDY  reported  a case  of  acute 
appendicitis,  complicated  by  intestinal  obstruction, 
and  terminal  penumonia  as  follows: 

Patient,  a strong  healthy  man  of  39.  was  traveling 
by  automobile  in  Mexico  and  West  Texas,  when  he 
developed  an  acute  abdominal  pain  which  he  diag- 
nosed as  appendicitis.  He  took  laxatives,  calomel  and 
salts,  and  continued  to  travel  in  an  effort,  to  reach 
his  family  physician.  He  walked  into  the  hospital 
ten  days  after  the  onset  of  his  illness.  On  entrance 
he  had  temperature  101,  pulse  90  and  respiration 
30.  He  had  been  having  chills  for  the  past  three 
days.  Suddenly  his  temperature  dropped,  and  he 
went  to  the  operating  room  with  diagnosis  of  acute 
appendicitis,  probably  ruptured  appendix. 

His  past  history  was  one  of  almost  perfect  health 
with  exception  of  occasional  indigestion. 

Physical  findings  prior  to  going  to  surgery:  Pa- 
tient looked  sick.  He  had  a cough  and  said  he  had 
a little  cold.  Examination  by  anesthetist  pronounced 
him  safe  for  anesthesia.  There  was  general  tender- 
ness over  the  abdomen.  He  lay  with  his  leg  flexed. 
Palpation  of  the  normal  site  of  cecum  and  appendix 
caused  the  patient  to  cry  out  with  pain.  The  rest 
of  the  physical  examination  was  negative  for  path- 
ology. 

Under  nitrous  exide-ethylene  anesthesia  a right 
rectus  incision  was  made.  Peritonitis  was  apparent, 
but  surprise  was  felt  by  the  surgeon  when  he  did 
not  encounter,  an  abscess'  in  the  appendiceal  region. 
The  appendix  was  long,  densely  adherent,  could  not 
be  vizualized,  but  could  be  palpated  and  adhesions 
were  released  until  the  appendix  was  delivered.  No 
pus  was  encountered.  The  appendix  was  removed 
by  usual  technic  and  the  wound  closed  with  drain. 

Examination  of  tissue  by  Dr.  George  Turner, 
Staff  Pathologist:  The  tissue  consists  of  the  ap- 
pendix. It  measures  60x8  mms.  The  serosa  is  of 
a light  brown  color  from  congested  blood  vessels. 
All  wall  layers  are  thickened  and  infiltrated  with 
polynuclear  cells.  The  lumen  is  practically  closed 
from  the  thickening  of  the(  mucosa.,  Diagnosis : Ap- 
pendicitis, acute. 

Progress  record : Returned  from  sui’gery  in  fair- 
ly good  condition.  Proctoclysis  given,  morphine  as 
needed  for  pain.  The  next  day  he  was  somewhat 
distended,  and  enemata  brought  some  relief.  Pa- 
tient began  to  look  anxious,  perspired  freely,  the 
wound  was  draining,  stupes  applied  to  relieve  the 
distention.  The  next  day  distention  up  beneath  the 
sternum  and  patient  complained  of  pain  and 
dyspnea.  Abdomen  rapidly  became  rigid,  vomiting 
began,  duodenal  tube  inserted  and  stomach  washed 
with  soda  solution.  Dupdenal  tube  left  in  situ. 
Hypodermoclysisi  wasi  given,  and  normal  saline  giv- 
en intravenously  while  the  surgery  was  being  pre- 
pared for  enterostomy.  Under  morphine,  and  with 
the  use  of  novocain,  the  abdomen  was  opened,  and 
enterostomy  done,  the  tube  being  sutured  to  the  in- 
testine with  linen.  His  condition  rapidly  improved. 
Patient’s  bowels  moved,  in  fact  he  had  some  diar- 
rhea and  paregoric  was  given  to  correct  this  con- 
dition. He  began  to  take  food,  seemed  on  the  way 
to  recovery,  when  he  began  to  cough  and  raise  a 
small  amount  of  purulent  sputum,  and  died  within 
48<  hours  of  the  onset  of  pneumonia. 


Discussion  of  this  case  brought  out  the  fact  that 
in  many  autopsies  done  on  cases  of  sudden  death, 
cause  unknown,  pneumonia  had  been  found  to  be 
the  cause.  Dr.  Hardy  recalled  one  case  of  such  na- 
ture when  the  patient’s  entire  illness  was  only  24 
hours’  duration,  and  postmortem  revealed  that  pneu- 
monia was  the  cause  of  death. 

Dr.  J.  HAL.  GAMBRELL  reported  the  second 
case.  A man  with  a gangrenous  gallbladder,  un- 
ruptured, but  with  acute  peritonitis.  This  patient 
was  a man  of  71,  large,  stockily  built,  never  having 
had  any  serious  illness  except  a “weak  stomach” 
the  real  symptoms  of  which  it  was  impossible  to 
elicit. 

This  man  and  his  brother  had  al  small  store,  and 
the  patient  was  working  in  the  store  up  to  the  day 
of  his  sudden  acute  illness,  and  subsequent  opera- 
tion at  2 a.  m. 

The  following  history  was  obtained  from  the 
brother:  The  patient  was  seized  with  severe  abdom- 
inal pain  of  a cramp-like  nature,  was  somewhat 
nauseated  but  did  not  vomit.  Has  had  a failing  ap- 
petite for  the  past  three  weeks,  and  has  taken  very 
little  food.  His  past  history  is  absolutely  negative 
except  for  a vague  history  of  dyspepsia. 

Physical  findings  on  hosnitalization  showed  temp. 
103,  pulse  140,  resp.  40.  Board-like  rigidity  of  the 
entire  abdomen,  no  one  region  more  tender  than 
the  other.  Dr.  Harry  Safford  had  seen  the  patient, 
diagnosed  as  acute  peritonitis,  suspecting  the  ap- 
pendix as  being  the  focus  of  infection.  Dr.  Gambrell 
was  called  to  operate.  Urinalysis  showed  positive 
thi-ee  plus  albumin,  moderate  amount  of  hyaline 
and  coarsely  granular  casts,  small  amount  of  epi- 
thelium. and  small  amount  of  pus. 

Blood:  Hemoglobin  90,  leukocytes  12,750,  small 

lymphocytes  6,  large  lymphocytes  3,  transitional  1, 
polynuclears  90.  Under  ethylene  anesthesia  an  ex- 
ploratory laparotomy  was  done.  A right  rectus  in- 
cision was  made  and  an  attempt  made  to  locate' 
the  cause  of  the  peritonitis.  The  appendiceal  region 
was  found  not  to  be  its  origin.  The  gallbladder  on 
palpation  seemed  to  be  full  of  stones  and  was  so  far 
under  the  costal  margin  that  removal  was  not  ad- 
visable in  the  patient’s  condition.  There  was  free 
fluid  in  the  abdomen.  No  attempt  was  made  to  free 
the  adhesion  in  the  gallbladder  region.  Free  drain- 
age was  instituted  and  the  abdomen  closed  without 
the  removal  of  any  tissue.  Patient  expired  within 
forty-eight  hours. 

Report  of  DR.  GEORGE  TURNER.  The  body  is 
that  of  a man  about  70  years  old.  It  is  very  fat  and 
will  weigh  about  two  hundred  and  fifty  pounds. 
There  is  an  operative  wound  through  the  right 
rectus  muscle  in  the  upper  abdomen.  There  is  a 
rubber  drain  extending  through  the  wound  from 
the  gallbladder  area.  The  abdominal  wall  is  very 
thick  and  fat.  On  opening  the  abdomen  the  peri- 
toneum is  everywhere  congested  and  the  omentum 
is  very  much  thickened  and  indui’ated.  The  liver  is 
high,  with  rounded  borders  and  its  structure  soft. 
The  gallbladder  is  gangrenous  and  filled  with 
stones,  bile  stained  mucus,  pus  and  blood.  There 
was  no  opening  through  the  wall  of  the  gallblad- 
der that  allowed  its  contents  to  scatter  free  in  the 
abdominal  cavity  but  gangrenous  areas  due  to  blood 
vessel  thrombois  allowed  the  infection  to  extend  to 
the  peritoneum  which  accounts  for  the  peritonitis. 

The  appendix  was  retrocecal  and  extended  well 
up  toward  the  gallbladder  but  was  NOT  involved. 
The  lungs  were  negative.  The  heart  was  negative 
except  for  acute  toxic  change  and  extensive  fat  de- 
posit. The  kidneys  were  rather  large  and  irregular. 
The  irregularity  was  due  to  old  scar  tissue  con- 
tractions, from  chronic  nephritis.  They  were  much 
congested  with  prominent  glomeruli  and  easily  peel- 
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ing  capsules.  This  was  clue  to  acute  nephritis  which 
gave  the  picture  of  actue  nephritis  superimposed 
upon  a chronic  fibrous  change. 

Diagnosis:  Peritonitis  genei'al;  gangrenous  gall 
bladder,  with  stones;  nephritis,  acute  and  chronic. 

In  discussing  this  case  Dr.  Turner  brought  out 
the  fact  that  this  patient  had  acute  general  peri- 
tonitis, although  the  contents  of  the  gangrenous 
gallbladder  had  NOT  spilled  into  the  abdominal 
cavity.  He  called  attention  to  the  possibility  of  hav- 
ing general  peritonitis  from  an  unruptured  but  pus 
bearing  appendix  or  gallbladder  without  a rupture 
of  the  infected  organ.  Also  he  remarked  that  it  was 
generally  believed,  in  acute  cholelithiasis  or  chole- 
cystitis, that  the  appendix  will  almost  surely  be  in- 
volved, and  especially  when  the  appendix  lies  in 
the  position  that  this  one  did,  encroaching  upon  the 
infected  area.  The  appendix  was  not  diseased. 


MARICOPA  COUNTY  (Arizona)  MEDICAL 
SOCIETY 

The  meeting  of  the  Maricopa  County  Medical  So- 
ciety, April  22,  1929,  was  held  at  the  Good  Samari- 
tan Hospital. 

Dr.  Watkins  presented  the  matter  of  fewer  medi- 
cal meetings  by  consolidating  the  county  medical 
society  meetings  with  the  staff  meetings  of  the 
two  hospitals  in  such  a way  that  each  staff  may 
hold  a meeting  during  each  month.  Dr.  Holmes 
moved  to  appoint  a committee  of  three  to  confer 
with  officers  of  the  staffs  of  the  two  hospitals  and 
decide  the  matter  of  arrangement  of  the  medical 
meetings.  Dr.  Bailey  appointed  Dr.  Watkins,  Dr. 
Greer  and  Dr.  Frank  Milloy  to  act  on  this  commit- 
tee. 

Minutes  of  the  last  meeting  were  read  and  ac- 
cepted. Report  of  the  committee  on  the  petition  to 
employ  home  labor  in  building  the  medical  building, 
by  Dr.  O.  Brown.  Mr.  Brooks,  Business  Manager  for 
the  carpenters,  spoke  for  a few  minutes  in  favor 
of  having  organized  labor  do  the  work  on  the  Medi- 
cal Arts  Building.  Mr.  Drake,  Secretary  of  the 
Carpenters  Union,  also  spoke  against  the  resolution 
for  the  employment  of  organized  labor. 

Dr.  Palmer  introduced  Dr.  William  J.  Mayo,  who 
spoke  on  the  cancer  problem,  giving  marvelous  sur- 
vey of  etiology  of  cancer,  and  made  some  observa- 
tions on  the  subject  of  late  development  in  physics 
of  light.  Dr.  Albert  Soiland  of  Los  Angeles  spoke 
of  certian  phases  of  cancer  problem,  from  the  stand- 
point of  treatment. 

Dr.  Donaldson  asked,  “Why  wait  for  three  weeks 


before  operating  on  a case  after  radiation?”  Dr. 
Soiland  answered  by  stating  that  the  length  of  time 
depended  entirely'  upon  the  case. 

Meeting  adjourned. 

May  6 

Meeting  was  called  to  order  by  President  Bailey. 

There  was  a large  attendance.  The  minutes  of  the 
last  meeting  were  read  and  adopted. 

A discussion  of  the  question  of  whether  the  Medi- 
cal and  Surgical  Association  of  the  Souhtwest  should 
call  upon  outside  men  for  the  program  next  fall  or 
rely  principally  upon  speakers  within  the  organiza- 
tion showed  that  the  majority  of  those  present  were 
in  favor  of  the  latter  plan. 

New  comers  to  Phoenix  and  potential  members 
of  the  society  were  introduced  as  follows:  Dr.  Sher- 
rill, Pediatrics,  Dr.  Palmer  Dysart — Phoenix,  in- 
terning at  the  St.  Joseph’s  Hospital. 

A very  interesting  program  was  presented  upon 
the  subject  of  diabetes.  There  were  seven  well  pre- 
sented papers  including  one  out  of  town  speaker,  Dr. 
Robert  Flinn  of  Prescott. 

May  20 

The  meeting  was  called  to  order  by  the  President. 
Minutes  of  previous  meeting  were  read  and  adopt- 
ed. 

The  matter  of  recommendations  to  the  builders  of 
the  new  Medico-Dental  Building  that  they  use  Ari- 
zona labor  was  discussed.  It  was  decided  to  leave 
the  matter  until  the  committee  investigated  and 
made  some  recommendation  in  regard  to  the  matter. 

Dr.  Watkins  brought  up  the  question  of  a library 


Dietetic  Flour 


Starch-free  Diabetic  Foods  that  are  ap- 
petizing are  easily  made  in  the  patient’s 
home  from  Listers  Flour.  It  is  self-rising. 
Ask  for  nearest  depot  or  order  direct. 


LISTER  BROS.  Inc  , 41  East  42nd  St.,  NEW  YORK 


The  G.  Wilse  Robinson  Sanitarium 
and  Neuro-Psychopathic  Hospital 

For  Nervous  and  Mental  Disorders 
and  Allied  Conditions 
Alcoholism  and  Drug  Addiction 

Pleasantly  located,  on  a beautiful  tract  of  25  acres. 
Bui  dings  are  commodious  and  attractive.  Rooms 
with  private  bath  are  available. 

Approved  diagnostic  and  therapeutic  methods  used. 
Occupational  therapy,  recreation  and  entertainment. 
G.  Wilse  Robinson,  M.  D.,  Medical  Director 

Office: — Suite  814-817  Medical  Arts  Bldg. 
34th  and  Broadway 

Sanitarium: — 8100  Independence  Road 
Kansas  City,  Missouri 
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Mead  Johnson  & Co.,  Evansville,  Ind.,  U.  S.  A.  — the  strictly  ethical  house 


where  it  belongs — 
in  the  hands  of  the 
physician.  H If,  in  this  day 
of  commercial  meddling  and 
gratuitous  medical  advice,  the 
Mead  policy  is  in  the  interest 
of  the  medical  profession’s  own 
future,  should  it  not  have  your 
whole-hearted  active  as  well 
as  passive  support?  Your 
use  of  Dextri-Maltose  and 
other  Mead  products  reflects 
your  approval  of  this  policy. 
Is  it  worth  your  while? 


FROM  the  be- 
ginning, Mead 
Johnson  & Company 
have  cooperated  only  with 
physicians,  never  advertising  to 
the  public,  never  enclosing 
descriptive  literature  with 
packages,  never  printing  di- 
rections on  packages,  nor  ex- 
ploiting the  medical  profession 
in  any  way.  For  years,  we 
have  thrown  all  our  resources 
in  research,  money  and  honor 
into  keeping  infant  feeding 
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fund  and  recommended  that  the  society  buy  a suf- 
ficient number  of  magazine  holders  to  take  care  of 
the  journals  on  hand,  and  either  store  them  or  put 
them  in  the  hands  of  custodians  who  will  care  for 
them  until  such  time  as  there  is  a place  to  house 
the  library.  He  has  found  that  the  boxes  will  cost 
about  80  cents  a piece,  and  that  about  200  will  be 
needed.  The  proposition  was  discussed  and  a motion 
was  made  by  Dr.  Brown  to  buy  a sufficient  number 
of  boxes  to  take  care  of  the  journals  on  hand.  Sec- 
onded, carried. 

It  was  suggested  that  a library  committee  be  ap- 
pointed. Dr.  Bailey  (President)  appointed  Dr.  Wat- 
kins, Dr.  O.  H.  Brown  and  Dr.  Howell  Handolph. 

Program: 

Dr.  Harbridge — “Capsulotomy  Method  of  Expres- 
sion of  Cataracts.” 

General  discussion. 

Dr.  Greer — “Remarks  on  Low  Back  Pain.” 

Drs.  Sweek  and  Patterson — “Comparison  of  Local 
and  General  Anesthesia  in  800  cases  of 
Laparotomy.” 

June  3. 

Minutes  read  and  adopted.  The  names  of  Dr.  Lieu- 
alien  and  Dr.  A.  A.  Browning  were  voted  upon  and 
accepted  unanimously  into  the  society. 

Dr.  Greer  made  an  announcement  that  a group  of 
medical  men  met  June  1st  and  listened  to  a prop- 
osition by  a Los  Angeles  contracting  firm  offering 
to  erect  a medical  building  in  the  near  future.  It  was 
voted  by  this  group  to  give  the  Johnson  people  thir- 
ty days  in  which  to  start  breaking  ground. 

Dr.  Jordan  gave  a paper  on  “Epidemic,  Cerebro- 
spinal Meningitis”  followed  by  discussion  by  Dr. 
Mills  . 

Dr.  Wells  spoke  about  cooperation  of  the  physi- 
cian with  the  Public  Health  officer  in  public  health 
matters. 


BOOK  REVIEWS 

DISEASES  OF  THE  NOSE,  THROAT  AND 
EAR. — (Sixth  Edition) — A Manual  of  Diseases  of 
the  Nose,  Throat  and  Ear;  by  E.  B.  Gleason,  M.  D., 
LL.  D.,  Professor  of  Otology,  Graduate  School  of 
the  University  of  Pennsylvania;  Sixth  Edition ; 
Thoroughly  Revised;  Twelve  mo  of  617  pages  with 
262  illustrations.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1929.  Cloth  $4.50  net. 

This  is  a small,  almost  pocket  size,  book  of  617 
pages.  The  fact  that  it  has  gone  through  six  edi- 
tions speaks  for  its  popularity. 

It  is  designed  to  supply  students  and  general 
practitioners  with  the  essential  facts  of  rhinology, 
laryngology  and  otology.  It  presents  the  facts  of 
anatomy,  methods  of  operations  and  treatments, 


simplified  as  much  as  possible.  It  also  gives  a col- 
lection of  formulae  and  a list  of  the  more  important 
drugs  used  in  the  specialty. 

Many  of  the  engravings  are  made  from  sections 
by  the  author.  This  seems  to  the  reviewer  to  be  a 
most  practical  book. — O.  H.  B. 


THE  SURGICAL  CLINICS  OF  NORTH  AMER- 
ICA; Volume  nine,  Number  two,  (Chicago  Number, 
April,  1929);  243  pages  with  70  illustrations.  Per 
Clinic  year,  (February,  1929,  to  December,  1929), 
Paper  $12.00;  Cloth,  $16.00.  Philadelphia  and  Lon- 
don; W.  B.  Saunders  Company. 

This  volume  contains  contributions  by  a number 
of  well  known  men.  Dr.  Arthur  Dean  Bevan  writes 
upon  the  Acute  Abdomen.  He  presents  a number  of 


Founded  1896  by  Dr.  Hubert  Work 


New  Building 

New  Equipment 

NEURO-PSYCHIATRIC 

CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 
DRUG  ADDITIONS 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


H.  A.  LaMoure,  M.  D. 

Superintendent 


Olfhij  the  Cj rowing  Preference  for 
the  Quartz  (Ultraviolet  Lamp  ? 


DURING  the  past  year  we  have  published  a series  of 
advertisements  in  which  are  quoted  abstracts  from 
writings  of  recognized  international  authorities,  pertaining 
to  the  use  of  the  Quartz  Lamp  in  ultraviolet  therapy. 

Believing  that  this  method  of  presenting  facts  is  pre- 
ferred by  the  profession  to  a mere  statement  of  claims  by 
ourselves  as  manufacturers,  we  continue  this  series  herewith. 

The  Victor  line  of  Mercury  Arc  Quartz  Lamps,  air- 
cooled and  water-cooled  types,  includes  all  models  required 
in  modern  practice,  for  general  office  use  and  for  the  spe- 
cialized practice. 

As  with  all  other  Victor  equipment,  these  Quartz  Lamps 
are  the  result  of  unequaled  facilities  for  research  and  experi- 
mental engineering,  and  collaboration  with  specialists  to 
the  end  that  the  most  exacting  requirements  of  present-day 
ultraviolet  therapeutics  are  met. 

Let  us  advise  with  you  in  the  selection  of  an 
outfit  best  suited  to  your  individual  practice- 


“In  tuberculosis  therapy,  as  well  as  in  all 
other  phototherapeutic  indications,  I use 
Quartz  Light  exclusively.  For  two  reasons: 
First,  because  I agree  with  Rost,  one  of 
our  most  experienced  light  therapists, 
that  the  light  reaction  I endeavour  to 
obtain  cannot  be  procured  as  simply, 
rapidly,  conveniently  and  cheaply  with 
anything  but  the  Quartz  Light.  Secondly, 
because  at  that  time,  I could  not  convince 
myself,  either  from  personal  experiments 
or  from  the  works  of  others,  that  the 
biological  effect  of  other  types  of  light 
surpassed  that  of  Quartz  Light.  Without 
laying  stress  on  this  statement,  I should 
be  more  inclined  to  assert  the  contrary. 
This  would  be  in  complete  accord  with  the 
assert  ion  of  Rost, Peemoller,Huldschinsky 
and  others,  that  the  Quartz  Light  has  the 
advantage  over  other  types  of  light,  not 
only  in  the  Ultraviolet  domain,  but  also  in 
other  erythema-forming  groups  of  rays.” 

— A.  J.  CEMACH,  M.  D.  An  extract  from 
his  article,  “ Ultraviolet  Therapy  in  Oro- 
Rhino- Laryngology,  ’ ’ read  before  the  Second 
International  Conference  on  Light  and 
Heat  in  Medicine  and  Surgery,  University 
of  London,  19 28. 


VICTOR  X-RAY  CORPORATION 


Physical  Therapy  Apparatus,  Electro* 


Manufacturers  of  the  Coolidge  Tube 
and  complete  line  of  X-Ray  Apparatus  1 1 cardiographs,  and  other  Specialties 

2012  Jackson  Boulevard  Branches  in  all  Principal  Cities  Chicago,  Illinois,  U.S.A. 


A GENERAL  ELECTRIC 


ORGANIZATION 


DALLAS,  TEXAS— VICTOR  X-RAY  CORPORATION  OF  TEXAS 
316-318  Medical  Arts  Bldg. 

LOS  ANGELES,  CALIF.,  MEDICO-DENTAL  BLDG. 

REGIONAL  SERVICE  DEPOTS 

San  Antonio — Medical  Arts  Bldg.  Houston — 322  Medical  Arts  Bldg. 
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unusual  cases  and  discusses  them  from  a diagnos- 
tic standpoint. 

Dr.  Kellogg  Speed  writes  upon  the  Ununiting 
Fracture  Neck  of  the  Femur. 

Dr.  Carl  A.  Hedblom  writes  upon  the  Surgical 
Treatment  of  Pulmonary  Tuberculosis. 

Another  interesting  subject  is  the  Acute  Intesti- 
nal Obstruction  of  the  Appendix.  This  is  discussed 
by  Dr.  Edwin  M.  Luhr.  These  and  the  other  arti- 
cles in  the  voulme  are  worth  reading.  — 0.  H.  B. 


GONORRHEA  AND  KINDRED  AFFECTIONS 

GONORRHEA  IN  THE  MALE,  CHANCROID 
AND  VERRUCA  ACUMINATA;  By  George  Rob- 
ertson Livermore,  M.  D.,  F.  A.  C.  S.;  Professor  of 
Urology,  Medical  Department,  University  of  Tennes- 
see, Memphis;  Consulting  Urologist,  Memphis  Gen- 
eral and  Baptist  Memorial  Hospitals,  and  Hospital 
for  Crippled  Adults;  Attending  Urologist,  St.  Jos- 
eph’s Hospital;  Fellow  American  Association  of  Gen- 
ito-Urinary  Surgeons,  Southern  Surgical  Associa- 
tion, American  Urological  Association,  Etc.;  and 

GONORRHEA  IN  THE  FEMALE,  AND  THE 
INFECTIOUS  GRANULOMATA;  By  Edward  Ar- 
min  Schumann,  A.  B.,  M.  D.,  F.  A.  C.  S. ; Associate 
Professor  of  Obstetrics,  University  of  Pennsylvania ; 
Gynecologist  and  Obstetrician  to  Philadelphia  Gen- 
eral Hospital;  Gynecologist  to  Frankford  Hospital; 
Gynecologist  and  Obstetrician  to  Jewish  Hospital; 
Obstetrician  to  Chestnut  Hill  Hospital;  Gynecolo- 
gist and  Obstetrician  to  Memorial  Hospital;  Fellow, 
American  Gynecological  Society,  Obstetrical  Soci- 
ety of  Philadelphia,  Etc. ; D.  Appleton  and  Com- 
pany, New  York,  London;  1929;  $5.00. 

This  is  a classical  work  upon  the  subject  matter 
indicated  by  the  title.  The  authors  are  professional 
men  of  excellent  training  and  standing. 

The  book  is  illustrated  with  excellent  cuts,  most- 
ly photographs  and  drawings.  The  strong  factors 
of  the  book  probably  are  the  paragraphs  devoted  to 
treatment. 

For  the  most  part  the  language  is  excellent.  They 
have  a tendency  to  use  superfluous  adjectives  as 
“some,”  “about”  and  “piece  of.”  For  -example 
they  say  a piece  of”  antiseptic  gauze  wrapped 
around  a “piece  of”  ice.  This  expression  is  found  in 
the  last  five  lines  of  Page  71.  At  the  bottom  of  page 
88  they  say:  “Cystitis  is  an  inflammation  of  the 
bladder  which,  as  far  as  this  text  is  concerned,  is. 
due  to  the  gonococcus.”  The  next  sentence  reads: 
“This  work  is  concerned  only  with  gonorrheal  in- 
fection of  the  bladder.”  One  or  both  of  these  sen- 
tences might  be  omitted  without  the  text  being  mis- 
understood. 

The  work  of  the  publishers  is  of  the  best.  An  ex- 
cellent grade  of  paper  has  been  used;  the  type  is 
easy  to  read.  No  typographical  errors  were  found. 
The  book  is  recommended  to  all  as  one  of  the  clear- 
est on  the  important  subject  of  gonorrhea  and  its 
associated  affections. — 0.  H.  B. 


THE  AMERICAN  ILLUSTRATED  MEDICAL 
DICTIONARY : A complete  dictionary  of  the  terms 
used  in  medicine,  veterinary  science,  biology,  medi- 
cal biography,  etc.,  with  the  pronunciation,  deriva- 
tion, and  definition  by  W.  A.  Newman  Dorland,  A. 
M.,  M.  D.,  F.  A.  C.  S.,  Lieut. -Colonel,  M.  R.  C.,  U.  S. 
Army;  Member  of  the  Committee  on  Nomenclature 
and  Classification  of  Diseases  of  the  American  Medi- 
cal Association;  Editor  of  “American  Pocket  Medi- 
cal Dictionary”;  Fifteenth  edition,  revised  and  en- 
larged with  the  collaboration  of  E.  C.  L.  Miller,  M. 
D.,  Professor  of  Bacteriology  and  Biochemistry, 
Medical  College  of  Virginia;  Philadelphia  and  Lon- 
don; W.  B.  Saunders  Company;  1929. 


01jr  Sulaup  Huiurrsittj  nf 
ffiouiatana 

Graduate  School  of  Medicine 

Approved  by  the  Council  on  Medical 
Education  of  the  A.  M.  A. 


Post  graduate  instruction  offered 
in  all  branches  of  medicine.  Courses 
leading  to  a higher  degrees  have  also 
been  instituted. 


A bulletin  furnishing  detailed 
information  may  be  obtained  up- 
on application  to  the 

Dean 

Graduate  School  of  Medicine 

1551  Canal  Street, 

New  Orleans,  La. 


The  NEW 
“Type  N” 
STORM 
Supporter 

With  long  laced  back 
and  low  extension 
upon  hips;  The  re- 
inforcing band  at- 
tached in  front  at 
median  line,  also 
fastened  in  back. 
Hose  supporters  in- 
stead of  thigh  straps. 

Takes  Place  of  Corsets 

Gives  perfect  uplift  and  is  worn  with  comfort 
and  satisfaction.  Many  variations  of  the  “Type 
N”  Belt  provide  support  in  Ptosis,  Hernia, 
Obesity,  Pregnancy,  Sacroiliac  Strain,  etc. 

Each  Belt  Made  to  Order  Ask  for  Literature 

Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St.,  Philadelphia,  Pa.,  U.  S.  A. 


NOVEMBER,  1929 
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The  preface  to  this  edition  says  that  this  has  been 
the  best  revision  this  dictionary  has  ever  had  and 
that  it  has  been  re-edited  by  the  editorial  staff  of 
the  American  Medical  Association. 

The  book  has  been  re-set  from  new  type  and 
many  illustrations  have  been  added.  The  type  is 
easy  to  read  and  yet  is  not  large.  There  are  1427 
pages  and  the  book  is  small  as  compared  to  most 
dictionaries. — 0.  H.  B. 


Chief  of  Clinic  in  General  Medicine,  University  and 
Bellevue  Hospital  Medical  School,  New  York;  Fourth 
Edition,  thoroughly  revised;  12mo  of  196  pages  with 
43  illustrations.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1929.  Cloth,  $2.00. 

^.his  is  a helpful,  practical,  well-written  and  con- 
cise book  upon  the  subject  of  physical  examination. 
Every  physician  should  have  such  a volume  on  his 
desk  for  ready  reference^ — O.  H.  B. 


THE  NOSE,  THROAT  AND  EAR  AND  THEIR 
DISEASES:  (In  original  contributions  by  Ameri- 

can and  European  Authors)  Edited  by  Chevalier 
Jackson,  M.  D.,  Professor  of  Bronchoscopy  and 
Esophagoscopy  in  the  University  of  Pennsylvania, 
in  the  Jefferson  Medical  College,  and  in  the  Gradu- 
ate School,  University  of  Pennsylvania;  and  George 
M.  Coates,  M.  D.,  Professor  of  Otology,  Graduate 
School,  University  of  Pennsylvania;  Octavo  volume 
of  1177  pages  with  67  illustrations  and  27  inserts  in 
colors:  Philadelphia  am'  London;  W.  B.  Saunders 
Company,  1929;  Cloth,  $13.00  Net. 

There  are  74  contributors  in  this  encyclopedic 
work.  It  seems  that  every  pathologic  state  of  the 
ear,  nose  and  throat  together  with  the  most  likely 
lines  of  treatment  has  been  included  in  this  book. 

It  would  seem  that  such  a well  known  procedure 
as  the  use  of  the  Dowling  tampon  would  at  least  be 
mentioned  in  the  index.  The  index  seems  to  be  com- 
prehensive but  no  mention  of  Dowling  tampon  is 
found  in  it. 

A chapter  is  devoted  to  bronchial  asthma  and 
asthmatic  bronchitis,  allergy,  angioneurotic  edema 
and  eczema;  these  are  presented  by  Dr.  I.  Chandler 
Walker.  His  description  of  the  development  of  the 
asthmatic  attack  seems  to  the  reviewer  to  be  a very 
crude  one.  His  statement  that  eczema  in  adults  is 
less  often  due  to  food  proteins  than  in  children  does 
not  agree  with  the  reviewer’s  experience. 

Most  of  the  chapters  have  numerous  references 
to  the  literature.  This  feature  plus  the  comprehen- 
sive nature  of  the  book  makes  it  a valuable  one  for 
all  practitioners  especially  for  those  of  the  ear, 
nose  and  throat  specialty. — O.  H.  B. 


THE  MEDICAL  CLINICS  OF  NORTH  AMER- 
ICA: (Issued  serially,  one  number  every  other 

month);  Volume  13,  No.  1.  (Boston  Number,  July, 
1929).  Octavo  of  280  pages  with  36  illustrations: 
Per  Clinic  year.  July,  1929  to  May,  1930,  Paper, 
$12.00;  Cloth,  $16.00  net;  Philadelphia  and  Lon- 
don: W.  B.  Saunders  Company,  March,  1929. 

Medical  Clinics  of  North  America,  by  reputa- 
tion, can  scarcely  be  enhanced  by  any  remark  the 
reviewer  can  make. 

The  first  and  perhaps  one  of  the  most  interest- 
ing articles  in  this  volume  is  by  Dr.  George  R. 
Minot  upon  “A  Non-fatal  Case  Simulating  Acute 
Leukemia  with  Anemia  and  Thrombopenic  Pur- 
pura.” This  article  covers  only  nine  pages  but  it  is 
bristling  with  suggestive  facts. 

Dr.  Joslin  and  co-workers  give  an  excellent  arti- 
cle on  diabetic  coma. 

Dr.  Frederick  T.  Lord  discusses  a case  of  dia- 
phragmatic hernia. 

Dr.  Robert  S.  Palmer  and  Dr.  Howard  B.  Sprague 
discuss  four  cases  illustrating  the  untoward  symp- 
toms which  may  be  produced  by  the  use  of  potas- 
sium sulphocyanate  in  the  treatment  of  hyperten- 
sion. 

There  are  other  interesting  articles  in  the  issue ; 
the  treatment  of  eclampsia,  endocaritis  and  ulcer 
of  the  esophagus,  are  some  of  them. — O.  H.  B. 


PHYSICAL  EXAMINATION  AND  DIAGNOSTIC 
ANATOMY : By  Charles  B.  Slade,  M.  D.,  formerly 


MINOR  SURGERY.  By  Frederick  B.  Christo- 
pher, M,  D.,  Associate  in  Surgery  at  Northwestern 
University  Medical  School,  Chicago;  with  a Fore- 
word by  Allen  B.  Kanavel,  M.  D..  Professor  of  Surg- 
ery, Northwestern  University  Medical  School.  Oc- 
tavo of  694  pages  with  465  illustrations.  Philadel- 
phia and  London;  W.  B.  Saunders  Company,  1929. 
Price  S8.00  net. 

The  first  thought  on  looking  at  the  new  surgery 
was  that  there  were  already  in  existence  enough 
works  on  the  subject.  But  after  one  has  had  a chance 
to  review  Dr.  Christopher’s  book  he  becomes  im- 
pressed that  the  doctor  has  assembled  something 
different  from  the  ordinary  run  of  books  on  surg- 
ery. He1  seems  to  have  devoted  his  attention  toward 
accumulating  all  the  “little”  tricks  in  surgery.  There' 
is  a world  of  helpful  things  in  this  book. 

Every  general  practitioner  and  surgeon  will  wish 
to  have  this  book. — O.H.B. 


SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Commerce. 


A New  Idea  of 
Special  Interest 
to  Obstetricians 

The 


MATERNITY 

BRASSIERE 

and  Breast  Support 

To  render  a more  complete 
service  in  our  Maternity  Gar- 
ments, we  offer  to  the  profes- 
sion a very  efficient  Maternity 
Breast  Support  for  use  both 
before  and  after  parturition. 
In  design  this  garment  carries 
into  effect  the  Camp  System 
of  Adjustment,  which  gives  a 
simple  way  of  adapting  sice  to 
changing  body  proportions.  It 
prevents  sagging  of  muscles, 
and  acts  as  a “sling”  for  the 
breast.  It  also  assists  in  re- 
stricting the  accumulation  of 
superfluous  fats  throughout 
the  upper  body. 


S.  H.  Camp  and  Company 

Manufacturers — Jackson,  Michigan 
New  York  City  Chicago  London 

330  Fifth  Ave.  59  Madison  St.  51  Mortimer  St. 


In  purpose,  this  garment 
correlates  perfectly  with 
our  Camp  Maternity 
Abdominal  Supports. 
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(r^JBe  Name  Is 

VIOSTEROL” 

As  clearly  pointed  out  in  an  editorial  in  the  Journal 
of  the  A.  M.  A.  of  October  5,  entitled  “The  Name  Is 
Viosterol,”  this  name  identifies  those  irradiated  ergos- 
terol  preparations  which  have  been  accepted  and  ap- 
proved by  the  Council  on  Pharmacy  and  Chemistry. 

To  get  the  carefully  standardized  Parke -Davis  brand  of 
irradiated  ergosterol,  please  specify  Viosterol,  P.  D.&Co. 


Viosterol,  P.  D.  & Co.,  is  put  up  in  5-cc. 
and  50-cc.  packages,  with  a dropper  that 
delivers  approximately  3 drops  to  the 
minim.  Your  druggist  has  Viosterol,  P.  D. 
& Co.,  in  stock,  or  can  easily  get  it  for  you. 


PARKE,  DAVIS  & COMPANY 


DETROIT,  MICHIGAN 


NEW  YORK  . KANSAS  CITY  . CHICAGO  . BALTIMORE  . NEW  ORLEANS 
ST.  LOUIS  . MINNEAPOLIS  . SEATTLE 
In  Canada:  WALKER VILLE  . MONTREAL  . WINNIPEG 


HI  m M ly  I lit  .&i  M m i iy  i 3 M M M M sai  & iy  i H W 631 


S.  M.  A.  FAT 

RESEMBLES 

BREAST  MILK  FAT 


This  diagram  illustrates  the  composition 
of  S.  M.  A.  fat  and  shows  the  relation- 
ship of  the  character  numbers  of  this  fat 
to  the  fat  of  Breast  Milk.  Not  only  does 
S.  M.  A.,  when  Teady  to  feed,  have  the 
same  total  amount  of  fat  as  that  present 
in  human  milk,  but  S.  M.  A.  fat  also  re- 
sembles human  milk  fat  in  having  the 
same  chemical  and  physical  characteristics. 


Cod  liver  oil  forms  a part  of  the  fat  of 
S.  M.  A.  in  adequate  amount,  not  only 
to  satisfy  the  body’s  requirements  for 
the  fat  soluble  "A”  growth  factor,  but 
also  enough  vitamin  "D”  to  prevent  ric- 
kets and  spasmophilia.  In  addition,  the 
bind  of  food  constituents  and  their  cor- 
relation contribute  to  make  S.  M.  A. 
a n t i -r a c h i t i c and  anti-spasmophilic. 
Therefore  it  is  NOT  necessary  to  give 
additional  cod  liver  oil  with  S.  M.  A. 


§ ? MAY  WE  SEND  YOU  SAMPLES  ? 1 


S.  M.  A.  was  aeveloped  at  the  Babies  and  Childrens  Hospital 
of  Cleveland  and  is  produced  by  its  permission  exclusively  by 

THE  LABORATORY  PRODUCTS  COMPANY  •>  * CLEVELAND,  OHIO 

West  o(  Rockies  InCanada 

437-8-9  Phelan  Building,  San  Francisco,  Calif.  64  Gerrard  St.,  East,  Toronto 
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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
of  nutrition,  and  to  promote  tolerance  of  remedies. 

GASTRON — the  acid-aqueous-glycerin  extract  of  the  entire  gastric 
mucous  membrane*  prescribed  simply  by  the  name — G A S T R 0 N. 

Samples,  literature,  upon  request. 

•Alcohol-free. 

Fairchild  Bros.  & Foster 

NEW  YORK 
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Its  Practical  Application 
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The  use  of  Toxin- Antitoxin  (Lederle)  in  many  thousands  of  children 
has  brought  about  immunity  against  diphtheria  which  has  lasted  for 
nine  years,  and  may  continue  throughout  life. 

Toxin- Antitoxin  (Lederle)  is  especially  useful  for  immun- 
ization of  the  following  groups,  except  immediate  contacts: 

(1)  All  children  from  6 months  to  6 years  of  age. 

( 2 ) School  children. 

(3)  Adults  whose  daily  work  might  expose  them 
to  diphtheria. 

The  attention  of  parents  is  called  to  the  special  advantages 
of  immunizing  children  of  pre-school  age  (group  1).  These 
children  represent  the  most  susceptible  group  and  their 
immunization  would  soon  result  in  community  protection. 

Schick  Test  ( Lederle ) applied  six  months  to  one  year  after 
immunization  with  Toxin-Antitoxin,  serves  as  a valuable 
guide  in  determining  the  actual  development  of  immunity. 

Toxin- Antitoxin  (Lederle)  and  Schick  Test  ( Lederle ) are 
readily  available  through  your  druggist. 

Literature  on  request 


Lederle  Antitoxin  Laboratories 

New  York 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

An  institution  providing  adequate  facilities  for  the  scientific  study,  diag- 
nosis, and  treatment  of  cancer  and  other  neoplastic  diseases. 

Recognized  therapeutic  measures  for  the  treatment  of  cancer  are  radium, 
high  voltage  x-ray  and  surgery. 

Results  in  cancer  therapy  are  entirely  dependant  upon  early  diagnosis, 
thorough  study  and  proper  application  of  such  of  the  above  methods  of 
treatment,  either  alone  or  in  combination,  as  each  case  may  indicate. 

We  desire  to  confer  and  cooperate  with  the  medical  profession  in  the  diag- 
nosis and  treatment  of  cancer  and  other  neoplastic  diseases. 

DR.  REX  DUNCAN  DR.  H.  H.  HATTERY 

and  Staff 


Office  Hours:  10  A.  M.  to  4 P.M, 
1052  West  Sixth  St. 


TRinity  3683 
Los  Angeles 
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Specialists  in  the  Southwest 


EL  PASO,  TEXAS 


J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

UOU  Roberts-Banner  Bldg.  El  Paso 


W.  E.  VANDEVERE,  M.  D. 

Eye,  Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
218  Mills  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

U01-2  Roberts-Banner  Bldg.  El  Paso 


ROBERT  B.  HOMAN,  M.  D. 

Practice  limited  to 

Chest  Diagnosis  and  Consultations 

Homan  Sanatorium  El  Paso,  Texas 


JOHN  W.  CATHCART,  M.  D. 

and 

C.  H.  MASON,  M.  D. 

Practice  Limited  to 

X-Ray  and  Radium 

811  Roberts-Banner  Bldg.  El  Paso 


E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 


LESLIE  M.  SMITH,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

1029  First  National  Bank  Bldg.  El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


W.  L.  BROWN,  M.  D.  C.  P.  BROWN.  M.  D. 

BROWN  AND  BROWN 

Suite  UOU  Roberts-Banner  Bldg.  El  Paso 


DR.  L.  A.  NEIL 

Practice  limited  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 

F.  C.  GOODWIN,  M.  D. 

Practice  Limited  to 

Orthopaedic  Surgery 

823-824  Mills  Bldg.  El  Paso,  Texas 


JAMES  VANCE,  M.  D. 

Practice  Limited  to 

Surgery 

S1S-U  Mills  Bldg.  El  Paso 

HOURS:  11  TO  1*:SO 


K.  D.  LYNCH,  M.  D. 

Genito  urinary  Surgery 

IflJ,  Mills  Bldg.  El  Paso 
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PHOENIX,  ARIZONA 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 

Dermatology  and  Syphilology 

224-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 
Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON,  M.  D. 
Diseases  of  Children 
Heard  Building  Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
407  Goodrich  Bldg.  Phoenix 

H.  T.  BAILEY,  M.  D. 

MAYO  ROBB,  M.  D. 

Practice  Limited  to 

Eye.  Ear,  Nose  and  Throat 
323  Ellis  Bldg.  Phoenix 

MIHAJLO  MATANOVICH,  B.S.,M.D. 

Genito-Urinary  Diseases 

402  Heard  Building  Phoenix 


H.  M.  PURCELL,  M.  D. 

Urology 

207  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 


EUGENE  A.  GATTERDAM,  M.  D. 

Practice  limited  to 

diseases  of  Chest  and  Heart,  and 
Hay-Fever 

St.  Luke’s  Home  Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


Waite’s  Laboratory 

Serology- 

Pathology 

Bacteriology 

Blood  Chemistry 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 

Sulpharsphenamine 

Tryparasamide 

Bismosoll 

Informatioon 

PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 


LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 

Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modem  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 
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Mellin’s  Food 

in 

Difficult  Feeding  Cases 

In  difficult  feeding  cases  commonly  known  as  Marasmus  or  Malnutrition,  the  first  thought  of  the 
attending  physician  is  an  immediate  gain  in  weight,  and  then  to  so  arrange  the  diet  that  this  initial 
gain  will  he  sustained  and  progressive  gain  be  established. 

Every  few  ounces  gained  means  progress  not  only  in  the  upward  swing  of  the  weight  curve,  hut 
in  digestive  capacity  in  thus  clearing  the  way  for  an  increasing  intake  of  food  material. 

As  a starting  point  to  carry  out  this  entirely  rational  idea,  the  following  formula  is  suggested: 

Mellin’s  Food  ...  8 level  tablespoonfuls 

Skimmed  Milk  ...  9 fluidounces 

Water  .....  15  fluidounces 

This  mixture  furnishes  56.6  grams  of  carbohydrates  in  a form  readily  assimilated  and  thus  quickly 
available  for  creating  and  sustaining  heat  and  energy.  The  mixture  supplies  15.5  grams  of  proteins  for 
depleted  tissues  and  new  growth,  together  w ith  4.3  grams  of  mineral  salts  which  are  necessary  in  all 
metabolic  processes.  These  food  elements  are  to  be  increased  in  quantity  and  in  amount  of  intake  as 
rapidly  as  continued  improvement  is  shown  and  ability  to  take  additional  nourishment  is  indicated. 

A pamphlet  devoted  exclusively  to  this  subject  and  a liberal  supply  oj' 
samples  of  Mellin’s  Food  will  be  sent  to  physicians  upon  their  request. 

Mellin’s  Food  Company  - Boston,  Mass. 


In  pneumonia 


Optochin  Base 

For  the  specific  treatment  of  pneumonia  give 
2 tablets  of  Optochin  Base  every  5 hours, 
day  and  night  for  3 days.  Give  milk  with 
every  dose  but  no  other  food  or  drink. 

Start  treatment  early 

Literature  on  request 

MERCK  &:  CO*  Inc.  Rahway,  N*  J* 
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As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


Southwestern  Surgical  Supply  Company 


No.  121  North  First  St. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc, 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LI  EBEL-FLARSH  El  M CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 

ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


SATISFYING 


Vll 


HUNGER 
in  DIABETES 


When  you  prescribe 
for  a diabetic  patient 
keep  in  mind  the  efficacy 
of  Knox  Gelatine  as  an 
agent  for  satisfying  appetite 
without  violating  the  most  rigid 
protein  diet. 

Here  is  the  purest  of  gelatine,  uncol- 
ored, unflavored  and  unsweetened. 
It  may  be  combined  with  such  fruits, 
vegetables,  and  other  foods,  as  are  pre- 
scribed for  a diabetic  patient — and  served 
as  a dish  so  appetizing  in  taste  and  appear- 
ance, so  satisfying  in  bulk , that  the  most 
eager  appetite  will  find  itself  happily  abated. 

Recognized  dietetic  authorities  have  prei 
pared  dishes  made  with  Knox  Sparkling  Gelatine 
that  are  a real  contribution  to  the  successful  treat- 
ment of  diabetes.  Here  are  two  recipes  that  will  aid 
you  in  giving  diabetic  patients  complete  instructions 
for  home  co-operation  with  your  treatment. 

KIM  OX  is  the 

real  GELATI  ME 

Contains  No  Sugar 


JELLIED  VEGETABLE  SALAD  (Six  Servings) 

Grams  Prot.  Fat  Carb.  Cal, 

1 tablespoon  Knox  Sparkling  Gelatine  7 6 

y cup  cold  water,  ly  cups  hot  water  iM, 

1 teaspoonful  whole  mixed  spices  1MI  ....  ....  M1. 

y teaspoon  6alt,  y cup  vinegar  . - . 

Jellied  Chicken  in  Cream  (s«  saving,) 

Grams  Prot.  Fat  Carb.  Cal* 
1 table9poonful  Knox  Gelatine  7 6 

y cup  cold  chicken  broth  or  water....  ,... 

1 y cups  boiling  chicken  broth,  fat  free  

y teaspoon  salt  ... 

y cup  chopped  celery  60  1 iit  2 

y cup  canned  green  pea9  40  1 4 

y cup  cooked  beets,  cubed  40  1 3 

Pinch  pepper 

1 cup  cooked  chicken,  cubed  125  24  20 

y cup  cream,  whipped 55  1 22  i.5 

Total  10  ....  12  88 

One  serving  2 ....  2 15 

Soak  gelatine  in  cold  water  for  five  minutes.  Bring  to  boil  water,  salt 
and  spices.  Pour  on  gelatine  to  dissolve  it  and  add  vinegar.  When 
jelly  is  nearly  set,  stir  in  the  vegetables,  pour  into  mold  and  chill 
until  firm.  IJnmold  on  lettuce  and  serve  with  salad  dressing.  Garnish 
with  sprig  of  parsley  or  strip  of  pimento. 

Total  31  44  1.5  526 

One  serving  5 7 ....  88 

Soak  gelatine  in  cold  liquid  for  five  minutes  and  dissolve  in  hot 
broth.  Season  with  salt  and  pepper  and  chill  until  nearly  set.  Fold 
in  chicken  and  whipped  cream.  Turn  into  molds  and  chill  until 
firm.  Serve  on  lettuce  or  garnish  with  parsley  and  strip  of  pimento. 

If 


you  agree  that  recipes  like  the  ones  on  this  page  will  be  helpful  in  your  diabetic  practice,  write  for  our 
complete  Diabetic  Recipe  Book — it  contains  dozens  of  valuable  recommendations.  W e shall  be  glad  to 
mail  you  as  many  copies  as  you  desire.  Knox  Gelatine  Laboratories,  438  Knox  Ave.,  Johnstown,  N.  Y. 


Name.. 


..Address.. 


.City. State.. 


The  House  of  a Thousand  Windows 

“For  the  Treatment  of  Tuberculosis’’ 

New,  fireproof  construction.  Electric  elevator  service.  Single  rooms  or 
en  suite.  Sleeping  porches.  Private  or  connecting  bath.  Showers.  Medi- 
cal Staff  in  constant  attendance.  All  approved,  modern  methods  used  in 
treatment.  Special  provisions  HELIOTHERAPY. 

Write  for  our  New  Booklet 
“A  STORY  OF  SUNSHINE  AND  HEALTH’’ 

THE  HOMAN  SANATORIUM 

EL  PASO,  TEXAS 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 

Write  us  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 
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ALBERT  SOILAND  CLINIC 

1407  South  Hope  Street  Los  Angeles,  California 

Hours  9:00  to  4:00  Telephone  WEstmore  1418 


An  institution  fully  equipped  for  the  study,  diagnosis 
and  treatment  of  neoplastic  diseases 


Albert  Soiland,  M.  D.  Wm.  E.  Costolow,  M.  D. 

Orville  N.  Meland,  M.  D.  Egbert  J.  Bailey,  M.  D. 

A.  H.  Warner,  Ph.  D.,  Physicist 


Now  ~ ~ 

A World  Mart  for  Surgical  Supplies 

Brought  to  You  . . . IN  LOS  ANGELES 


Send  for  this  FREE  book  of 


For  your  convenience,  Doctor,  a complete 
stock  of  surgical  equipment,  instruments  and 
supplies  from  the  dominant  foreign  and  do- 
mestic quality  markets  of  the  world  has  been 
concentrated  in  Los  Angeles.  Take  advantage 
of  this  convenient  source  of  supply.  Enjoy 
our  Same  Day  Service.  Use  our  Easy  Rental 
Purchase  Plan  to  get  that  needed  equipment. 


BARGAINS 


Save  money  on 
your  purchases. 
Greatly  reduc- 
ed prices  are 
quoted  in  this 
bookofBargains 
on  hundreds  of 
items.  Ma i I a 
postal  for  your 


KENISTON-ROOT  DIVISION 

A.  S.  ALOE  CO. 

932  South  Hill  Street 

LOS  ANGELES,  CAL. 


EVERY  PHYSICIAN 

should  be  familiar  with  these  two 

SQUIBB  ANTITOXINS 


Erysipelas  Streptococcus 
Antitoxin  Squibb 

As  erysipelas  antitoxin  is  being  more  and 
more  widely  used  its  value  in  erysipelas  is 
being  recognized. 

Erysipelas  Streptococcus  Antitoxin 
Squibb  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association.  It  is  prepared  ac- 
cording to  the  principles  developed  by 
Dr.  Konrad  E.  Birkhaug.  Its  early  admin- 
istration ensures  a prompt  reduction  in 
temperature  and  toxicosis,  clearing  the 
lesions  and  effecting  uncomplicated  recov- 
ery. 

Erysipelas  Streptococcus  Antitoxin 
Squibb  is  distributed  only  in  concentrated 
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(Reprinted  from  November  issue,  on  account  of 
confusion  in  illustrations). 

The  incidence  of  tuberculous  infection 
usually  increases  with  the  age  of  children, 
and,  as  one  might  expect,  with  the  greater 
incidence  there  comes  more  tuberculous  le- 
sions, but  from  infancy  to  childhood  the 
scene  changes  a great  deal.  A glance  at  the 
mortality  curves  shows  that  the  number  of 
deaths  from  tuberculosis  during  the  period  of 
childhood  is  restively  small.  Perhaps  there 
are  several  reasons  why  this  is  true.  During 
infancy  when  there  is  exposure  it  is  usually 
with  some  close  associate  who  fondles  and 
kisses  the  infant,  thus  day  after  day  trans- 
mitting tuber^e  bacilli  to  its  body.  As  the 
period  of  childhood  approaches  and  contin- 
ues, casual  exposure  becomes  more  frequent. 
The  child  who  meets  occasionally  with  a tu- 
berculous patient  receives  his  infection,  but 
the  exposure  is  not  continued.  One  must 
also  take  into  consideration  that  from  those 
homes  where  there  are  open  cases  a fair  per- 
centage of  the  children  die  in  infancy;  thus 
leaving  a smaller  number  for  such  termina- 
tion during  the  period  of  childhood.  Krause 
has  called  attention  to  the  fact  that  during 
the  first  two  years  of  life  the  lymph  nodes 
are  not  functioning  very  efficiently,  to  filter 
out  foreign  material,  including  pathogenic 
organisms,  thus  bacilli  carried  to  them  may 
not  be  retained  and  may  reach  the  blood 
stream  in  fair  sized  numbers.  If  the  infant 
is  already  allergic  from  its  infection,  when- 
ever the  tubercle  bacilli  find  lodgment, 
whether  it  be  in  the  lung  parenchyma  or  in 
the  meninges  of  the  brain  or  spinal  cord,  it 
is  on  allergic  soil.  Acute  inflammation  re- 


sults and,  if  the  allergy  is  high,  even  necrosis 
is  not  uncommon.  But,  when  the  period  of 
childhood  arrives  the  lymph  nodes  have  be- 
comes more  compact  in  structure  and  serve 
more  efficiently  than  they  have  before  or 
ever  will  again.  Thus  tubercle  bacilli  carried 
to  them  are  retained  unless  they  are  present 
in  such  large  numbers,  or  allergy  is  so  high 
that  they  destroy  the  lymph  nodes  them- 
selves. Thus  during  the  period  of  childhood 
we  see  lymph  node  tuberculosis  as  the  pre- 
vailing type  of  lesion,  and  of  all  parts  of  the 
body  the  lymph  nodes  draining  the  lungs, 
such  as  those  in  the  region  of  the  hilum  and 
tracheobronchial  regions  are  most  frequent- 
ly involved. 

Perhaps  another  reason  that  the  number 
of  deaths  during  childhood  from  tuberculo- 
sis is  relatively  low  is  that  allergic  reactions 
are  often  rather  slight.  In  the  childhood 
group  we  have  children  who  have  developed 
their  tuberculous  infection,  with  a high  state 
of  allergy  in  infancy  or  some  subsequent 
time,  who  have  overcome  the  bacilli  to  a 
certain  extent  and  the  allergy  has  had  oppor- 
tunity to  wane.  Again,  we  probably  have  a 
good  many  very  mild  reactions  from  casual 
contact,  and  here  we  must  not  overlook  the 
possibility  of  infections  from  the  bovine 
bacillus  which  ordinarily  is  not  highly  viru- 
lent in  the  human  body.  Perhaps  these  mild 
infections  do  not  result  in  that  marked  al- 
lergic state  so  dangerous  to  the  child  that  we 
get  from  extensive  and  prolonged  contact  to 
the  human  bacilli  with  their  high  virulence. 

The  most  common  form  of  tuberculosis 
seen  during  this  age  period  is  the  childhood 
type.  In  the  examination  of  a large  number 
of  children  one  sees  childhood  tuberculosis 
in  most  all  its  phases  of  development  and 
retrogression  from  acute  inflammatory  pneu- 
monic processes  in  the  lung  with  definitely 
enlarged  hilum  shadows  on  the  same  side 
(Fig.  1)  to  the  very  sharply  outlined  and  dis- 
crete Ghon’s  tubercle,  which  is  well  ossified, 
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Fig.  1A.  M.  X.  Age  8 years.  Made  from  roengeno- 
gram  taken  on  December  12,  1924.  Definite  paren- 
chymal infiltration  extending  from  hilum  to  the 
lateral  chest  wall  in  the  region  of  the  second  inter- 
space on  the  right  side.  Mother  suffering  from  tu- 
berculosis. Father  died  of  laryngitis. 


Fig.  IB  M.  X.  From  chest  of  same  child  as  Fig. 
1A.  Made  from  roentgenogram  taken  on  February 
2<\  1929.  Thickening  interlobar  suptum  between 
right  middle  and  upper  lobes  with  some  fibrosis 
above  it.  Enlargement  and  calcification  in  the  right 
hilum. 

regions  of  the  hilum  and  tracheobronchial 
lymph  nodes.  It  is  a well  known  fact  that 
enlargements  of  these  lymph  nodes  may  be 
and  frequently  are,  due  to  other  causes  than 
tuberculosis,  just  as  temporary  enlargements 
of  the  cervical  lymph  nodes  are  more  fre- 
quently due  to  other  causes  than  tuberculo- 
sis. However,  McPhedran  has  shown  that 


lymph  nodes  of  the  tracheobronchial  group 
free  from  the  calcium,  even  though 
they  are  en’arged,  cast  no  shadows 
that  will  differentiate  them  from  the 
shadows  of  the  main  stem  and  larger  branch- 
es of  the  air  and  blood  bearing  trees.  Many 
x-rays  made  during  and  immediately  after 
acute  and  serious  infections  in  children 
showed  no  evidence  of  lymph  nodes  of  the 
tracheobronchial  group.  This  is  an  out- 
standing contribution  since  we  had  former- 
ly believed  that  many  of  the  acute  infec- 
tions produce  enlargement  of  the  lymph 
nodes  that  cast  distinct  shadows  on  the  x- 
ray  film.  The  only  enlargements  without 
calcium  which  are  detectable  by  the  x-ray 
film  ,and  this  includes  areas  of  caseations, 
are  those  which  are  large  enough  to  bulge 
into  the  lung  field.  It  has  been  pointed  out 
that  in  anteroposterior  films  showing  small 
and  oval  mediastinal  bulges,  the  cause  often 
is  distortion  of  the  patient’s  position,  and 
in  such  cases  the  shadow  of  the  sternum  will 
be  seen  to  the  right  or  left  of  the  spinal 
shadow.  Therefore,  in  the  past  rotation  has 
produced  shadows  which  have  been  mistak- 
en for  mediastinal  enlargements.  Moreover, 
in  children  under  the  age  of  four  years,  be- 
cause of  their  inability  to  cooperate,  the 
films  have  often  been  exposed  during  ex- 
piration. They  have  also  been  taken  during 
systole  and  under  these  conditions  the  medi- 
astinum appears  broad.  In  the  earlier  x-ray 
studies  of  the  chests  of  children  a very  com- 
mon diagnostic  error  was  made  by  labeling 


Fig.  2.  E.  J.  Age  13  years.  Made  from  roentgeno- 
gram taken  on  April  1,  1926.  Large  primary  foci 
right  lobe.  Calcification  in  right  hilum.  Films  made 
on  Mai’ch  24,  1922  showed  the  same  condition.  Fath- 
er died  of  pulmonary  tuberculosis.  Mother  said  to 
have  bronchitis  and  asthma. 
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Fig.  3 R.  B.  Age  8 years.  Made  from  roentgeno- 
gram taken  on  May  2,  1922.  Childhood  tuberculosis 
manifested  by  primary  focus  in  the  left  lower  iobe 
and  calcification  of  the  hilum  and  tracheobron- 
chial nodes  on  the  right  side.  Father  has  tubercu- 
losis. Mother  said  to  have  bronchitis.  Von  Pirquet 
test  strongly  positive. 

all  increased  densities  in  the  region  of  the 
lung  hilum  as  areas  of  calcification.  McPhe- 
dran  has  shown  that  round  shadows  may  be 
cast  by  a vascular  trunk  directed  towards 
the  target  so  that  the  primary  ray  is  ap- 
proximately axial,  or  that  semioval  shadows 
are  often  recorded  when  the  plane  of  the 
curve  of  a vascular  trunk  is  directed  slightly 
above  or  below  the  axis  of  the  ray.  He  show- 
ed that  slight  rotation  of  the  patient  about 
his  perpendicular  axis  is  of  great  value  in 
deciding  whether  increased  densities  in  the 
hilum  are  due  to  calcium  deposits.  McPhe- 
dran  rotates  the  patient  so  that  the  cardiac 
border  coincides  in  the  film  with  the  right 
border  of  the  spine.  An  exposure  made  in 
this  position  has  enabled  him  to  identify 
nearly  all  densities  on  both  sides  of  the  bor- 
der of  the  spine.  This  position  is  also  help- 
ful in  detecting  intrapulmonary  lesions 
which  may  not  be  sufficiently  clear  on  pos- 
teroanterior  films.  Another  position  of  great 
value  is  the  oblique  position  described  by 
Pritchard  and  McPhedran.  This  may  reveal 
pulmonary  lesions  otherwise  not  detected  and 
also  calcium  deposits  at  the  carina.  Such 
deposits,  as  much  as  an  inch  in  diameter, 
may  escape  detection  in  antero-posterior 
films.  In  contour  calcium  deposits  may  be 
oval,  rounded,  irregularly  nodular,  pear- 
shaped,  etc.,  but  must  persist  when  films 
are  taken  at  various  angles.  When  great 
care  is  exercised  one  may  determine  writh  a 
fairly  high  degree  of  accuracy  the  presence 
or  absence  of  calcium  deposits  in  the  region 


of  the  lung  hilum  and  the  tracheobronchial 
lymph  nodes.  Once  deposited  it  is  believed 
that  calcium  is  not  reabsorbed,  and  the  long- 
er it  exists  the  more  likely  is  the  disease  to 
become  walled  off.  Therefore,  it  is  of  great 
importance  to  study  by  x-ray  calcium  de- 
posits in  the  hilum  and  tracheobronchial 
lymph  nodes.  It  is  not  always  necessary  to 
find  a lung  lesion  either  in  the  form  of  an 
acute  inflammation  or  a Ghon  tubercle. 
When  enlargements  or  calcification  or  both 
are  present  in  the  hilum  or  tracheobron- 
chial lymph  nodes  (Fig.  3),  the  lesion  in  the 
lung  may  be  in  some  obscure  place  so  that  it 
is  not  seen  on  the  x-ray  film,  or  it  may  have 
healed  by  resolution  and  completely  disap- 
peared. Again  there  may  be  no  lesion  in  the 
lung.  Krause  has  shown  that  when  tuber- 
culous processes  exist  in  parts  of  the  body 
quite  remote  from  the  lung  the  disease  is 
with  the  hilum  and  tracheobronchial  lymph 
nodes  well  calcified  on  the  same  side  (Fig. 
2).  In  cases  where  the  Ghon  tubercle  is  well 
developed  and  ca’cification  is  definitely  pres- 
ent in  the  region  of  the  hilum  we  have  no 
way  of  determining,  with  high  degree  of  ac- 
curacy just  when  the  progressive  lesions  ap- 
peared. They  may  have  been  present  in  early 
infancy  or  at  any  subsequent  time  up  to  a 
few  months  before  the  examination.  Indeed, 
calcium  deposits  have  been  found  in  lymph 
nodes  in  the  bodies  of  infants  as  young  as 
five  months.  Therefore,  our  former  belief 
that  a process  which  contains  calcium  is  one 
of  long  standing  is  not  necessarily  true  in 
every  case.  The  childhood  type  of  tuberculo- 
sis in  boys  and  girls  between  the  ages  of  two 
and  twelve  years  requires  special  discussion 
as  to  diagnosis,  treatment,  prognosis  and 
prevention. 

In  diagnosis  much  depends  upon  the  his- 
tory of  exposure,  although  if  this  is  not  ob- 
tained one  can  not  rule  ouit  tuberculosis. 
There  are  so  many  undiagnosed  cases  of 
adult  tuberculosis  in  homes  daily  exposing 
children  that  a negative  history  of  exposure 
is  not  very  significant.  The  physical  exam- 
ination is  of  little  avail.  The  Eustace  Smith 
and  D’Espine’s  signs  give  us  little  and,  in 
most  cases,  no  information  of  importance. 
Interscapular  dullness  of  percussion  is  the 
source  of  very  slight  or  no  information  and 
is  often  misleading.  The  physician  who 
clings  to  these  signs  today  may  be  likened 
to  the  man  who  drives  an  ox-cart  in  automo- 
bile and  airplane  days.  Examinations  on  a 
good  many  thousand  children  in  different 
parts  of  America  have  shown  that  the  two 
most  important  findings  in  the  diagnosis  of 
childhood  tuberculosis  are:  First,  a positive 
cutaneous  tuberculin  test,  and,  second : x-ray 
changes  in  the  lung  parenchyma  or  in  the 
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reflected  fairly  early  in  the  region  of  the 
lung  hilum.  In  other  words,  tubercle  bacilli 
are  carried  to  the  lung  hilum  where  they 
produce  enlargements  of  the  hilum  nodes. 
Again  we  must  not  overlook  the  fact  that 
the  lesion  may  be  primary  in  the  hilum  and 
tracheobronchial  nodes ; that  bacilli  reaching 
the  body  through  one  of  the  portals  of  entry 
may  not  find  lodgment  until  they  reach  these 
nodes  where  they  produce  primary  lesions. 

When  symptoms  are  present  in  childhood 
they  are  of  great  importance.  The  first 
symptoms  may  be  mistaken  for  those  of  in- 
fluenza or  even  a bad  cold.  They  may  con- 
sist of  loss  of  weight,  loss  of  play-spirit,  tem- 
perature elevation.  One  must  never  be  mis- 
led by  the  absence  of  symptoms.  All  too  fre- 
quently the  child  is  taken  to  the  physician, 
and  because  of  no  definite  symptoms  is  told 
that  tuberculosis  does  not  exist.  It  has  been 
demonstrated  repeatedly  and  proved  most 
conclusively  that  the  child  without  a sugges- 
tion of  symptoms  may  have  a frank  tuber- 
culous process  of  a progressive  nature. 

Treatment  should  be  instituted  in  the  case 
of  every  boy  and  girl  with  the  childhood  type 
of  tuberculosis.  It  is  true  that  some  will  heal 
their  disease  completely,  but  we  do  not  know 
who  they  are  nor  do  we  have  any  method  of 
examination  so  refined  as  to  help  us  deter- 
mine with  a high  degree  of  certainly  when 
healing  is  complete,  with  the  possible  excep- 
tion of  the  cutaneous  tuberculin  test.  There- 
fore, wTe  must  treat  all. 

The  treatment  necessary  will  depend  con- 
siderably upon  the  stage  of  the  disease  when 
diagnosis  is  made.  If  there  is  a definite  in- 
flammatory process  in  the  lung,  with  corre- 
sponding enlargement  in  the  region  of  the 
hilum  and  tracheobronchial  lymph  nodes, 
most  certainly  strict  bed  rest  should  be  rec- 
ommended. We  can  not  say  that  the  disease 
would  not  heal  spontaneously  without  any 
treatment,  but  experience  has  shown  that 
it  is  safer  to  prescribe  strict  bed  rest  in  such 
cases.  If  the  disease  is  diagnosed  after  cal- 
cium or  bone  has  been  deposited  in  the  pri- 
mary lung  focus,  or  the  focus  has  healed  by 
resolution  and  definite  calcium  deposits  can 
be  seen  in  the  tracheobronchial  or  hilum 
nodes,  strict  bed  rest  is  not  necessary,  but 
most  certainly  every  case  should  be  kept  un- 
der very  careful  observation  and  an  attempt 
made  to  build  up  or  maintain  an  excellent 
general  condition  of  the  child’s  body. 

Such  children  usually  are  able  to  carry  on 
their  school  work,  and  if  the  physician  is 
conscientious  he  will  report  all  such  cases  of 
childhood  tuberculosis  to  the  health  depart- 
ment. This  in  many  places  immediately  ex- 
cludes the  child  from  school  by  state  law. 
In  order  to  meet  this  situation  there  is  a 


strong  tendency  at  present  to  provide  spe- 
cial schools  for  tuberculous  children  where 
the  communities  are  large  enough  to  justify 
them,  or  special  rooms  in  schools  in  smaller 
communities.  To  these  schools  and  rooms 
the  children  from  homes  without  sufficient 
funds  to  employ  private  physicians  may  be 
sent  from  charity  clinics.  Private  physicians 
may  send  the  children  among  their  clientele 
to  such  schools  and  still  keep  them  under  ob- 
servation. Thus  the  child  is  given  an  oppor- 
tunity to  continue  his  mental  development 
at  the  same  time  as  he  continues  the  heal- 
ing of  his  tuberculous  process. 

Lymanhurst  School  for  Tuberculous  Chil- 
dren, founded  by  Dr.  F.  E.  Harrington  has 
a capacity  of  approximately  160  and  provides 
treatment  for  boys  and  girls,  most  of  whom 
have  definite  evidence  of  the  childhood  type 
of  tuberculosis.  The  schedule  at  Lymanhurst 
is  approximately  as  follows: 

The  children  live  at  their  homes  and  come 
to  the  school  at  8:30  each  school  day.  At 
8:50  they  assemb’e  for  diet,  which  consists 
of  cooked  cereal,  whole  milk  and  sugar,  with 
a caloric  value  of  100.  They  pass  to  their 
class-rooms,  where  they  remain  from  9 to  11. 
This  is  followed  by  a twenty-minute  recess, 
during  which  time  the  playground  is  care- 
fully supervised  and  suitable  games  are  play- 
ed. The  period  from  11:20  to  12:30  is  spent 
in  the  class-room.  At  12 :30  the  children  pass 
to  the  dining-room,  where  dinner  it  served. 
This  consists  of  easily  digested  foods  with  a 
value  of  900  to  1,000  calories.  Care  is  taken 
that  vitamines  and  minerals  are  supplied  in 
sufficient  quantities.  The  rest  period  is  from 
1:30  to  2:30  p.  m.  During  this  period  each 
child  lies  upon  a comfortable  bed,  and  most 
of  the  time  is  spent  in  sleep.  At  2:30  class 
work  is  resumed  and  at  3:30  food,  consist- 
ing of  dry  cereal,  milk  and  sugar,  valued  at 
100  calories,  is  served.  The  children  are  then 
permitted  to  go  to  their  homes. 

The  second  institution  of  this  kind  devel- 
oped at  Berkeley,  California,  is  the  result  of 
the  vision  and  hard  work  of  Drs.  W.  P.  Shep- 
ard and  Chesley  Bush  and  their  associates. 
This  school  is  proving  to  be  a tremendous 
help  in  the  tuberculosis  program  of  Alameda 
County. 

Other  cities  in  the  United  States  are  con- 
templating the  development  of  such  schools 
for  their  boys  and  girls  with  the  childhood 
type  of  tuberculosis.  These  schools  not  only 
provide  for  the  conservation  and  regulation 
of  energy  expenditure,  close  medical  and 
nursing  supervision,  diet,  etc.,  but  they  pro- 
vide for  the  health  education  of  the  girls  and 
boys  enrolled,  as  well  as  many  parents,  guar- 
dians and  organizations  interested  in  their 
welfare.  It  is  hoped  that  this  education  will 
protect  them  in  later  life  against  diet  fads, 
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Fig.  4.  W.  B.  Age  21  years.  Made  from  roentgeno- 
gram of  the  chest  taken  on  June  8,  1929.  Childhood 
tuberculosis  (Ghon  tubercle  right  third  interspace 
near  periphery.  Numerous  calcifications,  right  hil- 
um).  Adult  type  tuberculosis  involving  upper  lobe 
of  left  lung.  No  history  of  exposure. 


Cbildbood  iubevculosls 


Fig.  5 C.  E.  Age  9 years.  Made  from  roentgeno- 
gram taken  June  1,  1926.  Childhood  tuberculosis 
(Ghon  tubercles  right  base  and  calcifications  in 
right  hilum).  Adult  type  tuberculosis  involving  the 
greater  part  of  the  right  and  the  central  portion  of 
the  left  lung.  Exposure  to  tuberculosis  through 
father.  Von  Pirquet  negative.  Died  soon  after  this 
examination. 

heliotherapy  fads,  and  other  fads  so  destruc- 
tive to  the  well-being  of  young  men  and 
young  women. 

The  prognosis  in  cases  of  childhood  tuber- 
culosis at  this  age  period  was  formerly 
thought  to  be  excellent,  when  evidence  of  cal- 
cification could  be  seen  on  the  x-ray  film  and 


when  the  child  appeared  to  be  in  good  health. 
For  the  time  being  it  is  good  in  most  cases, 
but  there  are  enough  exceptions  to  make  us 
extremely  conservative  when  discussing  the 
future  of  a child  with  such  definite  findings, 
even  though  they  be  calcified.  If  the  inti- 
mate exposure  to  tubercle  bacilli  is  contin- 
ued the  highly  fatal  adult  type  of  pulmonary 
tuberculosis  may  result  (Figs.  4 and  5). 
Again,  although  calcification  may  be  exten- 
sive we  have  no  method  of  determining  when 
the  entire  lesion  is  calcified  and  walled  off. 
In  other  words,  there  may  be  adjacent  to  the 
calcium  deposits,  areas  of  caseation  which 
are  potential  menaces  as  long  as  they  per- 
sist. From  the  Lymanhurst  School  we  have 
discharged  children  whom  we  believed  to 
have  their  disease  well  healed,  but  who  soon 
after  died  of  acute  tuberculosis.  Therefore, 
he  who  renders  a good  prognosis  to  all  cases 
with  calcification  in  the  hilum  does  not  have 
all  the  facts  in  hand,  nor  as  good  an  under- 
standing of  the  subject  as  is  possible.  It  has 
been  shown  that  even  the  immediate  prog- 
nosis may  not  be  good,  for  the  rupture  of  a 
lymph  node  may  distribute  the  caseous  ma- 
terial to  other  parts  where,  if  it  falls  upon 
allergic  soil,  it  will  produce  acute  inflamma- 
tion and  even  fatal  disease.  But  what  about 
the  more  remote  prognosis?  Here  we  have 
been  inclined  to  believe  that  it  was  also  good, 
but  Rathbun,  Opie  and  others  dampened  our 
enthusiasm  bv  showing  that  it  is  the  case 
with  childhood  tuberculosis  who  develops  the 
adult  type.  At  the  postmortem  table  Ooie 
has  found  that  the  adult  type  of  tuberculo- 
sis never  develops  in  the  absence  of  the  child- 
hood type  of  infection.  Rathbun  has  shown 
that  among  boys  and  girls  of  high  school  age 
who  develop  the  adult  and  killing  type  of 
tuberculosis  it  is  possible  to  demonstrate 
on  the  x-ray  film  old  childhood  lesions  with 
calcification  in  fifty  per  cent  of  the  cases. 
From  his  experience,  which  is  large,  and  his 
judgment,  which  is  excellent,  he  believed  that 
the  three  or  four  per  cent  of  boys  and  girls 
who  have  childhood  type  of  tuberculosis  fur- 
nish seventv-five  per  cent  of  the  teen  age 
boys  and  girls  who  develop  the  fatal  adult 
type  of  disease.  Our  experience  with  tuber- 
culosis in  the  teen  ages  is  very  similar  to 
that  of  Rathbun. 

Perhaps  the  best  method  of  prevention  of 
tuberculosis  in  childhood  is  through  careful 
study  of  the  epidemiology  of  the  disease.  In 
any  community  it  is  possible  through  two 
procedures  to  determine  with  a fairly  high 
degree  of  certainty  the  number  of  children 
who  have  been  infected,  and  from  those  the 
number  who  have  developed  the  childhood 
type  of  disease.  These  procedures  consist 
first  of  tuberculin  testing  all  children  of  a 
community,  preferably  by  the  intracutaneous 
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methods.  When  this  has  been  done  prop- 
erly one  has  detected  most  of  the  children 
who  have  been  infected  with  tubercle  bacilli. 
The  number  will  vary  with  conditions  in 
the  community,  such  as  economic  status  of 
the  people,  modes  of  living  and,  most  of  all, 
the  incidence  of  the  adult  type  of  tuberculo- 
sis in  that  community.  Ten  per  cent  may  re- 
act, as  Slater  has  found  in  a rural  commun- 
ity, or  seventy-two  per  cent  may  react,  as 
Hetherington  has  found  in  a great  city. 

The  second  procedure  of  x-raying  all  chil- 
dren who  react  positively.  By  no  means  will 
every  reaction  show  evidence  of  childhood 
tuberculosis.  In  fact  the  majority  of  chil- 
dren with  positive  tuberculin  tests  do  not 
show  the  characteristic  findings  of  child- 
hood tuberculosis.  Perhaps  when  tubercle 
bacilli  found  lodcrment  in  the  tissues  of  their 
bodies  a small  tubercle  was  formed,  and  the 
bacilli  became  so  walled  off  that  nothing  fur- 
ther is  heard  or  seen  of  them  except  that  a 
hypersensitiveness  to  tuberculin  is  observed. 
Again  one  must  keep  in  mind  that  our  pres- 
ent methods  of  making  examinations  by  the 
x-ray  are  quite  crude,  and  that  slight  disease 
in  the  region  of  the  hilum  mav  remain  unde- 
tected. But  it  is  the  frank  childhood  type  of 
tuberculosis  that  we  are  seeking  to  detect  by 
the  x-rav  examination.  Where  these  proce- 
dures have  been  carried  out  it  has  been 
shown  that  approximately  three  to  four  per 
cent  of  the  entire  childhood  population  shows 
evidence  of  chlidhood  tuberculosis.  By  these 
two  procedures  we  have  rounded  up,  so  to 
speak,  three  groups;  those  who  react  nega- 
tively to  tuberculin;  those  who  react  posi- 
tively and  who  have  been  definitely  infect- 
ed, and  those  who  react  positively  and  also 
have  x-ray  evidence  of  the  childhood  type  of 
disease. 

From  this  point  our  preventive  work  is 
carried  on  to  the  second  and  third  groups  of 
children.  When  a child  reacts  positively  to 
tuberculin,  in  all  probability  that  child  has 
come  in  contact  directly  or  indirectly  with 
some  person  or  animal  suffering  from  tuber- 
culosis or  acting  as  a carrier.  The  contact 
may  have  been  most  indirect  and  casual,  as 
in  case  tubercle  bacilli  are  borne  to  the  child’s 
body  on  fruits  and  other  foods  from  persons 
located  many  miles,  perhaps  hundreds,  from 
the  child.  In  other  words,  tubercle  bacilli 
have  reached  the  body  of  the  child  and  have 
gained  lodgment ; they  are  producing  or  have 
produced  tubercle.  So  our  next  step,  the  x- 
ray  examination,  may  tell  us  something  of 
whether  the  exposure  has  been  intimate  and 
prolonged.  We  feel  that  mos  tchildren  who 
have  developed  frank  childhood  tuberculosis, 
whether  it  be  in  a recent  state  of  develop- 
ment or  apparently  well  calcified,  have  had 
intimate  and  prolonged  contact  exposure. 


Therefore,  when  these  cases  have  been 
found,  we  should  make  a desperate  effort  to 
locate  the  source  of  the  exposure.  We  must 
look  to  their  close  associates.  Here  the  pri- 
vate physician  can  do  much  for  he  often 
knows  the  families  better  than  any  other 
health  worker.  When  he  has  a case  of  tuber- 
culosis in  the  home,  such  as  a father  or 
mother,  he  is  not  discharging  his  full  duty 
to  the  family  when  he  treats  that  patient 
alone.  It  is  his  duty  to  apply  the  cutaneous 
tuberculin  test  to  every  member  of  the  fam- 
ily and  to  as  many  of  the  other  contacts  as 
possible.  He  should  next  x-ray  the  chests  of 
those  who  react  positively  (Figs.  6 A,  B and 
C). 

The  physician  in  private  practice  who  finds 
evidence  of  childhood  tuberculosis  in  the 
body  of  a child  has  not  discharged  his  full 
duty  to  the  child,  the  family,  or  the  com- 
munity until  he  has  made  a careful  search 
among  all  the  close  associates  of  the  child 
for  the  source  of  the  tubercle  bacilli.  The 
children  who  manifest  no  evidence  except 
positive  tuberculin  tests  should  have  x-ray 
examinations  every  six  months  and  prefer- 
ably every  three  months  as  long  as  the 
health  appears  good,  and  oftener  if  symp- 
toms appear.  For  such  repeated  x-ray  ex- 
aminations, a single  film  of  the  chest  usual- 
ly will  suffice.  This  reduces  the  expense  of 
the  examination  considerably.  The  treatment 
of  the  cases  with  childhood  tuberculosis 
above  described  is  also  a preventive  meas- 
ure, because  it  has  been  shown  that  it  pre- 
vents, to  a certain  extent,  the  adult  and  kill- 
ing type  of  tuberculosis  in  later  life. 

Children  with  no  contact  exposure  should 
have  frequent  periodic  examinations.  These 
examinations  should  include  the  cutaneous 
tuberculin  test  for  all  who  have  previously 
reacted  negatively,  and  x-ray  films  for  all 
who  have  previously  reacted  positively.  A 
study  of  the  allergic  reaction  may  also  be 
helpful  in  prevention.  If  it  becomes  marked- 
ly positive  it  is  a fair  indication  that  the 
child  needs  treatment  to  prevent  the  develop- 
ment of  extensive  disease,  and  even  an  at- 
tempt at  desensitization  with  extremely 
minute  doses  of  tuberculin  has  been  suggest- 
ed. 

The  adult  type  of  pulmonary  tuberculosis 
occurs  during  the  period  of  childhood  but  it 
is  not  common. 

Tuberculous  pleurisy  has  been  reported 
rather  commonly  in  children  after  the  fifth 
year  of  life;  however,  with  x-ray  studies,  it 
has  been  found  to  exist  frequently  in  earlier 
years  than  we  formerly  believed.  Frequent- 
ly pleurisy  with  effusion  not  accompanied  or 
preceded  by  acute  respiratory  infection  ap- 
pears in  children  who  have  been  in  perfect 
health.  It  is  secondary  to  lesions  somewhere 
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Fig.  6A.  M.  G.  Age  52  yeai’s.  Made  from  roent- 
genogram of  the  chest  taken  on  December  11,  1928. 
Extensive  pulmonary  tuberculosis  throughout  the 
greater  part  of  the  right  and  the  upper  half  of  the 
left  lung.  Symptoms  date  from  March,  1925.  Tuber- 
cle bacilli  in  the  sputum.  Lesions  in  chests  of  two 
sons  are  illustrated  in  6B  and  6C. 


E.nlaj’iJSed  bilum. 


Fig.  6B.  S.  G.  Age  13  years.  Made  from  roentgen- 
ogram taken  on  December  6,  1928.  Pulmonary  in- 
volvement in  the  left  first  and  second  interspaces 
with  definite  enargement  of  the  hilum  on  the  left 
side.  Probably  childhood  type  of  tuberculosis.  The 
family  was  advised  to  have  this  son  examined  after 
the  father’s  disease  was  detected,  although  he  ap- 
parently is  in  excellent  health.  Von  Pirquet  positive. 

in  the  body,  and  is  rather  frequently  associ- 
ated with  tuberculous  peritonitis,  it  occurs 
in  children  who  are  extremely  allergic,  and 
therefore  is  regarded  as  an  allergic  reaction. 
At  the  onset  there  may  be  excruciating  pain 
over  the  involved  side.  After  the  effusion 


Fig.  6C.  W.  G.  Age  7 years.  Made  from  roentgeno- 
gram taken  on  December  6.  1928.  Pulmonary  in- 
volvement left  first  and  second  interspaces  with  de- 
finite enlargement  of  the  hilum.  Probable1  childhood 
type  of  tuberculosis.  The  family  was  advised  to 
have  this  son  examined  after  the  father’s  disease 
was  detected  although  he  is  apparently  in  excellent 
health. 

forms  the  pain  disappears.  In  other  cases 
there  is  no  pain.  Often  there  is  considerable 
temperature  elevation  for  a few  days.  Fre- 
quently the  symptoms  are  of  short  duration ; 
hence  the  numerous  failures  to  diagnose  the 
condition.  In  fact,  a physician  is  not  con- 
sulted in  many  such  cases.  If  seen  while  pain 
is  present  one  may  elicit  friction  rubs  over 
the  involved  side.  When  the  pain  has  disap- 
peared the  signs  of  fluid  in  the  pleural  cav- 
ity are  usually  elicited.  The  x-ray  is  of  great 
value  in  diagnosing  such  cases.  The  fluoro- 
scopic examination  usually  shows  oblitera- 
tion of  the  costophrenic  angle  and  lagging  or 
immobilization  of  the  diaphrogm  on  the  side 
of  the  disease.  One  may  be  able  to  see  a fluid 
line.  X-ray  films  should  be  made  in  every 
case  not  only  to  confirm  the  diagnosis  but 
also  to  aid  in  the  search  for  tuberculous  in- 
volvement in  the  lung  parenchyma.  The 
cutaneous  tuberculin  test  is  nearly  always 
markedly  positive.  The  removal  of  a small 
amount  of  fluid  to  be  centrifuged  and  studied 
under  the  microscope  and  for  animal  inocula- 
tion should  be  a routine  practice.  The  treat- 
ment consists  of  reducing  movement  of  the 
affected  side  with  adhesive  tape,  etc.,  and 
liberal  use  of  sedatives  while  pain  is  pres- 
ent. Strict  bed  rest  should  be  employed  in 
every  case  and  continued  over  three  months 
or  longer.  One  must  never  forget  that  a 
tuberculous  pleurisy  is  frequently  accom- 
panied by  parenchymal  lesions  subpleurally 
located  which  may  escape  detection  even  by 
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the  x-ray.  Therefore  the  patient  should  be 
treated  as  one  with  pulmonary  tuberculosis. 
If  marked  symptoms  such  as  temperature 
elevation,  rapid  pulse,  etc.,  exist,  the  removal 
of  a part  of  the  fluid  and  the  introduction 
of  enough  oxygen  or  filtered  air  to  bring 
about  an  atmospheric  pressure  in  the  pleural 
cavity  may  hasten  the  process.  Once  this 
is  begun  the  pneumothorax  should  be  contin- 
ued over  a considerable  period  of  time.  The 
effusion,  if  not  present  in  too  large  amounts, 
in  all  probability  is  nature’s  method  of  sep- 
arating the  visceral  from  the  parietal  pleu- 
ra. thus  relieving  the  paUent  of  pain  and 
bringing  about  partial  compression  of  the 
lung.  In  other  words,  it  is  an  attempt  to  im- 
mobilize the  parts  involved.  Therefore,  the 
fluid  should  not  be  removed  unless  pneumo- 
thorax is  begun  or  it  is  present  in  such 
large  quantities  as  to  cause  pressure  symp- 
toms. The  nroomosis  in  such  cases  is  usual- 
ly verv  good.  Even  without  treatment  many 
get  well,  but  a fair  percentage  will  later  re- 
port with  narenehvmal  tuberculosis. 

Tuberculous  pericarditis  often  accompan- 
ies nleurtsv  and  peritonitis.  Though  the 
lymphatic  channels  the  pericardial  cavitv 
communicates  verv  freQlv  with  the  peritoneal 
and  pleural  cavities.  On  the  other  hand,  tu- 
berculous pericarditis  mav  exist  in  children 
independent  of  pleurisy  aTid  peritonitis.  In 
such  cases  one  finds  disease  in  rte  mediasti- 
nal Ivmnh  nodes  or  in  som°  other  part  of 
the  body.  The  disease  usually  is  secondary 
although  somQ  authors  have  reported  it  as  a 
primary  process.  Morris  and  Lirtle  have 
made  a careful  study  of  the  physical  findings 
in  pericarditis  and  find  that  the  cardiohe- 
patic  angle  in  pericardial  effusion  is  usually 
an  acute  angle.  The  area  of  relative  cardiac 
dullness  is  pyriform  and  generally  extends 
upward  to  the  first  interspace.  Widening 
of  the  area  of  dulness  and  of  the  x-rav  shad- 
ows is  best  determined  with  the  patient  in 
the  recumbent  posture.  They  have  found  the 
most  reliable  sivn  of  fluid  in  the  pericardium 
is  shifting  of  dulness  when  the  patient  is 
changed  from  the  recumbent  to  the  erect 
posture.  They  have  also  observed  a marked 
decrease  of  visible  pulsations  in  the  shadow 
on  fluoroscopic  examination.  In  such  cases 
one  mav  also  elicit  signs  of  compression  of 
the  left  lung  posteriorly.  These  include  bron- 
chial breathing,  bronchophony  or  egophony. 
The  signs  are  particularly  noticeable  at  the 
angle  of  the  left  scapula  in  children.  The 
cutaneous  tuberculin  test  as  in  cases  of  pleu- 
risy is  of  great  value.  The  removal  of  peri- 
cardial effusion  for  direct  smear  studies  and 
animal  inoculation  is  also  of  great  value  in 
confirming  the  diagnosis.  The  treatment  con- 
sists of  strict  bed  rest  with  comfortable  at- 
mospheric conditions,  good  foods  and  close 


medical  observation.!  Aspiration  alone  appar- 
ently is  not  of  much  avail.  Pneumopericar- 
dium has  been  employed  with  good  results 
by  some  workers.  Pericardotomy  which 
brings  about  an  interior  drainage  into  the 
spaces  surrounding  the  pericardium  has  been 
practiced.  Recently  Lemaire  has  used  lipio- 
dol  in  the  treatment  of  tuberculous  pericar- 
ditis. The  prognosis  is  only  reasonably  good. 

Tuberculosis  of  the  myocardium  may  oc- 
cur in  the  form  of  large  tubercles  or  tuber- 
culous infiltration  or  miliary  tubercles.  In  a 
group  of  71  cases  aporoximately  forty  per 
cent  were  less  than  fifteen  years  o]d.  The 
symptoms  and  findings  are  palpitation,  dif- 
fuse pulsation,  \rapid  heiart  action,  feeble 
heart  sounds,  dsynnea,  cyanosis,  unconscious- 
ness. general  edema  and  sudden  death.  Usual- 
ly the  disease  is  associated  with  tuberculosis 
of  the  bronchial  lymph  nodes  and  the  lungs. 
Tuberculous  endocarditis  also  occurs  in  child- 
hood. In  such  cases  there  is  usually  no  his- 
tory of  tonsillitis,  chorea,  rheumatism  or 
scarlet  fever,  but  a tuberculous  process  is 
often  found  in  some  other  part  of  the  body. 


THE  TREATMENT  OF  THE  NEUROSES. 

M.  S.  GREGORY,  M.  D. 

Oklahoma  City,  Okla. 

(Read  before  the  New  Mexico  Medical  Society, 
at  its  Forty-Seventh  Annual  Meeting  at  Taos,  New 
Mexico,  June  12-14,  1929.) 

I feel  that  every  paoer  upon  the  treatment 
of  the  neuroses  should  first  contain  a plea 
for  a thorough  neurological  examination. 
Most  of  us,  in  the  practice  of  medicine,  be- 
come so  busy  that  we  neglect  to  give  thor- 
ough neurological  consideration  to  our  pa- 
tients. We  forget  to  take  the  deep  reflexes; 
we  forget  to  take  the  Romberg  sign ; we  for- 
get to  test  for  Babinski’s,  and  frequently 
forget  to  take  the  eye  reflexes.  If  we  just 
stop  to  consider,  we  know  that  we  can  take 
the  important  reflexes  of  the  body  in  less 
than  five  minutes,  and  I wish  to  make  a plea 
that  we  do  these  neurological  examinations 
upon  every  case  that  presents  itself;  other- 
wise, we  may  be  very  unfair  to  our  patients 
and  make  serious  mistakes. 

For  a few  moments,  let  us  consider  the 
older  conceptions  of  mental  illness.  First, 
there  came  to  us,  probably  from  religious  or- 
igin, the  idea  that  a nervous  person  was  “pos- 
sessed of  the  devil,”  and,  if  we  stop  to  con- 
sider the  history  of  the  care  of  the  mentally 
ill  for  the  past  three  thousand  years,  we  see 
what  a horrible  conception  this  was.  We  see 
how  terribly  unfair  the  people  in  the  past 
were  to  the  mentally  ill. 

Beginning  at  about  850  B.  C.,  we  find  that 
the  mentally  ill  were  well  cared  for;  that 
they  were  carried  to  the  temples  and  that 
goodness  and  mercy  were  showered  upon 
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them  in  an  attempt  to  ameliorate  their  suf- 
fering and  return  them  to  a healthy  state  of 
mind.  They  were  treated  as  human  beings. 
Then,  at  the  time  of  Hippocrates,  our  great 
hero  of  medicine,  we  find  that  he  was  treat- 
ing his  mentally  ill  in  hospitals  especially 
equipped  for  their  care.  We  may  continue 
further  and  come  down  to  Egypt  and  find 
that  they  had  mental  hospitals  long  before 
the  time  of  Christ.  Then,  shortly  after  the 
beginning  of  the  Christian  era,  we  find  that 
the  mental  hospitals  had  disappeared  out  of 
Egypt  and  were  disappearing  from  the  civil- 
ized world,  generally.  We  find  that  the  men- 
tal hospitals  had  completely  disappeared  by 
300  A.D.,  and  from  300  A.D.  to  the  begin- 
ning of  the  nineteenth  century  constitutes 
fifteen  hundred  years  of  the  greatest  perse- 
cution that  the  human  family  ever  visited 
upon  its  members.  The  mentally  ill  were 
chained  up  in  dungeons ; they  were  punished ; 
they  were  whipped;  they  were  scourged,  and 
were  frequently  put  to  death  because  of  their 
illness.  This  treatment  of  them  rested  upon 
the  idea  that  they  were  possessed  of  the 
devil. 

In  the  beginning  of  the  nineteenth  century, 
that  is,  about  1820,  Dorothea  Dix,  a school- 
teacher in  Massachusetts,  began  to  investi- 
gate the  alms  houses  of  that  commonwealth. 
She  found  the  most  horrible  conditions  ex- 
isting everywhere.  She  went  before  the  leg- 
islature of  that  state  and  made  a report, 
which  they  failed  to  believe.  However,  they 
conducted  their  individual  investigations  in- 
to the  horrors  of  the  alms  houses,  and  a revo- 
lution in  the  care  of  the  mentally  ill  was 
started  by  this  little  schoolteacher,  which 
revolution  spread  to  all  the  civilized  coun- 
tries of  the  world. 

Even  at  the  present  time,  with  all  of  our 
advanced  ideas  in  civilization,  we  frequently 
hold  the  nervous  individual  responsible  for 
his  nervousness.  Only  recently,  a professor 
of  medicine  said,  “neurotic,  erotic  and  tom- 
my-rotic.”  He  expressed  in  this  short  sen- 
tence his  contempt  for  the  nervously  ill. 

The  twentieth  century  brought  with  it 
some  newer  conceptions  of  mental  illness. 
The  psychologist  of  the  present  century  has 
been  doing  some  remarkable  work. 

First,  we  must  consider,  just  for  a mo- 
ment, behaviorism.  Behaviorism  is  the  type 
of  psychology  brought  out  by  Professor  Wat- 
son and  his  school,  the  central  idea  being 
that  all  human  conduct  and  all  behavior  is  a 
conditioned  reflex,  the  reflexes  being  practi- 
cally unconscious  to  the  individual.  The  sec- 
ond hypothesis  that  has  been  gaining  ground 
during  the  past  thirty  years  is  the  hypothe- 
sis of  the  “unconscious.”  The  hypothesis  of 
the  unconscious  can  very  well  be  stated  as 


taking  the  conditioned  reflexes  of  “behavior- 
ism” and  permeating  them  with  emotion ; 
that  is,  hate,  fear  and  love  are  somehow  com- 
bined with  the  whole  of  human  conduct.  The 
hypothesis  of  the  unconscious  carries  with 
it  the  idea  that  we  are  controlled  very  large- 
ly by  the  thing  which  we  call  the  unconscious 
mind;  that  the  motivating  influences  of  life 
are  very  largely  unconscious  to  us.  Some  of 
the  best  investigators  believe  that  ninety 
per  cent  of  human  conduct  is  motivated  by 
the  unknown.  Behaviorism  is  generally 
taugh(t  in  the  American  University.  The 
hypothesis  of  the  unconscious  is  not  so  uni- 
versally taught  west  of  the  Mississippi  River 
as  east,  and  I am  very  sorry  to  say  that  but 
few  medical  schools  are  teaching  either  type 
of  psychology. 

In  the  treatment  of  the  neurotic  or  the 
psychoneurotic  individual,  we  must  always 
take  into  consideration  what  is  frequently 
spoken  of  as  “the  transfer.”  The  transfer, 
as  I discuss  it  here,  means  that  confidence 
which  exists  between  the  patient  and  the 
physician.  Almost  never  does  a patient  go 
to  a physician  who  has  not,  first  somehow 
established  a confidence  in  this  physician.  In 
order  to  do  the  very  best  work  with  any  in- 
dividual with  a neurosis,  this  transfer  must 
be  very  good  and,  as  we  say,  positive.  As 
this  transfer  becomes  more  and  more  com- 
plete and  the  confidence  better,  more  and 
more  the  physician  takes  the  part  of  the 
father.  That  is  the  way  it  should  be,  be- 
cause all  people  with  a neurosis  are  more  or 
less  infantile  and  very  naturally  make  this 
sort  of  a transfer  to  the  physician.  Some- 
times, without  any  apparent  reason,  this  pos- 
itive transfer  becomes  negative  and  the  pa- 
tient very  quickly  develops  an  extreme  ha- 
tred of  the  physician.  She  leaves  his  office 
in  a rage  and  may  spend  many  weeks  or 
months  scandalizing  and  criticizing  the 
physician  in  whom,  until  recently,  she  had 
perfect  confidence.  This  experience,  I am 
sure,  many  physicians  present  have  had. 

Bearing  in  mind  the  hypothesis  of  the  con- 
ditioned reflex,  which  behaviorism  teaches, 
and  especially  holding  in  mind  the  hypothe- 
sis of  the  unconscious,  and  that  the  patient 
is  not  responsible  for  his  illness,  we  will  now 
take  up  the  discussion  of  treatment. 

Suggestive  therapeutics  is  perhaps  the  old- 
est form  of  mental  treatment  known,  and,  in 
the  hands  of  many  people,  it  has  carried 
along  many  neurotic  individuals,  but  because 
all  neuroses  are  due  to  conflicts,  largely  in 
the  unconscious  mind,  this  sort  of  treatment 
is  never  thoroughly  curative.  However,  a 
physician  with  a strong  personality  who  be- 
comes the  dominant  and  dominating  father, 
in  the  presence  of  the  patient,  may  make 
strong  suggestions  of  health  to  the  indivi- 
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dual,  and  for  a time,  at  least,  the  patient  op- 
erates upon  these  suggestions  and  feels  a 
sens'*  of  relief ; but  suggestive  therapeutics  is 
never  curative,  it  is  only  palliative.  A great 
deal  of  electrical  therapy  and  other  physical 
applications,  have  value,  largely  in  reinforc- 
ing suggestion ; however,  when  the  faith  and 
confidence  of  the  patient  in  the  physician 
is  broken,  the  patient  is  usually  worse  than 
before.  But,  in  the  hands  of  many  physi- 
cians, suggestion  is  a strong  therapeutic 
agent. 

Another  type  of  treatment,  which  is  used 
by  many  neurologists,  is  frankly  explaining 
to  the  patient  what  constitutes  a neurosis. 
This  is  done  purely  as  an  explanation,  and 
never  as  a criticism.  This  explanation,  to- 
gether with  the  assurance  that  there  is  no 
organic  disease,  proves  enough  for  a large 
class  of  mildly  nervous  patients.  Of  course, 
this  is  always  preceded  by  a thorough  neuro- 
logical examination. 

One  of  the  best  treatments  for  the  neu- 
rotic individual  is  to  let  this  victim  of  a neu- 
rosis talk.  Let  him  talk  freely;  let  him  tell 
his  story ; let  him  talk  as  long  as  he  will  talk, 
providing  there  is  time  to  listen.  Let  him 
tell  his  troubles ; let  him  lay  bare  his  family 
troubles  or  his  fancied  troubles.  Let  him  feel 
that  whatever  is  told  will  never  be  repeated. 
Very  frequently  this  talking,  this  telling  of 
his  troubles,  will  lessen  the  inner  tensions  to 
such  an  extent  that  they  are  definitely  re- 
lieved. Let  him  tell  his  conflicts ; let  him  dis- 
cuss the  things  which  he  wishes  to  do  and 
the  things  which  he  wishes  not  to  do.  Let 
him  discuss  his  sense  of  guilt,  and  remem- 
ber that  every  victim  of  a neurosis  has  a 
morbid  sense  of  guilt  buried  somewhere  in 
his  unconscious.  Let  the  patient  talk  all  of 
this  material ; let  him  talk  it  freely;  but  here 
I wish  to  warn  you  against  one  of  the  great- 
est dangers  possible,  and  that  is  the  danger 
of  advising  one  with  a neurosis.  One  can 
never  advise  a patient  relative  to  family  af- 
fairs ; one  can  never  advise  a patient  relative 
to  the  sense  of  guilt;  one  can  only  explain. 
Above  all,  one  must  never  advise  a patient 
to  go  against  his  moral  sense  of  right  and 
wrong.  Many  men  and  many  women  have 
been  driven  to  state  hospitals  by  attempting 
to  follow  advice  wrongly  given,  which  advice 
led  them  into  the  thing  which  they  them- 
selves consider  immoral. 

The  severer  types  of  the  neuroses,  which 
will  not  yield  to  the  types  of  treatments  al- 
ready suggested,  may  be  treated  by  analysis. 
Certain  types  of  analysis  have  been  running 
through  the  treatment  of  people  with  neuro- 
ses, for  all  the  ages.  Letting  the  patient  tell 
his  story  constitutes  a mild  analysis.  It  re- 
mained for  the  Vienna  School  of  Psychiatry 


to  develop  the  idea  of  the  unconscious  and 
the  idea  of  making  the  unconscious  largely 
conscious,  bringing  up  the  conflicts,  bringing 
up  the  repressed  hate  and  the  repressed  fear 
into  the  conscious  mind.  This  is  what  is 
known  today  in  psychiatry  as  psychoanaly- 
sis. Freud  began  his  work  about  thirty-five 
years  ago.  His  work  was  quickly  taken  up 
and  improved  upon  by  such  men  as  Sadger, 
Jung,  Ferenczi,  and  in  England  by  Jones,  and 
in  America  by  Brill,  Jelleffe,  Kempf  and 
Superintendent  W.  A.  White  of  the  Federal 
Insane  Asylum.  This  method  of  attacking 
the  human  mind  has  been  received  by  some 
as  a great  advance  in  mental  therapeutics; 
by  others  it  has  received  extreme  criticism; 
but,  on  the  whole,  this  method  is  gaining 
ground  throughout  the  civilized  world.  In 
order  to  apply  this  method  of  therapeutics, 
the  patient  must  know  that  he  is  ill;  he 
must  know  that  he  has  suffered,  and  that  he 
wants  to  get  well.  Many  neurotic  patients  do 
not  want  to  get  well;  they  are  unconscious- 
ly happy  in  their  suffering.  The  suffering 
brings  to  them  an  infantile  pleasure,  which 
meeting  reality  as  an  adult  would  fail  to  give. 
They  must  be  willing  to  work,  because  nine- 
ty-five per  cent  of  the  work  is  done  by  the 
patient.  The  patient  being  analyzed  comes 
into  the  private  office,  lies  down  upon  a 
couch,  with  a physician  out  of  sight,  and 
the  patient  proceeds  to  discuss  and  to  tell 
anything,  and  everything,  which  passes 
through  his  mind.  The  physician,  if  he  be 
well  trained  and  has  been  analyzed  himself, 
will,  for  the  first  fifty  or  sixty  hours,  say 
very  little,  and  then  very  carefully  attempt 
to  explain  some  of  the  mental  mechanisms 
which  the  individual  has  laid  bare  by  his 
“free  association.”  This  “free  association” 
means  to  tell  anything  that  floats  through 
the  mind,  no  matter  where  the  conversation 
leads.  In  this  way,  and  this  way  only,  can 
the  disturbing  mechanisms  located  in  the 
hypothetical  thing  called  the  unconscious 
mind,  be  brought  to  the  surface  and  discuss- 
ed in  the  light  of  adult  reasoning. 

A moment  ago  I said  that  the  physician 
himself  must  have  been  analyzed.  He  must 
have  been  analyzed,  otherwise  he  would  be 
attempting  to  advise  and  explain  the  pa- 
tientt’s  conduct  upon  his  own  unconscious 
wishes.  In  all  treatment  of  the  neuroses,  we 
must  keep  in  mind  that  the  nervous  individ- 
ual has  a vast  amount  of  infantile  material 
which  he  has  carried  over  from  his  early 
life,  otherwise  he  would  not  be  a neurotic. 
We  must  keep  in  mind  that  his  conduct  is 
based  largely  upon  the  mistakes  and  errors 
in  his  training  before  ten  years  of  age;  in 
fact,  the  great  majority  of  the  mechanisms 
motivating  the  conscious  adult  life  were  built 
when  the  patient  was  very  young. 
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Then,  too,  there  is  a great  class  of  patients 
who  are  so  infantile  that  they  must  be  hos- 
pitalized, and  frequently  put  to  bed  and  re- 
ceive the  care  intended  for  infants.  Here,  I 
wish  to  warn  against  the  so-called  “rest 
treatment.”  Of  course,  as  Oberndorf  of  New 
York  City  says,  “It  relieves  the  physician  of 
work  and  allows  the  patient  to  make  his  re- 
gression.” Yet,  I wish  to  emphasize  the  fact 
that  hosoitalization,  rest  and  physio-therapy 
in  the  proper  hands,  brines  great  relief  to  a 
great  class  of  patients.  The  central  idea  in 
this,  as  in  all  types  of  treatment,  should  be 
to  convert  the  infantile  neurotic  patient  into 
a well  adult. 


TRANSVERSE  SUPRACLAVICULAR  IN- 
CISION FOR  PHRENECTOMY  OR 
PHRENIC  NERVE  AVULSION. 

CASPER  F.  HEGNER,  M.  D. 

Denver,  Colo. 

(Read  before  the  New  Mexico  Medical  Society,  at 
its  Forty-Seventh  Annual  Meeting,  at  Taos,  New 
Mexico,  June  12-14,  1929.) 

The  addition  of  surgical  procedures  to  the 
armamentarium  of  the  phthisiotherapist 
marks  a decided  advance  in  the  treatment  of 
selected  cases  of  pulmonary  tuberculosis. 

No  surgical  operation,  however  extensive, 
can  eradicate  tuberculosis,  especially  in  the 
lung.  Surgery  can  never  suoersede  medical 
and  sanatorium  treatment  of  pulmonary  tu- 
berculosis. It  is  not  a substitute  for  the  old- 
er accepted  forms  of  treatment,  but  it  is  a 
most  important  supplement  to  all  forms  of 
treatment,  when,  after  a reasonable  trial, 
these  fail  to  arrest  the  activity  of  the  les- 
ions. It  shortens  and  makes  more  certain 
favorable  progress  in  that  class  of  cases 
which,  without  the  advantages  of  surgery, 
would  be  hopeless. 

To  be  of  value  in  pulmonary  tuberculosis, 
surgery  must  be  invoked  before  the  patient’s 
reserve  is  depleted.  There  are  a number  of 
cases  which,  in  the  judgment  of  an  experi- 
enced phthisiologist  are  unfavorable  from  the 
onset;  many  more  cases  which  improve  and 
for  a time  remain  stationary,  then,  even  un- 
der ideal  conditions,  more  or  less  rapidly  de- 
cline. These  cases  are  unable  to  establish  a 
resistance  balance  against  the  disease.  A 
careful  clinical  and  roentgenological  study 
will  frequently  disclose  intrathoracic  factors 
which  if  overcome  would  be  of  inestimable 
value  in  restoring  a resistance  balance  to  the 
disease. 

The  interest  of  these  patients  can  be  best 
served  by  the  cooperation  between  the  in- 
ternist, who  early  recognizes  the  limitations 
of  his  therapy,  and  the  surgeon,  who  appreci- 
ates the  substandard  character  of  these  sur- 
gical risks. 

The  least  formidable  of  the  surgical  opera- 


tions for  tuberculosis  of  the  lungs  is  phrenec- 
tomy,  or  phrenic  nerve  avulsion. 

Phrenic  nerve  avulsion  is  a comparative- 
ly minor  operation,  performed  under  local 
anesthesia.  It  frequently  leads  to  marked 
improvement.  This  improvement,  as  a rule, 
is  only  temporary.  In  exceptional  cases  a 
clinical  cure  may  be  effected. 

There  are  three  types  of  incisions:  (a) 
vertical,  (b)  high  transverse,  (c)  low  trans- 
verse, or  supraclavicular. 

The  supraclavicular  incision  recommended 
by  Schreiber,  of  Davos,  has  several  advant- 
ages over  the  other  two.  It  affords  more 
room;  the  landmarks  are  more  easily  deter- 
mined; the  course  of  the  nerve  low  in  the 
neck  below  the  omohyoid  muscle  is  less  vari- 
able ancl  less  likely  to  be  mistaken  for  other 
nerves.  The  adhesions  to  the  sheath  of  the 
scalenus  anticus  muscle  and  cervical  fascia 
at  the  apex  of  the  thorax,  which  may  inter- 
fere with  the  extraction  of  an  adequate 
length  of  nerve,  are  more  accessible  and  more 
easily  separated  than  through  the  higher  in- 
cision. The  resultant  scar  is  inconspicuous. 
The  internal  jugular,  and  occasionally  a high- 
lying  subclavian  vein,  may  add  a difficulty. 
These  should  always  be  identified  and  re- 
tracted. Recognizing  and  guarding  important 
and  dangerous  structures  is  the  best  assur- 
ance for  safety. 

The  patient  lies  on  his  back  with  head  ex- 
tended and  turned  to  opposite  side.  The  area 
is  prepared,  skin  iodized,  scalenus  anticus 
muscle  palpated;  the  line  of  proposed  inci- 
sion, centering  over  the  scalenus  anticus 
muscle,  is  marked  by  a delicate  scratch  with 
a needle.  Area  carefully  toweled,  about  10 
c.c.  one-half  of  one  per  cent  novocain  infil- 
trated in  the  skin  and  platysma  myoides 
muscle.  Skm  and  platysma  muscle  are  in- 
cised ; usually  one  or  two  veins  must  be  ligat- 
ed; the  scalenus  is  identified  and  exposed  by 
retracting  the  sternocleidomastoid  muscle 
and  internal  jugular  vein  forward  and  the 
omohyoid  muscle  backward.  The  areolar  tis- 
sue over  the  muscle,  with  occasional  lymph 
glands,  is  retracted  and  the  phrenic  nerve 
can  usually  be  seen  running  downward,  for- 
ward and  inward  across  the  scalenus  muscle. 
In  a few  cases  it  may  traverse  the  mesial 
surface  of  the  muscle  or  lie  beneath  the  fas- 
cia. The  nerve  is  lightly  pinched  with  a for- 
ceps to  elicit  a diaphragmatic  reflex.  The 
pinching  of  the  nerve  stimulates  sudden  con- 
traction of  the  diaphragm,  causing  an  audible 
inspiratory  effort.  Tins  positively  identifies 
the  phrenic  nerve.  The  nerve  within  its 
sheath  is  then  isolated,  pulled  up  on  a hook, 
injected  with  a few  drops  of  one-half  per 
cent  novocain,  is  then  clamped  with  a blunt 
straight  forceps  and  slowly  retracted  by  roll- 
ing, windlass  fashion,  on  the  forceps.  The  tip 
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of  this  forceps  may  be  steadied  in  the  ring  of 
another  forceps ; slow,  steady  traction  is  con- 
tinued, relaxing  with  contraction  of  the  dia- 
phragm, which  causes  considerable  tugging 
and  oscillation  of  the  forceps.  About  four  to 
four  and  one-half  inches  of  the  nerve  must 
be  withdrawn  in  order  to  interrupt  the  con- 
ductivity of  the  accessory  phrenic  nerves, 
which  are  present  in  twenty  to  twenty-five 
per  cent  of  individuals.  An  accessory  phrenic 
nerve  from  the  fifth  cervical  may  be  identi- 
fied when  the  supraclavicular  incision  is 
used.  Should  the  phrenic  nerve  break  in  at- 
tempts &t  extraction,  an  accessory  nerve 
should  be  sought  and  sectioned  according  to 
the  procedure  of  Goetze.  In  extracting  the 
nerve,  patients  may  complain  of  pain  low  in 
the  side,  deep  in  the  chest  or  in  the  region  of 
the  heart.  The  heart  may  become  slow,  rapid 
or  irregular.  Small  veins  may  be  torn,  which 
bleed  for  a moment  or  two.  The  wound  is 
closed  by  a stitch  or  two  in  the  cervical  fas- 
cia; another  running  stitch  approximates  the 
platysma  muscle,  and  skin  clips  close  the 
skin.  A small  dressing,  held  by  strips  of  ad- 
hesive, completes  the  operation. 

The  dangers  of  phrenic  nerve  avulsion  are 
hemorrhage  or  air  embolus  through  a tear  in 
a large  vein ; mediastinitis  from  opening  an 
infected  area  along  the  course  of  a very  ad- 
herent nerve ; pericarditis ; damage  to  the 
sympathetic  with  ptosis  of  the  eyelid ; sec- 
tion of  a nerve  other  than  the  phrenic. 

The  purpose  of  phrenic  nerve  operation  is 
to  secure  localized  physiological  rest  by  par- 
alyzing the  corresponding  half  of  the  dia- 
phragm. 

The  effects  of  paraylsis  of  the  half  of  the 
diaphragm  are  elimination  of  the  piston-like 
action  of  the  diaphragm  with  each  respira- 
tory cycle.  The  diaphragm  atrophies  and 
rises  in  the  chest,  thereby  diminishing  the 
capacity  of  that  half  of  the  thorax  one-sixth 
to  one-third.  Adhesions  at  the  base ; fibrous 
bands  not  only  at  the  base  but  also  those  ex- 
tending upward  toward  the  apex  of  the  lung, 
are  relaxed.  This  favors  contraction  of  cavi- 
ties. The  work  of  the  corresponding  lung  is 
diminished.  Its  circulation  of  blood  and 
lymph  is  retarded.  By  this  stasis  toxins  of 
lesions  within  the  lung  and  pleura  are  more 
localized.  Gaseous  interchange  within  the 
lung  is  reduced.  The  lung  is  in  a state  of  par- 
tial rest.  The  inactive  diaphragm,  with  sta- 
sis of  blood  and  lymph,  materially  restricts 
absorption  of  air  or  fluids  from  the  pleural 
space.  This  is  of  importance  in  induced 
pneumothorax;  necessary  refills  are  less  fre- 
quent. The  relaxed  and  retracted  diaphragm 
modifies  intrapleural  stress.  The  induced 
pneumothorax  becomes  more  selective,  hence, 
rr|ore  efficient.  Greater  compression  with 
lower  pressurse  can  be  obtained. 


The  diminished  work  of  the  corresponding 
lung  throws  a greater  amount  of  work  on 
the  contralateral  lung.  This  increased  func- 
tion is  a valuable  index  of  the  ability  of  the 
contralateral  lung  to  assume  the  burden  of 
respiration,  and  tests  the  status  of  quiescent 
or  suspicious  lesions  that  may  be  present 
within  the  lung.  From  these  observations 
accurate  deductions  may  be  made  as  to  the 
advisability  of  performing  more  formidable 
operations  for  surgical  collapse. 

The  atrophied  relaxed  diaphragm  offers 
little  resistance  to  intra-abdominal  pressure. 
The  upward  unimpeded  force  of  the  abdomi- 
nal press  makes  coughing  easier  and  more 
productive ; hence,  less  frequent.  The  amount 
of  sputum  diminishes  and  changes  in  char- 
acter with  the  improvement  of  the  lesions. 

INDICATIONS 

(1)  As  an  adjunct  to  pneumothorax. 

(2)  As  a test  of  the  status  of  lesions 
within,  and  the  respiratory  capacity  of,  the 
contralateral  lung  preliminary  to  thoraco- 
plasty. 

(3)  Unilateral  lower  lobe  lesions. 

(4)  Extensive  unilateral  disease  with 
slightly  active  or  quiescent  lesions  in  the  op- 
posite lung. 

(5)  When  adequate  pneumothorax  can- 
not be  induced. 

(6)  When  thoracoplasty  is  inadvisable. 

(7)  In  non-tuberculous  lower  lobe  lesions, 
bronchiectatic  or  other  suppurations  not  con- 
t rolled  by  pneumothorax. 

(8)  As  a preliminary  stage  to  operations 
for  diaphragmatic  hernia. 


TEN  YEARS  AGO 

G.  S.  LUCKETT,  M.  D. 

Santa  Fe,  N.  M. 

(Read  before  the  Pecos  Valley  Medical  Associa- 
tion, at  their  annual  meeting  held  at  Roswell,  N.  M., 
Oct.  12,  1929.) 

Just  ten  years  ago  last  month,  the  New 
Mexico  State  Department  of  Health  was  or- 
ganized and  commenced  to  function.  Two 
months  earlier,  Surgeon  C.  E.  Waller,  of  the 
U.  S.  Public  Health  Service,  had  taken  up 
his  duties  as  Commissioner  of  Health  at  the 
invitation  of  Governor  Larrazolo  and  the 
State  Board  of  Health.  This  had  come  about 
as  the  result  of  a new  law  passed  by  the  1919 
legislature.  The  law,  in  turn,  had  resulted 
from  effective  public  presentation  of  the 
subject  by  interested  individuals  and  groups, 
notably,  the  State  Medical  Society  and  the 
State  Tuberculosis  Association.  At  the  invi- 
tation of  the  latter,  the  U.  S.  Public  Health 
Service  had  previously  detailed  Surgeon  J. 
W.  Kerr  to  survey  our  needs  and  make  rec- 
ommendations. 

Some  of  the  salient  points  in  his  report1, 
made  in  1918,  form  a background  for  the 
present  historical  sketch. 
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“As  required  by  law,  the  State  Board  of 
Health  consists  of  seven  members,  who 
must  be  reputable  physicians  and  residents 
of  the  state  for  periods  of  five  years  or  more. 
. ...  In  the  discharge  of  their  duties  board 
members  receive  $5  per  day  and  necessary 
expenses.” 

The  powers  and  duties  of  this  Board  were 
numerous,  but  reflected  chiefly  the  older 
views  on  the  transmission  of  disease.  For 
example,  one  paragraph  of  the  law  reads, 
“To  convince  local  courts  of  danger  of  infec- 
tious baggage,  clothing,  or  goods  of  other 
kind;  it  then  being  the  duty  of  the  sheriff 
or  constable  to  establish  guards  when  they 
are  necessary.  The  warrant  from  the  court 
requiring  police  officers  to  act  may  also  re- 
quire the  police  officers,  under  the  direction 
of  the  Board  of  Health,  to  rent,  impress,  or 
otherwise  procure  convenient  storage  places 
for  infected  goods.” 

In  all,  there  are  twenty  specific  items  in 
this  list  of  powers  and  duties.  Yet  the  Board 
had  no  appropriation  of  any  kind.  Its  only 
income  was  that  derived  from  fees  collected 
for  issuing  medical  licenses.  Such  health 
supervision  as  it  gave  to  the  State  was  at 
the  personal  expense  of  its  members.  That 
they  did  anything  whatsoever  under  such 
discouraging  conditions  demonstrates  the 
high  ethical  standards  of  the  profession.  It 
is  recorded  that  on  one  occasion  smallpox  in 
this  State  became  so  great  an  annoyance  to 
some  of  our  neighbors  that  they  complained 
to  the  Governor.  It  seems  that  the  Board 
actually  had  a cash  balance  of  $150,  at  that 
time,  which  the  Governor  directed  them  to 
spend  in  controlling  the  disease.  Today  the 
situation  is  completely  reversed:  the  State 
Board  of  Medical  Examiners  never  has  a bal- 
ance, and  the  surrounding  states  usually 
send  us  their  smallpox. 

Through  the  State  Council  of  Defense, 
funds  were  made  available  for  the  control 
of  venereal  diseases,  during  the  war.  This 
undoubtedly  stimulated  interest  in  a better 
general  health  program. 

County  and  city  health  officers  had  about 
the  same  powers  that  they  have  now,  but 
chiefly  under  regulations  passed  by  boards 
of  county  commissioners  or  under  city  ordi- 
nances. Two  counties  employed  public  health 
nurses,  supported,  in  part  at  least,  by  Red 
Cross  funds.  Commenting  on  health  activi- 
ties in  cities  and  towns,  Dr.  Kerr’s  report 
notes : 

“In  most  of  the  cities  and  towns  visited, 
the  public  health  activities  undertaken  are 
decidedly  limited,  due  for  the  most  part  to 
lack  of  facilities  and  absence  of  coordinated 
effort  on  the  part  of  the  state  and  local  offi- 
cials. In  certain  places,  excellent  work  was 
being  done  along  restricted  lines  and  in  one 


or  two,  satisfactory  records  were  being  kept 
of  limited  activities,  but  in  others,  little 
was  being  accomplished.  This  was  due,  in 
part  at  least,  to  lack  of  general  leadership. 
Furthermore,  in  a number  of  places  there 
was  evident  need  for  reconsideration  of  rela- 
tive values  of  the  different  activities  and 
their  revision  accordingly.” 

Taking  up  again  the  status  of  State  health 
work,  the  report  continues: 

“The  communicable  diseases  are  not  ade- 
quately reported  to  any  local  health  office 
visited,  nor  properly  recorded,  and  the  State 
Board  of  Health  has  no  records  of  cases  of 
outbreaks  of  any  kind.  While  the  difficulties 
of  securing  notification  are  recognized,  these 
can  be  overcome  in  New  Mexico  sufficient- 
ly to  provide  useful  data 

“The  recording  of  births  and  deaths  is 
also  most  defective.  Again  it  is  found  that 
the  State  Board  of  Health  has  no  records 
whatever  and  the  city  and  county  clerks’ 
records  are  practically  worthless  for  statisti- 
cal purposes  except  in  one  or  two  cities 

“As  previously  stated  the  State  Board  of 
Health  is  charged  with  investigations  of 
‘nuisances,  sources  of  filth,  and  causes  of 
sickness.’  It  has  not  been  in  position  to  do 
this  by  reason  of  lack  of  funds.  At  the  time 
of  this  survey  outbreaks  of  influenza  and 
typhoid  fever  were  reported  to  be  widely 
prevalent 

“As  a means  to  prevent  sickness,  State 
laws  have  been  enacted  relating  to  the 
slaughtering  and  handling  of  meats,  preven- 
tion of  pollution  of  watercourses,  disposal 
of  refuse,  sale  of  damaged  or  unwholesome 
food  or  drink,  adulteration  of  drugs,  and 
sale  of  poisons;  but  the  laws  do  not  state 
who  shall  enforce  them,  and  there  is  no  fund 
provided  with  which  to  do  so.  In  conse- 
quence, they  are  not  enforced.” 

Speaking  of  laboratory  facilities,  the  re- 
port points  out  that,  “Practically  every  state, 
for  instance,  now  makes  release  from  quar- 
antine on  account  of  diphtheria,  dependent 
on  laboratory  tests.  It  is  the  only  safe  way, 
yet  New  Mexico  is  without  such  aid,  and  no 
city  or  town  in  the  state  is  known  to  be  pro- 
vided with  a municipal  laboratory.  Next  to 
an  experienced  full-time  state  health  officer, 
this  is  the  greatest  health  need  of  the  state. 
It  should  be  provided  without  delay.” 

The  relationship  that  should  exist  be- 
tween state  and  local  health  authorities  is 
well  summed  up  by  Dr.  Kerr: 

“In  New  Mexico,  counties  and  towns  gen- 
erally have  health  authorities,  but  without 
a functioning  state  health  agency  they  are 
like  a family  without  a head.  In  health  mat- 
ters no  county  or  town  is  independent  of 
the  others  or  of  the  state  of  which  it  is  a 
unit.  Local  health  officers  should  accord- 
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ingly  be  able  to  look  to  a state  health 
agency  for  leadership  and  uniform  regula- 
itons  as  aids  in  the  enforcement  of  state 
laws;  and  should  the  local  authorities  fail, 
or  refuse,  to  enforce  such  regulations  or  to 
protect  otherwise  the  public  health,  it 
should  be  the  duty  of  the  state  to  do  so  at 
local  expense.” 

In  1921,  the  State  Department  of  Health 
was  merged  with  the  Child  Welfare  service 
under  a new  board,  known  as  the  State 
Board  of  Public  Welfare.  The  two  agencies 
became  the  Bureau  of  Health  and  the  Bu- 
reau of  Child  Welfare,  respectively,  in  the 
State  Department  of  Public  Welfare.  Each 
has  its  own  Director,  appointed  by  the  State 
Board,  and  each  had  delegated  to  it  the 
powers  and  duties  formerly  possessed  by 
its  parent  organization. 

Progress  made  so  far  in  developing  a mod- 
em public  health  program  for  the  State, 
may  best  be  demonstrated  by  comparing  Dr. 
Kerr’s  recommendations  with  what  has  actu- 
ally been  done  to  make  them  effective.  His 
suggestions  will  be  taken  up  in  the  order  in 
which  his  report  presents  them  and  briefly 
commented  upon. 

1.  “That  the  present  State  Board  of  Health 
and  Medical  Examiners  be  desienated  in 
law  as  a State  Board  of  Medical  Examiners 
and  its  duties  relate  thereafter  to  the  en- 
forcement of  acts  to  regulate  the  practice 
of  medicine.” 

This  was  done  in  1919. 

2.  “That  a State  department  of  health  be 
created  to  exercise  all  the  powers  and  per- 
form all  the  duties  in  respect  to  health  im- 
posed by  law  on  the  State  Board  of  Health 
and  Medical  Examiners.” 

This  was  done  in  1919. 

3.  “That  the  department  of  health  consist 
of  a commissioner  of  health  and  a public 
health  council.” 

This  was  done  in  1919,  but  the  “council” 
became  a Board  with  regulatory  powers. 

4.  “That  the  commissioner  of  health  be 
selected  solely  on  merit  and  apnointed  by  the 
council  of  health,  with  the  approval  of  the 
governor,  at  a salary  of  not  less  than  $3,500 
per  annum;  that  he  be  a physician  skilled  in 
sanitary  science  and  experienced  in  public 
health  administration ; that  he  be  prohibited 
from  engaging  in  any  but  official  business; 
that  he  Joe  authorized  and  charged  with  the 
administration  of  the  laws  and  the  regula- 
tions issued  thereunder  by  the  department, 
and  the  preparatioin  of  regulations  for  the 
consideration  of  the  council  of  health  and, 
with  the  approval  of  the  council,  the  appoint- 
ment and  removal  of  subordinates  in  the  de- 
partment.” 

Carried  out  substantially  as  outilned,  ex- 


cept that  appointment  of  the  health  officer 
does  not  require  the  governor’s  approval. 

5.  “That  the  council  of  health  consist  of 
the  commissioner  of  health  ex-officio  and 
five  members,  at  least  three  of  whom  shall 
be  physicians,  all  to  be  public-spirited  and 
the  five  last-mentioned  to  be  appointed  by 
the  governor  in  such  manner  that  the  term 
of  office  of  one  of  them  shall  expire  each 
year.” 

The  present  State  Board  of  Public  Welfare 
consists  of  five  members  appointed  by  the 
Governor  for  terms  of  six  years.  Either  one 
or  two  terms  expire  each  two  years.  The 
law  does  not  specify  whether  physicians  be 
members  or  not.  The  State  Director  of 
Health  is  not  a member  of  the  Board,  but  its 
emp’oye  and  executive  officer,  exercising  its 
health  function.  Authority  was  granted  the 
Director  as  suggested.  His  salary  was  fixed 
by  law  at  not  over  $4,000. 

6.  “That  the  council  of  health  be  empow- 
ered to  promulgate  regulations,  to  consider 
public  health  plans,  appeals  and  appoint- 
ments, and  to  submit  annually  to  the  legisla- 
tive assembly,  through  the  governor,  a report 
of  the  recommendations  as  to  needed  legis- 
lation.” 

This  was  provided  for  in  the  laws  of  1919. 

7.  “That  the  public  health  council  meet  at 
least  once  annually  and  on  call  of  the  com- 
missioner or  on  request  of  any  three  mem- 
bers, to  consider  and  advise  in  respect  to 
health  matters,  and  that  its  members  receive 
necessary  traveling  expenses  incurred  in  at- 
tending conferences.” 

The  State  Board  of  Public  Welfare  meets 
monthly  and  also  at  the  call  of  its  president 
or  a majority  of  the  members.  Traveling  ex- 
penses are  paid. 

8.  “That  the  commissioner  of  health  be  re- 
quired by  law  to  attend  conferences  of  state 
and  territorial  health  officers  convened  by 
the  Surgeon  General  of  the  United  States 
Public  Health  Service  under  the  act  of  Con- 
gress approved  July  1,  1902.” 

This  was  not  specified  in  the  law,  but  is 
allowed  when  funds  permit. 

9.  “That  the  ragulat’ons,  not  inconsistent 
with  Federal  or  State  laws,  promulgated  by 
the  council  of  health  be  given  the  force  and 
effect  of  law  and  be  made  the  minimum  re- 
quirements of  localities  throughout  the 
State.  That  the  commissioner  of  health  be 
empowered  to  enforce  said  regulations  to 
prevent  disease  in  any  localities  whose  au- 
thorities fail  or  refuse  to  do  so.” 

All  of  this  became  law  in  1919. 

10.  “That  a sanitary  engineer  be  appoint- 
ed by  the  commissioner  with  the  approval 
of  the  council  of  health  at  a salary  of  not 
less  than  $2,500  per  annum.  That  he  make 
inspections  and  laboratory  examinations  re- 
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lating  to  the  purity  of  water  and  milk  sup- 
plies, and  the  disposal  of  sewage,  garbage, 
and  wastes,  and  otherwise  aid  in  the  hand- 
ling of  sanitary  engineering  matters  affect- 
ing the  prevention  of  disease  in  towns  and 
counties  of  the  State.” 

A traveling  sanitary  engineer  has  been  on 
the  staff  since  1919.  Every  public  water 
supply  and  sewage  disposal  plant  has  been 
under  his  constant  supervision.  Other _ san- 
itary problems  also  come  under  his  jurisdic- 
tion, and  he  has  made  such  effort  as  time 
and  funds  permit  to  improve  milk  handling. 

11.  “That  a bacteriologist  be  appointed  by 
the  commissioner  of  health,  with  the  approv- 
al of  the  council  of  public  health,  at  not  less 
than  $2,000  per  annum,  to  have  immediate 
charge  of  the  laboratory  of  hygiene  to  be 
recommended  later.” 

This  appointment  was  made  in  1920. 

12.  “That  a vital  statistician  be  appointed 
by  the  commissioner  of  health,  with  the  ap- 
proval of  the  council  of  health,  at  a salary 
of  at  least  $2,000  per  annum,  to  collect  and 
compile  under  the  direction  of  the  commis- 
sioner, reports  of  sickness,  births,  and  deaths 
occurring  throughout  the  State.” 

A Division  of  Vital  Statistics  was  created 
in  1919  and  began  to  function  in  1922.  Lim- 
ited funds  have  prevented  the  appointment 
of  a statistician  until  about  one  year  ago. 

13.  “That  a public  health  nurse  be  appoint- 
ed by  the  commissioner  of  health,  with  the 
approval  of  the  council  of  health,  at  a sal- 
ary of  $1,200  per  annum,  to  supervise,  under 
the  direction  of  the  commissioner,  nursing 
in  relation  to  disease  prevention,  and  child 
welfare  throughout  the  State.” 

There  has  been  a well  trained  public  health 
nurse  on  the  staff  since  1920.  When  federal 
aid  was  available,  she  had  two  field  nurses 
under  her  supervision.  Since  1918,  the  num- 
ber of  local  nurses  has  increased  from  two 
to  fifteen.  At  least  ninety  per  cent  of  the 
mothers  in  the  State  are  reached  with  print- 
ed advice,  if  not  by  personal  visit. 

14.  “That  quarters  for  the  State  depart- 
ment of  health  be  provided  in  the  State 
House  at  Santa  Fe.” 

This  has  always  been  the  case. 

15.  “That  a diagnostic  laboratory  be  estab- 
lished and  maintained  by  the  department  of 
health  at  the  most  accessible  location  to  all 
parts  of  the  State,  for  the  bacteriologic  ex- 
amination of  water  and  milk  supplies  and 
sewage  disposal,  cultures  of  disease-produc- 
ing organisms,  and  other  public-health  speci- 
mens.” 

Through  the  courtesy  of  the  State  Univer- 
sity the  laboratory  was  established  in  Albu- 
querque in  1920.  It  has  functioned  contin- 
uously since.  Recently  a small  research  pro- 
ject was  begun. 


16.  “That  all  chemical  analyses  of  foods 
and  drugs  deemed  necessary  by  the  depart- 
ment of  health  in  the  enforcement  of  food 
and  drug  laws,  be  made  in  the  chemical  lab- 
oratory of  the  State  University.” 

This  is  done,  but  on  a fee  basis. 

17.  “That  the  model  law  for  morbidity  re- 
ports adopted  by  the  state  and  territorial 
health  authorities  in  conference  with  the 
United  States  Public  Health  Service,  be  mod- 
ified according  to  requirements  and  enacted 
into  law.” 

This  law  became  effective  as  a regulation 
in  1920.  The  minor  diseases  are  not  well 
reported  as  yet,  but  those  of  major  public 
health  significance  are. 

18.  “That  the  law  for  the  registration  of 
births  and  deaths  to  fulfill  the  requirements 
of  the  director  of  the  Census  Bureau  be 
adopted  and  enforced.” 

The  model  law  for  the  registration  of 
births  and  deaths  was  adopted  as  a regula- 
tion in  1920.  These  reports  have  steadily 
improved  in  quantity  and  quality  since  then. 

19.  “That  a system  of  reporting  commun- 
icable diseases,  including  report  cards,  be 
immediately  installed  under  regulation  of 
the  department  of  health. 

The  system  was  established  in  1920,  when 
the  regulation  wras  adopted. 

20.  “That  educational  leaflets  on  public 
health  subjects  be  published,  or  otherwise 
secured,  for  distribution  to  people  of  the 
State,  especially  school-teachers.” 

A stock  of  over  100  different  publications 
is  maintained  for  distribution.  There  is  also 
a loan  library  of  books  on  health  and  general 
medicine.  Exhibits,  lantern  slides,  strip  films 
and  motion  picture  films  are  also  available 

21.  “That  the  State  department  of  health 
and  local  health  authorities  be  chai’ge  spe- 
cifically with  the  enforcement  of  existing 
State  laws  as  affecting  their  jurisdictions.” 

The  statutes  provided  for  this  in  1919. 
Very  broad  powers  were  granted  both  state 
and  local  health  authorities. 

22.  “That  provision  be  made  whereby  two 
or  more  counties,  or  towns  and  counties,  may 
combine  in  the  employment  of  a full-time 
health  officer.” 

By  an  act  of  the  legislature  in  1920,  this 
authority  was  granted  the  counties  individ- 
ually, together  with  the  right  to  levy  as 
much  as  half  a mill  for  the  purpose.  Nine 
counties  have  adopted  the  plan  of  employing 
full-time  county  health  officers  and  have  op- 
erated under  it,  more  or  less  continuously, 
since  1921.  All  but  one  of  them  employ  one 
or  more  public  health  nurses. 

23.  “That  the  appropriation  of  $22,900  be 
made  by  the  State  for  the  support  of  activi- 
ties of  the  department  of  health  annually.” 

An  appropriation  of  $13,000  was  made 
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for  each  year  of  the  first  biennium.  Today 
it  is  approximately  $38,800,  or  almost  exact- 
ly three  times  the  original  figure. 

24.  “That  an  epidemic  appropriation  of 
$5,000  be  made  available  for  expenditure 
under  the  direction  of  the  governor,  as  re- 
quired to  combat  dangerous  epidemic  diseas- 
es.” 

This  amount  was  actually  fixed  at  $25,000. 
It  is  with  this  fund  that  recent  flood  emer- 
gencies were  met. 

Thus  we  see  that  Dr.  Kerr’s  twenty-four 
recommendations  were  put  into  practical  ef- 
fect within  one  to  four  years  after  he  made 
his  survey  and  are  still  in  operation.  The  fact 
that  the  plan  has  worked  out  satisfactorily 
almost  exactly  as  he  conceived  it  is  a testi- 
monial to  his  wisdom  and  vision. 
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TECHNIC  AND  INDICATIONS  FOR  THE 
USE  OF  THE  DUODENAL  TUBE. 

W.  L.  BROWN,  M.  D.,  and  C.  P.  BROWN,  M.  D., 
El  Paso,  Texas 

(Read  before  the  New  Mexico  Medical  Society,  at 
its  Forty-Seventh  Annual  Meeting  at  Taos,  New 
Mexico,  June  12-14,  1929.) 

Among  the  heritages  left  to  the  medical 
profession  by  the  late  Dr.  A.  J.  Ochsner  of 
Chicago,  was  the  use  of  the  stomach  tube  in 
postoperative  distention  and  vomiting.  Dr. 
Ochsner  was  always  very  enthusiastic  about 
stomach  lavage,  but  the  procedure  never  be- 
came popular  because  the  remedy,  in  the 
form  of  the  old  stomach  tube,  was  almost  as 
bad  as  the  disease.  However,  he  enunciated 
an  important  principle  and  it  was  left  to 
Levin  and  others  to  invent  the  “modus  op- 
erandi.” 

There  has  been  much  experimental  work 
done  by  Draper1,  Whipple,  Stone  and  Bern- 
heim\  MacCallum  and  associates3,  Haden  and 
Orr4,  and  McCann5,  which  shows  the  duoden- 
um to  be  the  toxic  zone  in  intestinal  ob- 
struction, whether  adynamic  or  mechanical 
in  nature.  As  to  the  character  of  the  tox- 
ins, the  experimenters  have  not  all  agreed; 
but  as  to  the  location  of  their  production, 
there  is  quite  uniform  agreement — that  it 
is  in  the  duodenum  and  upper  jejunum. 
Many  surgeons  have  recognized  this  “seg- 
ment of  toxicity”  of  Whipple’s  and  have 
undertaken  to  meet  the  issue  by  doing  an 
entero-enterostomy  in  anterior  gastro-enter- 
ostomy  and  all  other  operations  tending  to 
produce  stasis  in  the  duodenum.  They  have 
also  advocated  jej unostomy  drainage  in  in- 
testinal obstruction,  resections,  peritonitis 
and  other  cases  in  which  there  is  likely  to  be 
intestinal  stasis,  toxemia  and  gaseous  disten- 


tion. The  duodenum  and  upper  jejunum  be- 
ing the  important  source  of  the  toxins,  duo- 
denal tube  drainage  then  suggests  itself  as 
being  a simple  and  important  therapeutic 
measure. 

We  are  confirmed  in  our  belief  that  these 
toxins,  formed  in  the  duodenum  and  jejun- 
um, are  constantly  regurgitated  into  the 
stomach  . The  character  of  the  fluid  with- 
drawn from  the  stomach  and  the  rapidity 
with  which  it  reforms,  would  strongly  indi- 
cate that  the  great  bulk  of  it  was  regurgi- 
tated ; so  does  also  the  fact  that  some  of  the 
most  profound  toxic  cases  of  peritonitis  and 
intestinal  obstruction,  in  which  early  dis- 
solution was  imminent,  have  been  relieved 
of  their  vomiting,  distention  and  toxema  by 
stomach  drainage,  and  have  lived  in  com- 
parative comfort  for  a week.  This  is  prob- 
ably all  that  a surgical  drainage  of  the  je- 
junum could  have  accomplished.  In  other 
words,  these  cases  have  not  died  from  the 
early  formation  of  toxins  in  the  “toxic  loop,” 
but  have  finally  died  of  a toxemia  produced 
by  the  dissolution  of  the  tissues  at  the  site 
of  the  pathology0. 

In  cases  of  perforated  appendicitis  with  a 
greater  or  less  amount  of  peritonitis,  in  con- 
junction with  Fowler’s  position,  Murphy’s 
drip,  and  Ochsner’s  massive,  hot  packs,  the 
duodenal  tube  is  the  treatment  par  excel- 
lence, and  it  is  in  this  class  of  cases  that  it 
saves  the  most  lives,  as  they  are  the  most 
common.  We  are  firmly  convinced  that  it, 
and  it  alone,  has  saved  lives  in  these  desper- 
ate conditions.  In  the  less  frequent  cases  of 
mechanical  intestinal  obstruction,  it  relieves 
the  toxemia,  stops  the  vomiting,  and  certain- 
ly gives  the  patient  every  opportunity  to 
overcome  the  effects  of  the  obstruction  after 
operation. 

Many  times,  in  operations  on  the  stomach 
and  intestines,  in  order  to  prevent  distention 
and  vomiting,  we  insert  the  tube  before  the 
patient  leaves  the  operating  table.  The  large 
quantity  of  fluid  present  at  operation,  in  a 
twelve-hour  fasting  stomach,  is  always  sur- 
prising. 

In  cases  of  obstruction  and  peritonitis,  we 
have  been  able  to  withdraw  a quart  of  fluid 
from  the  stomach,  although  the  patient  was 
constantly  vomiting.  In  other  words,  vomit- 
ing does  not  mean  that  the  stomach  has  been 
emptied  of  either  fluids  or  gas.  In  fact,  we 
have  inserted  the  tube  and  been  able  to  hear 
the  escaping  gas  all  over  the  room,  although 
the  patient  had  just  been  vomiting. 

In  cases  of  difficult  abdominal  hernias,  or 
other  hernias,  when  we  wish  to  guard  our 
suture  line  from  the  effects  of  vomiting,  we 
pass  the  tube  on  the  table  and  leave  it  in 
place  until  the  period  of  vomiting  is  over.  If 
the  patient  is  sufficiently  out  of  the  anes- 
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thetic  to  swallow,  there  is  usually  very  little 
trouble  in  passing  the  tube. 

We  find  that  we  are  using  the  tube  more 
often  in  all  kinds  of  abdominal  operations 
when  there  is  any  undue  distention  or  vom- 
iting. The  relief  is  frequently  so  marked, 
and  the  patient  is  given  so  much  comfort, 
that  he  begs  to  have  the  tube  returned  if  he 
once  experiences  a few  hours  drainage. 

THE  TUBE  USED 

We  use  the  Levin  duodenal  tube,  Number 
16.  We  think  this  the  most  satisfactory  size. 
After  several  boilings,  the  smaller  tube  gets 
so  soft  it  is  difficult  to  pass;  in  other  words, 
it  can  only  be  passed  by  the  effort  of  swal- 
lowing alone.  In  addition  to  this  drawback, 
the  openings  are  very  small  and  are  constant- 
ly clogging  with  mucus.  If  the  tube  is  larg- 
er than  the  Number  16,  and  must  remain  for 
a long  period  of  time,  it  is  more  irritating; 
therefore,  the  Number  16  is  the  most  desir- 
able. 

The  first  requisite  in  passing  the  tube  is 
to  have  the  surgeon,  or  nurse,  believe  in  its 
value,  and  convince  the  patient  of  its  neces- 
sity. Three  or  four  pillows  should  be  placed 
under  the  patient’s  head  and  shoulders,  and 
the  chest  draped  with  a bath  towel. 

With  a cotton  applicator,  the  nostril 
through  which  the  tube  is  to  be  passed, 
should  be  swabbed  far  back  with  five  per 
cent  cocaine  solution.  The  nasal  irritation  is 
often  the  starting  point  of  trouble.  If  the 
patient  is  very  nervous,  it  is  wise  to  spray 
two  or  three  dashes  of  five  per  cent  cocaine 
into  the  throat ; have  him  swallow  the  saliva, 
as  suggested  by  the  late  Dr.  Ochsner. 

The  tube  should  be  well  lubricated,  prefer- 
ably with  olive  oil  or  a light  coating  of  vas- 
eline rather  than  with  the  water-soluble  lu- 
bricants. The  tube  is  gently  passed  through 
the  nostril  until  it  is  felt  to  touch  the  pos- 
terior wall  of  the  pharynx.  At  this  stage, 
the  piltient  is  given  a swallow  of  water 
through  a drinking  tube.  As  the  water  is 
swallowed,  the  tube  is  gradually  slipped 
down,  taking  advantage  of  the  peristalsis; 
from  this  point  on.  the  patient  is  allowed  to 
swallow  water  and  the  tube  is  passed  with 
the  peristalsis  until  the  second  mark  on  the 
tube  is  reached. 

When  the  patient  is  inclined  to  gag,  stop 
everything  and  insist  upon  he  breathing 
rapidly,  for  a moment,  through  his  mouth; 
this  is  usually  successful. 

An  “asepto”  bulb  syringe  is  applied  and 
the  stomach  contents  aspirated.  We  caution 
against  injecting  fluid  until  stomach  con- 
tents have  been  secured,  proving  that  the 
tube  is  in  the  stomach.  Often,  if  the  tube 
appears!  to  be  in  far  enough  and  no  stomach 
fluid  is  aspirated,  forcibly  injecting  air  helps 
to  straighten  out  the  kinks.  If  still  no  stom- 


ach contents  are  secured,  give  the  patient 
more  water  to  drink  and  wait  four  or  five 
minutes.  This  will  give  the  lower  end  of 
the  tube  time  to  get  well  down  into  the  stom- 
ach contents. 

After  this  is  accomplished,  aspirate  all  the 
fluid  before  beginning  to  wash  the  stomach. 
After  the  stomach  is  thoroughly  irrigated, 
the  tube  should  be  hung  off  the  side  of  the 
bed,  the  lower  end  being  lower  than  the  pa- 
tient’s body.  This  is  one  thing  we  have  con- 
stantly to  fight  about  with  the  nurses — 
that  is,  to  get  them  to  recognize  the  prin- 
ciple of  siphonage. 

From  now  on,  the  patient  may  be  permit- 
ted to  drink  an  abundance  of  cool  water, 
which  will  continually  flow  out  through  the 
tube. 

There  is  practically  never  any  excuse  for 
the  patient  vomiting  after  the  tube  is  in 
pace;  he  should  have  nothing  to  vomit;  if 
he  vomits,  the  tube  is  not  working.  The  rea- 
sons for  this  most  often  are  that  the  end  of 
the  tube  is  not  lower  than  the  patient,  or 
the  holes  are  stopped  up  with  mucus,  or  too 
much  of  the  tube  is  in  the  stomach,  forming 
short  kinks.  If  the  patient  drinks  water  and 
it  does  not  run  back  through  the  tube,  some- 
thing is  wrong.  Of  course,  it  may  be  in  the 
duodenum. 

The  mucus  may  be  either  sucked  out  with 
the  syringe,  blown  out,  or  washed  out  by  in- 
jecting water.  Because  of  this  mucus,  we  are 
inclined  to  use  soda  solutions  for  lavage  at 
intervals,  to  facilitate  its  removal. 

At  times  we  see  the  patient’s  stomach  dis- 
tended with  gas  with  the  tube  in  place ; this 
means  either  that  the  tube  is  stopped  up  or 
that  all  of  the  openings  in  it  are  submerged 
in  fluid,  above  which  is  the  gas. 

I wish  to  emphasize  that,  when  the  nurse 
tells  you  the  patient  is  vomiting  with  a tube 
in  place,  she  doesn’t  know  how  to  take  care 
of  the  tube. 

It  may  be  left  any  length  of  time  desir- 
ed. We  recently  had  a serious  case  of  appen- 
dicitis peritonitis,  in  which  the  tube  was  left 
for  nine  days.  The  patient  recovered. 

In  stomach  operations,  such  as  resections, 
ulcers,  gastro-enterostomy,  we  pass  the  tube 
before  the  anesthetic  is  given,  washing  and 
aspirating  the  stomach  thoroughly,  and  leave 
it  in  during  and  after  the  operation. 

WHAT  THE  TUBE  ACCOMPLISHES7 

1.  It  relieves  conditions  due  to  gas  and 
regurgitated  intestinal  fluids.  It  is  a vent 
pipe. 

2.  It  effects  interrupted  or  continuous 
lavage  of  the  stomach,  and,  in  some  cases, 
of  the  duodenum. 

3.  It  gives  relief  from  nausea. 

4.  It  makes  possible  the  free  drinking  of 
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water  and  thereby  relieves  that  most  dis- 
tressing symptom,  thirst. 

5.  It  permits  transgastric  feeding. 

6.  It  relieves  toxemia. 

7.  It  is  a port  of  entry  for  all  kinds  of 
medication. 

8.  It  improves  the  feelings  of  the  pa- 
tients ; they  often  beg  for  its  return  after 
they  have  once  experienced  the  relief  afford- 
ed by  its  use. 
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DISCUSSION 

DR.  W.  H.  SPITZER,  Denver,  Colo:  We  have 

been  using  a duodenal  tube  for  an  entirely  different 
purpose  from  that  for  which  Dr.  Brown  uses  it.  We 
do  not  use  the  iron  tube  with  the  metal  tip,  be- 
cause we  cannot  comfortably  pass  it  through  the 
nostril,  but  use  a tube  which  has  a very  fine  wire 
which  is  like  a catheter,  closed  on  the  end,  size  18, 
with  three  openings  in  the  side.  This  tube  we  use 
for  the  purpose  of1  giving  fluids.  You  do  not  have  to 
use  any  cocain  if  you  put  plenty  of  K.Y.  on  your 
tube.  Pass  it  to  the  point  where  the  patient  resists 
by  slight  gagging.  Tell  your  patients  to  take  deep 
breaths  and  if  they  do  this  when  the  crisis  comes,  it 
will  help  very  much.  The  rapid  passing  of  a tube  is 
wrong.  You  should  go  slowly  and,  if  so,  you  will 
get  no  vomiting  during  the  time.  Pass  your  tube 
down  to  the  second  or  third  mark,  but  do  not  give 
anything  through  the  tube  at  that  time.  Wait  for 
an  hour  or  two,  or  at  least  an  hour  and  a half,  by 
which  time  the  tube  will  be  in  the  duomenum.  If  you 
have  any  doubts,  put  some  birdshot  in  the  end  of 
the  tube.  I put  20  or  30  small  birdshot  in  a tube  to 


help  it  down.  In  a prostatectomy,  clamp  your  tube 
across  the  nostril  and  let  it  lie  in  any  position  you 
will.  The  nurses  must  cooperate  with  you,  must  ex- 
plain to|  the  patient,  as  Dr.  Brown  has  said,  to  get 
the  confidence  of  your  patient.  After  the  tube  is 
down,  two  or  three  hours  later,  furnish  water  in 
any)  quantity.  If  you  wish  to  furnish  alkaline  solu- 
tions you  can.  Peptonized  milk  can  be  given  through 
these  tubes  without  any  evil  results.  We  leave  the 
tubes  in  for  four  days  and  usually  the  patient  begs 
to  have  the  tube  put  back.  After  the  second  day  it  is 
removed,  they  have  no  distress.  The  only  difficulty 
we  have  is  that  they  complain  slightly  of  a sore 
throat  after  the  fourth  day.  This  persists  for  two 
days  after  we  remove  the  tube.  The  fluid  is  absorb- 
ed so  rapidly  that  you  can  get  an  excretion  of  thir- 
ty six  ounces  from  the  kidneys  within  twenty-four 
hours  following  operation. 

I look  upori  these  tubes  aS  a life-saving  measure. 
I try  to  urge  every  surgeon  to  use  them  instead  of 
giving  salt  solutions  under  the  skin.  The  patients 
do  not  vomit  at  all,  they  have  no  gas  whatever, 
and,  in  these  old  men,  I think  it  is  a wonderful  aid 
and  the  greatest  advance  in  prostatic  surgery  that 
has  been  made  in  the  last  ten  years.  We  no  longer 
give  salt  solution  under  the  skin  in  our  practice.  I 
want  to  say  that,  if  you  general  surgeons  will  use 
the  tube  once  when  you  have  to  amputate  a leg,  you 
will  become  as  enthusiastic  about  it  as  I am  and  will 
not  sell  that  duodenal  tube  for  any  amount  of 
money. 

DR.  W.  L.  BROWN,  El  Paso,  Texas  (closing)  : I 
am  very  glad  the  question  of  the  metal  tip  was 
brought  up.  We  use  the  Levin  tube.  If  you  wish  to 
order  this  tube,  the  Southwest  Surgical  Supply 
Company  of  El  Paso  can  furnish  it,  and  you  will 
get  the  right  size.  You  should  have  a tube  which  is 
the  same  size  all  the  way  through  and  your  tube 
should  be  big  enough  for  your  syringe.  I am  very 
glad  to  hear  Dr.  Spitzer  praise  the  tube.  We  cer- 
tainly have  had  wonderful  results  with  its  use.  As 
to  the  other  things  we  use  it  for:  one  of  the  doctors 
had  a case  of  carbolic  acid  poisoning — theduodenal 
tube  solved  his  problem;  another,  a case  of  cancer 
of  the  stomach  in  an  old  lady  in  no  condition  for 
operation — the  duodenal  tube  solved  her  problem. 
We  were  able  to  fill  her  up  on  water  and  nourish- 
ment until  we  could  get  hey  back  in  good  condition 
for  operation.  We  have  used  it  in  a number  of  pneu- 
monia cases  with  good  success.  Thd  hard  part  is  to 
get  started  and  get  the  confidence  of  the  patient.  A 
great  many  of  us  did  not  take  it  up  simply  because 
we  felt  that  the  ordeal  was  so  severe,  we  did  not 
have  the  nerve  to  do  it,  but  if  you  get  the  confidence 
of  the  patient,  you  have  not  the  slightest  trouble.  A 
great  many  of  these  patients  only  gag  two  or  three 
times.  You  must  not  try  to  force  the  tube  down, 
simply  let  the  patient  swallow  it.  After  the  technic 
is  once  acquired,  it  is  very  easy.  We  rarely  ever 
pass  a tube  ourselves  now,  the  nurses  have  all 
learned  the  technic  and  take  care  of  the  tubes. 
Tnere  are  a dozen  little  points  one  has  to  learn  about 
it  before  finding  just  what  is  necessary,  but  usually, 
after  it  is  in  use,  the  patient  does  not  want  to  give  it 
up.  Not  long  ago,  a little  boy  fell  off  a telegraph 
pole  and  had  a j traumatic  rupture  of  the  intestines. 
That  child  would  not  permit  us  to  take  the  tube 
away.  As  small  as  he  wag  he  said.  “Don’t  do  it,  it 
feels  too  good.”  The  old  doctor  I spoke  of  in  my 
paper,  would  not  permit  us  to  take  it  out  for  nine 
days.  It  is  true  he  needed  it  for  nine  days,  but  not 
after  that,  and  he  did  not  want  us  to  remove  it 
then. 
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THE  END  RESULTS  OF  SUPRAPUBIC 
PROSTATECTOMY. 

WILLIAM  M.  SPITZER,  M.  D., 

Denver,  Colo. 

(Read  before  the  New  Mexico  Medical  Society,  at 
its  forty-seventh  annual  meeting,  held  at  Taos,  N.M., 
June  12  to  14,  1929.) 

To  evaluate  the  worth  of  any  given  sur- 
gical procedure,  there  must  be  taken  into 
consideration  the  amount  of  suffering 
brought  on  by  the  condition  which  such  pro- 
cedure is  intended  to  relieve;  and  further 
thought  must  be  given  to  the  amount  of 
time  during  which  the  subject  will  be  in- 
capacitated by  operation.  The  danger  to  life 
must  be  weighed  against  the  amount  of  dan- 
ger involved  if  such  undertaking  be  not  car- 
ried out.  Lastly,  the  amount  of  relief  fur- 
nished to  the  individual  is  of  importance, 
such  relief  being  considered  from  the  stand- 
point of  total  ablation  of  symptoms  due  to 
the  disease,  as  well  as  by  the  increase  of  en- 
joyable years  that  such  operation  might  or 
might  not  produce  over  what  would  be  the 
lot  of  the  patient  if  operation  were  not  per- 
formed. 

As  prostatectomy  is  very  rarely  perform- 
ed on  individuals  under  fifty,  rather  rarely 
on  individuals  between  fifty  and  sixty,  and, 
in  at  least  sixty-five  per  cent  of  the  cases,  is 
carried  out  after  the  age  of  sixty,  a rather 
nice  discrimination  is  asked  for  before  un- 
dertaking such  means  of  relief.  For  this 
reason,  it  behooves  us,  from  time  to  time, 
to  weigh  our  results  in  relief  of  symptoms, 
extension  of  life,  immediate  and  late  compli- 
cations and  amount  of  time  lost  by  the  pro- 
cedure. 

Before  proceeding  further,  it  would  be 
well  to  define  the  term  “prostatectomy.”  As 
a matter  of  fact,  prostatectomy  is  a misnom- 
er, and  iti  is  to  be  feared  that  such  error  of 
nomenclature  will  be  hard  to  correct,  for  the 
reason  that  the  term  is  a handy  one  and  dif- 
ficult to  replace  with  another  involving  but 
one  word.  For  better  understanding  of  what 
is  to  be  discussed  in  this  concise  considera- 
tion, it  would  be  well  to  state  that  the  sur- 
gery of  the  bladder  neck,  for  the  relief  of 
urinary  retention  and  its  accompanying 
symptoms  and  evils,  involves  the  treatment 
of  cancer  of  the  prostate,  marked  fibrosis 
of  Mertier’s  bar,  sjtones  in  the  prostate, 
stones  in  the  seminal  vesicles,  contracture  of 
the  bladder  neck  due  to  fibrosis,  valves  of 
the  posterior  urethra,  and,  lastly,  what  are 
classed  by  some  as  tumors  of  the  prostate 
which  are  not  malignant,  these  tumors  being 
variously  reported  to  be  fibroadenomata, 
myoadenometa  or  pure  adenomata;  and  for 
simplicity  these  latter  three  will  be  spoken 
of  as  adenomata  of  the  prostate.  This  con- 
ception of  the  pathology  of  the  enlarge- 


ment of  the  prostate  is  also  probably  erron- 
eous, according  to  Tandler  and  Zuckerkandl1, 
after  whose  teachings  we  must  recognize 
that  the  condition  is  really  a true  hypertro- 
phy of  the  subtrigonal  and  sub-urethral 
glands,  having  nothing  whatsoever  to  do 
with  the  prostate  itself.  This  latter  condi- 
tion, namely  adenomata  of  the  prostate,  for 
by  such  name  we  will  continue  to  designate 
the  condition  for  convenience  sake,  is  the 
sole  condition  which  will  be  taken  under  con- 
sideration in  the  rest  of  this  discourse;  and 
it  is  only  in  this  way,  by  dealing  with  a sin- 
gle condition  and  not  with  all  the  causes  of 
obstruction  at  the  bladder  outlet,  that  one 
may  clarify  the  end  results. 

Because  it  would  muddy  the  waters  con- 
siderably to  consider  the  end  results  of  vari- 
ous types  of  operation,  and  because  supra- 
pubic prostatectomy  probably  comprises 
ninety  per  cent  of  all  such  surgical  attempts, 
the  end  results  of  supra-pubic  prostatectomy 
only  are  here  discussed. 

To  begin  with,  the  candidates  for  this  oper- 
ation are,  in  a large  number  of  cases,  men  who 
have  to  have  relief  because  of  acute  and  com- 
plete retention  which  cannot  be  permanently 
relieved  bv  catheterization.  A goodly  per- 
centage of  the  remainder  are  subjects  of 
urinary  difficulties  which  have  become  so 
intense  that  their  sleep  is  markedly  disturb- 
ed, and,  whhe  they  may  not  actually  be  so  ill 
as  to  be  unable  to  live  with  the  condition,  yet 
they  suffer  to  such  extent  that  life  is  not 
worth  living,  and  for  this  reason  they  seek 
relief.  This  class  is  found  to  have  various 
amounts  of  residual  urine.  All  of  these  two 
types  suffer  from  a cardio-vascular-renal  up- 
set to  such  extent  that  they  are  invalided, 
not  only  because  of  their  urinary  difficul- 
ties, but  because  of  all  the  ills  which  go  with 
a marked  cardio-vascular-renal  break  plus  a 
low  or  high  or  middle  grade  of  uremia,  with 
all  its  accompanying  evils  and  symptoms,  not 
excluding  a rapidly  failing  mentality. 

To  come,  then,  to  our  subject,  the  im- 
mediate mortality — by  which  is  meant  the 
death  rate  within  six  weeks  to  two  months 
following  operation — is,  by  fair  estimate, 
about  eight  per  cent.  The  best  statistics  to 
be  found  in  the  English  literature  up  to  and 
including  1928,  are  the  figures  of  Mr.  Harold 
Edwards2,  as  given  ip  the  Lancet,  showing  a 
mortality  rate  of  over  eight  per  cent.  Sir 
Cuth.be  rt  Wallace3  gives  the  mortality  rate, 
by  which  he  means  the  immediate  mortal- 
ity, as  fourteen  and  one-half  per  cent.  In 
the  hands  of  five  prominent  German  pros- 
tatectomists,  their  immediate  mortality  is 
seven  per  cent,  and  it  is  difficult  to  find,  in 
either  the  English  or  the  German  literature, 
what  the  late  mortality — the  deaths  between 
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the  second  and  tenth  month  following1  oper- 
ation— amounts  to. 

Our  American  statistics,  in  the  hands  of 
trained  prostatectomists,  vary  considerably, 
and,  as  usual  with  statistics,  include  other 
conditions  than  the  one  discussed;  by  which 
I mean  that  cases  of  contracture  of  the  blad- 
der neck  are  often  included  in  such  statistics. 
As  these  cases  occur  in  younger  men,  and, 
therefore,  men  in  better  condition,  as  a rule 
the  mortality  is  and  should  be  considerably 
less  than  in  a definition  which  involves  the 
removal  of  adenomata  only.  Furthermore, 
the  complications,  sequelae,  and  hazard  of 
the  undertaking,  are  considerably  less;  and 
if  such  cases  be  included  in  statistics  of  tu- 
mor removal,  the  mortality  rate  would  nat- 
urally be  lowered. 

An  attempt,  therefore,  to  include  only  such 
cases  as  defined  above,  will  probably  put  the 
mortality  rate  of  supra-pubic  prostatectomy 
performed  for  adenomata  only,  at  something 
between  five  and  ten  per  cent.,  averaging,  as 
stated  above,  eight  per  cent.  The  statistics 
given  by  Verne  Hunt*,  in  his  report  of  one 
thousand  cases,  show  a mortality  of  five  and 
seven-tenths  per  cent,  and  his  statistics  are 
quite  pure,  his  cases  in  that  report  including 
benign  tumor  of  the  prostate  only. 

It  is  pretty  well  agreed  that  the  causes  of 
death  are:  (1)  renal  insufficiency,  (2)  hem- 
orrhage and  shock,  (3)  sepsis,  (4)  embolism 
in  some  form  or  other,  (5)  broncho  or  lobar 
pneumonia,  in  the  order  mentioned ; and  that 
renal  insufficiency,  hemorrhage  and  shock 
account  for  about  seventy-five  per  cent  of 
the  deaths. 

If,  therefore,  the  above  statistics  be  ac- 
cepted as  fair,  we  have  left  about  ninety-two 
cases  out  of  each  hundred  which  make  an 
operative  recovery.  What  is  the  fate  of  these 
nineHy-two  individuals?  Because  of  errob 
in  diagnosis,  which  error  is  unavoidable,  ful- 
ly ten  per  cent  of  these  cases  prove  after- 
ward to  have  been  carcinomatous ; and,  while 
a small  percentage  of  these  carcinomata  do 
not  recur,  yet  the  maiority  have  return  of 
symptoms  and  eventually  end  in  death5.  This 
leaves  eighty-five  cases  of  each  hundred  to 
account  for,  and  in  their  fate  we  are  now  in- 
terested. 

Of  this  number,  fully  eighty  per  cent,  or 
sixty-eight  cases  of  the  original  hundred, 
have  a complete  symptomatic  cure,  by  which 
is  meant  that  the  force  and  size  of  the  stream 
are  restored  to  the  normal,  frequency  both 
diurnal  and  nocturnal  is  relieved,  and  the 
patient  no  longer  suffers  from  any  urinary 
difficulties.  The  low,  middle  or  high  grade 
of  uremia  and  the  concomitant  cardiovascu- 
lar-renal conditions  are  done  away  with  to 
such  extent  that  the  patient  has  no  symp- 
toms emanating  therefrom,  the  mentality  is 


markedly  improved]  and  he  enjoys  life  as  he 
did  before  the  early  advent  of  these  troubles, 
and  as  well  as  any  man  of  his  years  is  ex- 
pected to.  . . 

The  difference  between  the  sixtyi-eight 
cases  with  complete  symptomatic  cure  of 
both  the  urinary  symptoms  and  the  general 
conditions  resulting  from  the  previous  urin- 
ary obstruction,  or  seventeen  cases,  have 
various  degrees  of  alleviation  of  urinary  and 
general  symptoms,  varying  from  slight  fre- 
quency and  a small  residual  urine  to  consid- 
erable trouble,  a very  small  number  being 
not  improved  at  all.  And  of  this  number  the 
vast  majority  need  no  further  attention,  as, 
while  they  have  not  an  anatomic  cure,  and 
perhaps  a small  amount  of  residual  urine, 
yet  they  have  no  symptoms  emanating  from 
this  residual  urine.  A certain  number  may 
improve  still  further,  or  be  completely  re- 
lieved of  their  disabilities,  if  proper  diagno- 
sis of  the  cause  of  such  lack  of  improvement 
be  made.  It  will  be  found  that  some  of  these 
suffer  from  pyonephrosis  ante-dating  their 
operation,  and  not  much  can  be  done  to  ren- 
der their  urine  clear  and  relieve  their  fre- 
quency except  dilatation  of  the  ureters  and 
lavage  of  the  kidney  pelvis,  which!  frequent- 
ly will  clear  up  the  urine  and  put  them  in 
the  class  of  complete  recovery. 

Where  a fair-sized  post-operative  bladder 
residual  exists,  if  it  be  due  to  contracture  of 
the  bladder  neck,  it  can  frequently  be  allevi- 
ated by  trans-urethral  treatment,  either 
with  the  punch  or  some  form  of  cystoscopic 
apparatus  designed  to  meet  such  condition, 
so  that  a large  number  of  these  cases  may 
be  placed  in  the  class  of  those  restored  to 
normal.  Again,  it  is  found  that  tumorous 
masses  have  been  left,  or  that  new  ones  have 
been  grown  since  the  time  of  operation.  If 
the  indication  be  sufficient,  re-operation  is 
in  order.  And  thus  these  cases  may  recover 
complete  physical  and  symptomatic  health. 

To  recapitulate,  of  the  total  number,  ap- 
proximately sixty-eight  per  cent  have  im- 
mediate complete  post-operative  recovery, 
and  it  would  be  fair  to  estimate  that  another 
ten  per  cent  may  with  ease  be  added'  to  this 
estimate,  as  just  mentioned.  The  remaining 
eight  per  cent  will  have  considerable  bene- 
fit from  the  operation  for  a given  length  of 
time,  and  a varying  period  added  to  their 
lives. 

Contrast  now  the  fate  of  these  cases,  had 
no  operative  intervention  been  undertaken. 
Intense,  ever-increasing  suffering  from 
their  urinary  conditions,  as  well  as  their  gen- 
eral physical  decline,  would  have  been  their 
lot,  with  gradually  increasing  incapacity. 
They  would  have  become  a constantly  great- 
er burden  to  their  families,  and  their  wel- 
comed death  would  have  ensued  within  a 
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period  varying  from  one  month  to  one  year 
from  the  time  they  first  presented  them- 
selves for  medical  aid.  It  is  true  that  there 
are  occasional  cases  which  drag  out  a cath- 
eter life  for  a number  of  years,  but  these  are 
rare  exceptions  which,  eventually,  come  to 
either  prostatectomy  or  death.  Summing  up, 
therefore,  it  may  be  said  that  sixty-eight 
per  cent  of  these  cases  are  restored  to  nor- 
mal life  immediately  following  operation, 
and  that  ten  per  cent  more  recover  com- 
pletely by  some  additional  treatment;  the 
ba’ance  have  lost  nothing,  as  they  would  have 
gone  to  the  ground  by  way  of  a miserable  ex- 
istence anyway. 

For  the  benefit  of  those  who  are  dissatis- 
fied with  these  results,  it  may  be  said  that 
operative  interference  is,  in  the  present  state 
of  our  knowledge,  the  only  method  of  treat- 
ment. Neither  x-ray  treatment  nor  the  ap- 
plication of  radium  has  yielded  any  result 
worth  mentioning.  On  the  contrary,  most 
of  such  attempts  have  resulted  in  the  forma- 
tion of  fibrous  tissue,  such  fibrosis  increas- 
ing the  urnary  difficulties.  Furthermore, 
with  the  advancing  years,  and  since  the  end 
of  the  last  century,  the  percentage  of  com- 
plete cures  has  been  greatly  increased  by  op- 
eration, and  the  operative  mortality  mar- 
kedly lowered. 

When  it  is  considered  that  this  disease  is 
as  nialignant  as  internal  cancer,  in  that  it 
causes  at  least  as  greaat  a degree  of  incapac- 
ity and  suffering,  and  ends  in  death  just  as 
frequently  as  such  cancer,  this  large  per- 
centage of  excellent  results  must  certainly 
be  regarded  as  a great  medical  and  surgical 
triumph.  For,  if  we  could  show  as  brilliant, 
or  even  anywhere  near  as  brilliant,  results  in 
the  treatment  of  internal  cancer,  such  ac- 
complishment would  be  hailed  by  the  world 
at  large  as  the  greatest  of  medical  triumnhs. 
Considering  the  advance  made  in  this  field 
during  the  past  quarter  of  a century,  both  as 
regards  end  results  and  lowered  mortality, 
the  probability  is  strong  that  the  next  few 
years  will  still  further  improve  our  statistics. 
Were  these  cases  brought  to  us,  in  the  pres- 
ent state  of  our  knowledge,  at  more  propi- 
tious times,  both  the  mortality  rate  and  the 
end  results  might  yield  still  more  satisfac- 
tory figures. 

It  is  not  within  the  province  of  this  paper 
to  discuss  the  advantages  or  disadvantages 
of  two-stage  suprapubic  prostatectomy  over 
the  one-stage  operation,  or  vice  versa,  and 
for  this  reason  all  mention  of  the  various 
methods  of  procedure  has  been  avoided. 
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THE  GROWING  IMPORTANCE  OF  IN- 
DUSTRIAL MEDICINE  IN  THE 
WESTERN  HEMISPHERE 
S.  D.  SWOPE,  M.  D., 
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republished  by  permission  from  the  Revista  Medica 
Panamericana  of  April,  1929.) 

Henry  Ford,  the  great  motorcar  manufac- 
turer of  North  America,  had  carved  in  stone 
above  the  Ford  laboratories,  this  inscription: 
“Mankind  passes  from  the  old  to  the  new  on 
a human  bridge,  formed  by  those  who  labor 
in  the  three  principal  arts,  agriculture,  man- 
ufacture and  transportation.” 

Mr.  Ford  probably  gives  employment  to 
more  men,  in  his  service  of  production,  trans- 
portation and  marketing  than  any  other  one 
man  the  world  has  known.  He  represents 
the  advance  guard  of  the  army  of  progress 
of  the  human  race.  He  has  built  a bridge, 
with  those  who  labor,  across  the  river  of 
time,  to  the  new  era  of  the  arts  of  human 
accomplishments.  He  represents  the  neces- 
sity for  “The  Growing  Importance  of  Indus- 
trial Medicine  in  the  Western  Hemisphere.” 

The  vastness  of  the  two  great  American 
continents,  their  inexhaustible  resources  and 
their  demand  for  vast  quantities  of  mer- 
chandise, necessitating  mass  production  and 
quantity  distribution,  have  developed  the 
necessity  of  industrial  medicine. 

In  the  Eastern  Hemisphere,  the  necessity 
for  mass  production  has  hardly  yet  awaken- 
ed. The  individual  production  in  small  pro- 
vincial towns,  with  central  collection  and  ex- 
port distribution,  produces  no  call  for  indus- 
trial medical  service.  The  smal  shops,  em- 
ploying a limited  number  of  skilled  laborers, 
are  easily  taken)  care  of  by  the  local  profes- 
sion. The  economic  element  is  provided  for 
by  the  economic  thrift  and  neighborly  of- 
fices. In  the  Western  Hemisphere  we  do 
things  on  a different  scale  and  in  a different 
manner.  Our  manufacturing  interests  are 
gathered  into  industrial  communities,  where 
the  population  is  made  up  almost  entirely 
of  industrial  workers. 

Though  a large  part  of  our  industrial  man- 
ufacturing population  is  made  up  of  laborers 
but  a few  generations  removed  from  their 
provincial  surroundings  and  habits,  they 
very  promptly  learn  to  put  the  great  West- 
ern Hemisphere  word,  spend,  in  front  of 
their  Old  World  word,  thrift,  and  all  too  soon 
fall  into  the  habit  of  making  no  provision 
for  the  rainy  day. 

Then,  we  have  another  class  of  laborers 
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in  the  remote  fastnesses  of  our  Cordilleras, 
Sierra  Madres  and  Andes,  who  are  working 
in  great  mines,  mills  and  smelting  works, 
far  removed  from  centers  of  population 
where  competent  medical  and  surgical  at- 
tention would  be  available. 

In  our  great  floating  cities,  out  on  the 
open  main,  we  find  the  necessity  of  supply- 
ing medical  and  surgical  care  of  a quality 
superior  to  that  demanded  by  the  occupants 
of  the  small  caravels,  commanded  by  the  im- 
mortal Columbus,  when  they  first  invaded 
this  great  island  empire  of  the  west.  Then 
the  barber  and  the  cook  were  allsufficient. 

Though  we  are  told  it  took  vast  armies  of 
laborers  to  build  the  pyramids,  construct  the 
Colossus  of  Rhodes  and  place  the  great  quan- 
tity of  material  in  the  Colosseum,  yet  no  age 
or  period  of  the  earth’s  history  employed  so 
great  a number  of  artisans,  in  the  construc- 
tive building  trades,  as  the  present  decade  of 
the  twentieth  century  of  the  Christian  era. 
The  mechanical  devices  employed,  the  physi- 
cal and  sociological  conditions  pertaining, 
produce  a necessity  for  industrial  medical 
consideration,  never  before  so  important. 

This  question  naturally  resolves  itself  into 
two  important  elements:  namely,  the  inter- 
ests of  the  employee  and  the  interests  of 
the  employer.  Fortunately,  these  primal  ele- 
ments have  no  antagonistic  characteristics. 
Their  interests  naturally  synchronize.  In 
this  case,  what  is  good  for  the  goose  is  like- 
wise good  for  the  gander.  The  quicker  the 
relief  of  pain,  the  quicker  you  may  be  able 
to  restore  function,  and  the  most  proficient 
prophylactic  measures  you  may  be  able  to 
employ,  naturally  reduce  the  element  of  com- 
pensation in  loss  of  time  and  production ; 
thereby  contributing  to  the  efficiency  of  the 
worker. 

The  efficiency  of  the  modern  industrial 
surgeon  depends  upon  his  judgment,  skill 
and  education  in  these  matters  so  vital  to 
his  success. 

I wish  to  say  that,  in  the  consideration  of 
this  subject,  I have  purposely  placed  the  in- 
terests of  the  sick  and  injured  employee  be- 
fore the  interests  of  the  employer,  in  consid- 
eration of  our  Hypocratic  oath.  Fortunate- 
ly, with  our  modern  attitude  toward  the 
rights  of  humanity,  we  have  no  mental  con- 
flict to  embarrass  us  in  this  matter. 

Practically  all  the  grand  divisions  of  the 
western  hemisphere  have  passed  laws  gov- 
erning the  relation  of  master  and  man.  In 
the  United  States  of  North  America,  all  but 
three  of  the  forty-eight  states,  I think,  have 
comprehensive,  specific  laws  covering  the 
medical  and  surgical  care  and  compensation 
for  the  loss  of  time,  for  the  sick  and  injured 
of  the  working  class. 

The  Republic  of  Mexico  has  gone  our  own 


republic  one  better  and  her  federal  law  is 
most  fair  and  comprehensive.  Her  working 
c ass  and  proprietary  interests  are  well  tak- 
en care  of  and  their  relations  fairly  adjusted. 

The  growing  importance  of  industrial  med- 
icine calls  for  special  requirements  and  qual- 
ifications for  the  industrial  medical  man.  It 
has  been  but  a few  years  since  a physician 
who  agreed  to  do  industrial  service  under  a 
contract,  was  considered  among  the  rene- 
gade class  in  the  profession  and  regarded  as 
little  better  than  a charlatan.  Happily,  this 
attitude  has  undergone  much  change,  and, 
from  having  been  regarded,  both  by  em- 
ployee and  employer,  as  a necessary  evil,  to 
be  borne  with  continuous  protest,  he  now  is 
considered,  by  both  classes,  as  an  occupation- 
al necessity  and  an  important  element  in  the 
chain  that  links  the  interests  of  capital  and 
labor. 

QUALIFICATIONS 

Next  t oeducation,  I would  place  humani- 
tarian interests,  then  judgment  and  skill. 
Today,  the  industrial  medical  man  needs  spe- 
cial instruction  to  enable  him  to  perform  his 
duties  intelligently.  He  must  be  a versatile 
individual,  with  an  unusual  knowledge  of  hu- 
man nature,  for  his  clientele  runs  the  full 
gamut  of  the  social  scale.  From  hovel  to 
palace,  he  is  required  to  serve  on  short  no- 
tice, and  he  must  find,  in  the  extremes  of 
social  conditions,  interests  uninfluenced  by 
fee  consideration  and  changing  surround- 
ings. He  must  be  a physician  and  surgeon, 
a specialist  in  all  branches,  a friend  and  “a 
very  present  help  in  time  of  trouble.” 
DUTIES 

First  of  all  is  the  relief  of  suffering  and 
the  restoration  of  function  of  the  sick  and 
injured.  The  physician  should  keep  well  in 
mind  their  future  welfare,  as  well  as  their 
present  relief.  He  should  have  a clear  knowl- 
edge of  the  laws  of  the  locality  in  which  he 
is  serving,  that  the  interests  of  his  employ- 
er, and  those  of  the  employee,  may  not  suf- 
fer from  the  mistakes  of  his  ignorance.  He 
should  acquire  a complete  knowledge  of  the 
various  phases  of  the  industries  with  which 
he  is  associated,  so  that  men  may  be  so  re- 
habilitated that  they  may  occupy  suitable 
positions,  where  their  handicap  will  be  felt 
the  least. 

He  should  be  able  to  shorten  the  period  of 
convalescence  by  skill  in  treatment  and  re- 
placement in  suitable  positions  during  con- 
valescent period.  He  should  have  a close  as- 
sociation with  foremen  so  that  prophylactic 
measures  and  convalescent  replacements  may 
be  carried  out  with  least  possible  friction. 
He  should  make  frequent  examinations  of 
employees  for  handicap  deficiencies  and  oc- 
cupational defects,  that  such  defects  may  be 
corrected  in  time  to  prevent  permanent  in- 
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jury,  thereby  decreasing  operative  expense 
to  the  working  institution. 

The  food  and  water  supply  and  sanitary 
conditions,  should  be  under  ever  watchful 
care,  for,  upon  these  factors,  the  efficiency 
of  the  labor  element  and  contentment  in  so- 
cial relations,  greatly  depend. 

Fifty  years  ago,  a few  railroad  surgeons 
constituted  the  personnel  of  the  industrial 
surgeons  of  the  western  hemisphere;  but  to- 
day a large  number  are  employed,  serving 
large  institutions,  insurance  concerns  that 
cater  to  small  employers,  and  on  railroad  and 
steamship  lines. 

A few  figures,  with  reference  to  the  mag- 
nitude of  our  industries,  are  worthy  of  con- 
sideration. We  produce  73,000,000  tons  of 
steel  ingots  to  the  64,000,000  for  the  rest  of 
the  world.  We  produce  600,000,000  tons  of 
coal,  while  the  combined  output  of  Germany 
and  England  is  less  than  300,000,000.  We 
have  300,000  square  miles  of  coal  fields, 
while  all  Europe  possesses  but  42,000  square 
miles. 

While  England  leads  us  by  19,000,000  spin- 
dles, England  uses  but  3,000,000  bales  of  cot- 
ton in  the  arts,  to  our  6,000,000  bales. 

The  Western  Hemisphere  produced  972,- 
000,000  barrels  of  oil  last  year,  principally 
in  the  United  States,  Mexico  and  Venezuela; 
while  Russia,  the  only  other  very  large  pro- 
ducer, produced  90,000,000  barrels. 

While  the  farmers  of  Europe  were  produc- 
ing 2,000,000,000  bushels  of  wheat,  the  Unit- 
ed States  of  North  America,  alone,  produc- 
ed 3,500,000,000. 

Here,  where  the  wild  Indian  roamed  at 
will  little  more  than  a hundred  years  ago, 
9,000,000  wage  earners,  in  200,000  indus- 
tries, produce  60,000,000,000  dollars  worth 
of  goods,  and  yet  the  Western  Hemisphere 
has  reached  only  the  adolescent  age,  so  to 
speak,  in  international  development. 

A careful  study  of  this  situation  will  do 
much  toward  crystalizing  the  more  or  less 
chaotic  state  in  which  this  important  branch 
of  the  medical  profession  now  exists,  and 
will  materially  assist  in  carrying  forward 
the  industrial  interests  of  our  great  Western 
Hemisphere. 


BELT  FOR  SACROILIAC  SUBLUXATION 
ORVILLE  HARRY  BROWN,  M.  D.,  Ph.  D. 

Phoenix,  Arizona 

I herewith  report  a simple  belt — as  prac- 
tical and  efficacious  as  it  is  simple — for  the 
treatment  of  sacroiliac  subluxation. 

It  has  been  my  casual  observation  that 
physicians  commonly  treat  sacroiliac  sub- 
luxations by  straps  of  adhesive  and  by  more 
or  less  complicated  belts.  Adhesive  gives 
complete  relief  in  many  cases  and  occasion- 
ally without  recurrence.  Belts,  as  ordinar- 


ily prescribed,  may  be  more  or  less  beneficial. 
Many  of  them  never  seem  to  give  more  than 
partial  relief  and  often  they  must  be  worn 
continuously. 

A glance  at  the  mechanical  features  of  the 
pelvic  arch  will  indicate,  I believe,  the  type 
of  appliance  which  should  be  the  most  bene- 
ficial for  a subluxation  of  a sacroiliac  joint. 
The  ilia  mcet  in  front  with  blunt  ends,  tipped 
with  cartilage,  coming  directly  together. 
Consequently,  there  is,  ordinarily,  no  slipping 
of  the  pubic  joint.  The  sacroiliac  joints  are 
angular,  roughened,  sloping  contacts  between 
the  sacrum  and  the  ilia.  Due  to  the  sloping 
feature  of  the  joints — bias  construction — it 
is  easy  to  have  slight  dislocations  of  an  ilium 
upon  the  sacrum.  The  crests  of  the  ilia  pro- 
ject outward  and  upward  from  the  other 
structures  of  the  pelvic  arch,  so  that  a belt 
applied  about  the  hips  is  apt  to  put  most  of 
the  pressure  upon  the  crests  of  the  ilia.  Pres- 
sure upon  the  crests  of  the  ilia  widens  the 
spaces  between  the  ilia  and  the  sacrum — the 
pubic  joint  being  the  point  upon  which  the 
ilia  rotates.  This  effect  can  be  demonstrated 
very  clearly  upon  the  skeleton.  Any  appli- 
ance to  support  the  sacroiliac  joints,  then, 
should  not  be  applied  to  the  crest  of  the  ilia 
nor  should  it  ordinarily  be  wide  enough  to 
impinge  upon  them.  The  ideal  belt  would 
seem  to  be  one  of  simple  elastic  without  pads 
or  other  projections. 

The  sacroiliac  dislocations  may  be  so  slight 
that  they  give  little  or  no  indication  except 
pain.  The  x-ray  picture  may  show  nothing. 
Measuring  the  length  of  the  legs  is  of  no 
value  in  most  cases,  if  ever  of  value.  The 
pain  may  be  so  severe  as  totally  to  incapaci- 
tate the  patient  or  it  may  be  of  any  intensity 
down  to  the  mere  sensation  of  strain.  The 
pain,  as  is  well  known,  may  radiate  down  the 
sciatic  nerve.  The  one  outstanding  diagnos- 
tic point  of  value  is  the  tenderness  from 
pressure  applied  directly  over  the  joint,  or 
joints,  in  question. 

The  belt  which  I advise  consists  of  an  elas- 
tic web  usually  three  or  four  inches  in  width ; 
it  can  be  purchased  in  any  good  department 
store.  The  web  is  cut  the  necessary  length 
to  span  the  hips  and  the  patient  slips  it  on 
under  the  clothing  and  draws  it  so  that  it 
makes  gentle,  garter-like,  pressure  upon  the 
ilia,  at  a point  well  below  their  crests.  The 
overlapping  of  one  end  is  marked  upon  the 
other.  It  is  removed  and  small  safety  pins 
are  put  in  so  as  to  hold  it  at  the  desired  size. 
The  patient  then  steps  into  it  and  draws  it 
up  to  the  proper  position.  It  may  be  neces- 
sary, in  certain  figures,  to  apply  straps 
around  the  legs  to  hold  it  in  the  proper  place. 

My  results  with  this  simple  elastic  belt, 
in  the  treatment  of  sacroiliac  subluxation, 
have  been  most  satisfactory. 
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CASE  OF  CARDIAC  PAIN 
Diagnostic  Discussions  and  Autopsy  Report. 

(Case  15131,  Case  Records  of  the  Massachusetts 
General  Hospital,  New  Eng.  Jour,  of  Med.,  Mch.  28, 
1929,  p.  668.) 

Case  History 

An  American  factory  superintendent  fifty  years 
old  entered  November  21. 

Three  years  before  admission  he  had  to  stop  play- 
ing tennis  because  of  dyspnea.  For  three  years  he. 
had  had  “dull  palpitating  ache”  over  the  heart, 
dyspnea  and  pounding  of  the  heart  on  running  up- 
stairs. He  had  so  many  “rheumatic”  pains  at  the 
time  that  he  did  not  remember  whether  the  pain 
radiated.  Occasionally  he  had  very  slight  swelling 
of  the  ankles.  All  the  symptoms  grew  slowly  worse 
until  seven  months  before  admission.  Then  he  woke 
one  .morning  with  a sharp  shooting  pain  over  the 
precordium  darting  across  the  chest  to  the  right 
side  and  down  both  arms.  He  had  to  make  a des- 
perate effort  to  catch  his  breath.  He  felt  an  in- 
tense constriction  over  his  neck  and  chest  and  a 
sense  of  impending  death.  His  physician  gave  him 
white  pills  and  laid  him  on  the  floor  with  his  feet 
elevated.  At  this  the  patient  fainted.  He  was  .given 
narcosis,  but  knew  that  the  same  pain  and  attack 
returned  spasmodically  during  the  next  day.  For 
five  days  he  was  propped  up  in  a chair.  He  was 
able  to  return  to  work. 

At  this  point  in  the  history  taking  the  patient  had 
the  attack  described  below  and  died. 

Clinical  examination  showed  a well  nourished, 
slightly  cyanotic,  orthopneic,  verv  ill  looking  man 
with  slightly  slow  mental  reactions.  Speech  dis- 
tinct but  slow.  Pyorrhea.  Tonsils  enlarged,  right 
more  than  left.  Right  posterior  pillar  occluded  most 
fo  the  right  half  of  the  posterior  pharynx,  slightly 
red,  good  view  not  obtained,  lungs  emphysematous, 
resonant,  a few  rales  in  the  left  base.  Tactile  frem- 
itus and  spoken  voice  normal.  Apex  impulse  of 
the  heart  not  seen  or  felt.  Left  border  of  dullness 
11.5  centimeters  to  the  left  of  midsternum,  3.5  centi- 
meters outside  the  midclavicular  line,  right  border 
4 centimeters,  supracardiac  dullness  6.  Apex  rate 
too  rapid  to  count,  over  190.  Sounds  irregular  in 
rate  and  of  tic-tac  quality.  No  murmurs,  accentua- 
tion or  thrills  made  out.  Peripheral  pulse  very  weak 
and  irregular,  rate  80  to  100.  (Could  not  be  count- 
ed accurately.  Blood  pressure  140/105.  Liver  two 
to  three  centimeters  below  the  costal  margin.  Slight 
tenderness.  Stomach  area  very  tympanitic.  No 
other  organs  or  masses  felt.  Slight  swelling  of 
the  feet  which  appeared  more  edematous  but  pit- 
ted only  slightly  on  pressure.  Erythematous  area 
over  the  left  instep.  Pupils  and  reflexes  normal. 

Urine:  amount  not  recorded,  cloudy  at  the  single 
examination,  spceific  gravity  1.030,  a slight  trace 
of  albumin,  ferric  chloride  strongly  positive,  about 
20  leukocytes  per  field.  Renal  function  40  per  cent. 
Blood:  20,950  to  25,000  leukocytes,  84  per  cent  poly- 
morphonuclears,  hemoglobin  100  per  cent,  reds 
5,200,000,  smear  normal.  Wassermann  negative. 

Temperatures  98.4°  to  100.8°,  rectal;  pulse  62  to 
102,  respirations  32  to  22. 

The  day  of  death,  November  23,  Dr.  Paul  D.  White 
wrote,  “The  electrocardiogram  this  morning  was 
very  interesting,  almost  unique — (we  have  seen 
only  one  such  record  here  in  thirteen  years) — par- 
oxysmal ventricular  tachycardia  from  two  ectopic 
foci  (often  alternating).”  The  ventricular  rate  was 
180,  the  auricular  rate  108  (?).  P was  best  seen  in 
Lead  III. 

During  the  history  taking  the  patient  said  that  he 


wanted  to  stretch  his  leg,  leaned  towards  the  side  of 
the  bed  as  if  to  do  so  and  said  quietly — “Now  I am 
going  ...”  Suddenly  his  whole  body  stiffened,  his 
head  fell  back,  his  eyes  took  an  ominous  stare  and 
he  gave  a spasmodic  gasp.  On  the  arrival  of  the/ 
house-officer  he  was  cyanotic  and  pulseless.  No 
cradiac  sounds  could  be  heard.  He  was  apneic  for 
about  a minute,  theu  gave  a loud  gasping  inspira- 
tory effort.  These  gasps  sounded  as  though  pul- 
monary edema  was  marked.  Artificial  respiration 
was  continued  for  about  nine  minutes  after  the  last 
inspiration  . Then  the  patient  died. 


The  following  are  the  discussions  of  this 
case  by  Group  2,  of  the  Yavapai  County  Med- 
ical Society  and  Medical  Officers  of  Fort 
Whipple,  at  their  meeting  of  Oct.  1,  1929. 

DR.  JOHN  D.  BROOKS 

Group  II  has  tonight  a case  which  seems  to  pre- 
sent a symptom  of  cardiac  condition  that  is  almost 
pathognomonic.  While  it  has  not  demonstrable  path- 
ology at  autopsy,  it  is  a recognized  enitty,and  we  be- 
lieve it  is  the  cause  of  our  patient’s  death.  However, 
it  is  frequently  associated  with  other  conditions  and 
we  will  attempt  to  show  that  some  of  these  condi- 
tions, at  least,  in  which  the  pathology  may  be  found, 
are  present. 

We  have  the  case  of  a man  fifty  years  old  who 
has  been  leading  an  active  life,  both  physically  and 
in  his  occupation  as  foreman  of  a factory.  We  be- 
lieve the  hurry  and  push  of  modern  life  has  had 
some  influence  on  his  condition.  At  forty-seven,  or 
three  years  before  admission  to  hospital,  he  had  to 
give  up  tennis  which  he  had  played  for  years,  be- 
cause of  dyspepsia  with  dull  palpitating  pain  over 
the  heart.  Sometimes  he  had  so  many  rheumatic 
pains  that  he  did  not  know  whether  they  radiated  or 
not;  also  slight  swelling  of  the  feet.  All  grew  grad- 
ually worse  until  seven  months  before  admission.  He 
woke  one  morning  with  sharp  shooting  pain  over  the 
precordium  darting  to  the  right  side  and  down  both 
arms.  He  made  a desperate  effort  to  catch  his 
breath.  He  felt  an  intense  constriction  over  his 
neck  and  chest  and  a sense  of  impending  death. 
His  physician  gave  him  some  white  pills  and  laid 
him  on  the  floor.  At  this  he  fainted.  He  was  given 
narcosis,  but  knew  he  had  several  succeeding  at- 
tacks similar  to  this,  that  occurred  spasmodically. 
For  five  days  he  was  propped  up  in  a chair.  He  was 
able  to  return  to  work. 

At  this  time  during  the  taking  of  his  history,  the 
patient  said  he  wanted  to  stretch  his  leg.  He  leaned 
over  in  attempting  to  do  this  and  then  said  quietly, 
“I  am  going,” — gave  a gasp  and  apparently  died; 
gave  two  more  gasps  and  died.  When  the  house  of- 
ficer reached  him  he  was  pulseless  and  artificial  res- 
piration failed  to  produce  any  result. 

Clinical  examination  showed  a well  nourished, 
slightly  cyanotic,  orthopneic,  very  ill-looking  man, 
with  slow  mental  reaction.  He  had  pyorrhea,  his 
tonsils  were  enlarged,  the  pillar  occluded  most  of  the 
right  half  of  the  pharynx,  slightly  red.  Lungs  em- 
physematous, resonant,  a few  rales  at  left  base. 
Apex  impulse  of  the  heart  not  seen  or  felt.  Left  bor- 
der of  dulness  11.5  cm.  to  the  left  of  midsternum, 
3.5  cm.  outside  the  midclavicular  line,  right  border 
4 cm.,  supracardiac  dulness  6 cm.  Apex  rate  too 
rapid  to  count,  over  190.  Sounds  irregular  in  rate 
and  of  tic-tac  quality.  No  murmurs,  accentuations 
or  thrills  could  be  made  out.  Peripheral  pulse  weak 
and  irregular,  rate  80  - 100.  Blood  pressure  140/105. 
Liver  two  to  three  cm.  below  the  central  margin. 
Stomach  area  tympanitic.  No  other  organs  or 
masses  felt.  Urine  cloudy,  specific  gravity,  1,030, 
trace  of  albumin.  Renal  function  40  per  cent.  White 
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cells  20,950  to  25,000,  84  per  cent  polys,  hemoglobin 
100,  reds  5,200,000.  Wassermann  negative.  Tem- 
perature by  rectum  98.4  to  100.8;  pulse  62  to  102, 
respirations  32  to  22. 

On  the  day  of  his  death,  Dr.  Paul  D.  White  wrote, 
“The  electro-cardiogram  this  morning  was  very  in- 
teresting, almost  unique — we  have  seen  only  one 
such  record  here  in  thirteen  years — paroxysmal 
ventricular  tachycardia  from  two  ectopic  foci  (often 
alternating)  ”,  The  ventricular  rate  was  180,  the 
auricular  rate  was  108  (?).  P was  best  seen  in 
Lead  III. 

Dr.  F.inn  will  continue  the  discussion. 


DR.  ROBERT  S.  FLINN. 

It  is;  quite  apparent,  I think,  that  the  presenting 
symptom  in  this  case  is  one  of  cardiac  disease.  It 
is  true  that  the  patient  is  suffreing  from  condi- 
tions other  than  heart  dsiease1.  There  is  the  custom- 
ary pyorrhea,  enlarged  tonsils,  and  albumen  and 
white  cells  in  the  urine.  Three  years  prior  to  ad- 
mission the  patient  had  to  stop  playing  tennis  be- 
cause of  dyspnea  on  exertion.  Now  although  the 
sensation  of  breathlessness  on  exertion  is  usually 
the  first  evidence  that  the  cardiac  reserve  is  les- 
sened, nevertheless,  we  must  consider  severe 
anemia,  wasting  disease,  advanced  pulmonary  tu- 
berculosis and  rapidly  developing  obesity  as  pos- 
sible causes.  In  view  of  subsequent  developments 
however,  I think  that  the  dyspnea  which  developed 
while  playing  tennis  showed  rather  plainly  that  al- 
though the  spirit  may  have  been  willing  the  myo- 
cardium was  weak. 

Having  agreed  then,  that  evidence  of  cardiac 
disease  was  present  three  years  ago,  let  us  con- 
sider what  may  have  been  the  cause.  It  is  stated 
that  he  had  “rheumatic”  pains  at  that  time,  but 
failing  to  obtain  a history  of  childhood  infection, 
severe  attacks  of  tonsillitis  or  multiple  arthritis,  we 
are  not  justified  in  considering  this  case  one  of 
rheumatic  heart  disease.  We  must  consider 
syphilis  in  view  of  its  frequent  association  with 
cardiac  pain  of  this  sort,  and  also  because  of  the 
increased  supracardiac  dulness.  However  the 
Wassermann  is  reported  as  being  negative. 

Seven  months  prior  to  admission  the  patient  had 
a very  severe  attack  of  angina.  Whether  this  was 
dud  merely  to  a spasm  of  the  coronaries  or  to  ac- 
tual thrombosis  is  of  little  import. 

Angina  pectoris  or  “strangling  of  the  breast,” 
received  its  name  over  160  years  ago  when  on  July 
21,  1768,  Heberden  read  an  account  of  this  disorder 
before  the  Royal  College  of  Physicians.  That  clas- 
sical description  is  so  excellent  and  so  complete 
that  I shall  quote  it  at  some  length. 

“But  there  is  a disorder  of  the  breast  marked 
with  strong  and  peculiar  symptoms,  considerable 
for  the  kind  of  danger  belonging  to  it,  and  not  ex- 
tremely rare,  which  deserves  to  be  mentioned  more 
at  length.  The  seat  of  it,  and  sense  of  strangling 
and  anxiety  with  which  it  is  attended,  may  make  it, 
not  improperly  be  called  angina  pectoris.  The 
pulse  is,  at  least  sometimes,  not  disturbed  by  this 
pain  as  I have  had  opportunities  of  observing  by 
feeling  the  pulse  during  the  paroxysm.  Males  are 
more  liable  to  this  disease,  especially  such  as  have 
passed  the  fiftieth  year.  The  pain  may  be  brought 
on  not  only  by  exertion,  excitement  or  meals  but 
also  by  swallowing,  coughing,  going  to  stool  or 
speaking. 

“The  angina  pectoris  as  far  as  I have  been  able 
to  investigate  belongs  to  the  class  of  spasmodic, 
not  of  inflammatory  complaints,  for,  in  the  first 
place,  the  access  and  recess  of  the  fit  is  sudden. 
Secondly,  there  are  long  periods  of  perfect  health. 
Thirdly,  wine  and  spirituous  liquors  and  opium  af- 
ford considerable  relief.  Fourhtly,  it  is  increased 


by  disturbances  of  mind.  Fifthly,  it  continues 
many  years  without  any  other  injury  to  health.  Its 
attacks  are  often  after  the  first  sleep  which  is  a 
circumstance  common  to  many  spasmodic  disorders. 
On  opening  the  body  of  one  who  died  suddenly  of 
the  disease  a skillful  anatomist  could  discover  no 
fault  in  the  heart,  in  the  valves,  in  the  arteries,  or 
neighboring  veins,  except  some  small  rudiments  of 
ossification  in  the  aorta.” 

For  some  time  there  has  been  a certain  amount 
of  confusion  regarding  angina  pectoris,  some  au- 
thorities trying  to  differentiate  between  the  so- 
called  true  angina  and  pseudo-angina.  Lately  it 
has  been  realized  that  all  angina  pectoris  is  true 
angina  pectoris.  There  are,  for  example,  cases 
with  evidence  of  organic  heart  disease  and  cases 
without  it,  cases  with  sensitive  nervous  systems  and 
cases  without;  cases  with  post  mortem  evidence 
of  coronary  thrombosis  and  cases  without  it. 

Let  us  turn  for  a moment  to  the  physical  find- 
ings in  this  case.  Here  we  see  a man  with  marked 
cardiac  decompensation.  He  is  cyanotic,  dyspneic, 
edematous.  There  are  rales  at  the  base,  and  the 
liver  is  enlarged  The  heart  is  enlarged,  being 
3 5 cm,  beyond  the  left  nipple  line.  The  supracar- 
diac dulness  is  6 cm.  We  would  not  expect  to  hear 
murmurs  even  if  present  in  a heart  with  an  apex 
rate  of  100.  The  rate  is  irregular  and  there  is  a 
tic  tac  quality.  The  electrocardiograph  shows  an 
improvement  in  the  heart  muscle  conduction.  The 
impulse  instead  of  arising  from  the  sino-auricular 
node  is  now  raising  from  two  octopic  foci  located  in 
the  wall  of  the  ventricle.  The  rate  is  180.  This 
condition  is  referred  to  as  paroxysmal  ventricular 
tachycardia  and  is  quite  readilv  produced  in  ex- 
perimental animals  by  obstructing  the  coronary 
circulation.  There  are  other  features  of  the  elec- 
trocardiograph in  coronary  obstruction  such  as  in- 
version of  the  T wave  in  leads  II  and  I,  and  slur- 
ring of  the  QRS  complex,  but  no  mention  is  made 
of  these  findings  in  this  case. 

In  this  condition  it  is  interesting  to  speculate 
on  the  mode  of  death  in  this  case.  Did  the  patient 
die  of  spasm  of  the  coronaries  or  of  an  actual 
thrombosis  ? Favoring  coronary  thrombosis  we 
have  (1)  the  fever  of  102;  (2)  leukocytosis  of 

25,000;  (3)  electrocardiographic  evidence  of  coron- 
ary occlusion.  On  the  other  hand,  one  of  the  most 
charactreistic  signs  of  coronary  obstruction  is  a 
very  low  blood  pressure.  You  will  remember  that 
in  this  case  the  blood  pressure  was  140.  My  col- 
league will  further  discuss  this  case. 


DR.  W.  F.  McWHIRT 

In  this  case  we  feel  that  we  may  attribute  the 
cause  of  death,  in  a way,  to  modern  high-pressure 
living.  This  is  a factory  superintendent  fifty 
years  of  age  who  has  undoubtedly  been  going  at  a 
high  rate  of  speed  and  still  enjoys,  in  leisure  hours, 
athletics  (tennis).  Someone  has  stated  that  no 
man  should  play  tennis  after  thirtv-five.  This  man 
evidently  had  not  heard  of  or  did  not  believe  it. 
Until  forty-seven  he  continued  to  play  tennis.  Three 
years  before  admission  to  hospital  he  was  compelled 
to  give  up  athletic  exercises  because  of  palpitation, 
etc.  He  was  of  that  type  of  man  who,  when  he 
came  to  stairs,  did  not  take  time  to  walk,  but  ran. 

He  had  pain  over  the  region  of  the  heart  with 
dyspnea  and  palpitation,  thus  showing  a gradually 
degenerating  myocardium.  Angina  pectoris  has 
been  discussed  by  the  previous  speakers.  What  is 
the  cause  of  angina  pectoris?  Many  causes  have 
been  given  and  have  changed  from  time  to  time. 
One  writer  goes  so  far  as  to  say  there  are  sixty- 
four  different  causes  of  angina  pectoris.  Let  us 
speak  of  the  pathology  of  angina  pectoris.  We 
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could  sum  it  very  briefly  and  state  that  there  is 
no  pathology.  On  the  post  mortem  table  there  may 
be  a case  with  coronary  thrombosis  and  another 
without,  with  calcification  of  the  coronaries  or 
without.  One  case  wTas  reported  where  the  only 
pathology  found  was  a few  adhesions  between  the 
heart  and  the  pericardium.  In  another  case  a few 
small  tumors  were  found,  one  on  the  pneumogas- 
tric  nerve  and  one  on  the  left  phrenic  nerve.  The 
most  reasonable  pathology  to  expect  and  most  often 
found  is  aortitis  of  the  beginning  portion  of  the 
aorta. 

What  are  the  symptoms  of  angina  pectoris  ? There 
are  three  main  symptoms — pain,  fear  of  imminent 
dissolution  or  impending  death,  and  apnea.  Pain  is 
an  exceedingly  interesting  point  in  these  cases.  It 
comes  on  suddenly  wdth  a sense  of  constriction  or 
oppression  in  the  chest  and  the  pain  may  radiate 
to  the  left  arm  or  to  both  arms.  The  pain  may  be 
entirely  in  the  region  of  the  pharynx  with  none  in 
the  chest;  it  may  be  in  the  angle  of  the  jaw;  it 
may  be  referred  into  the  ear  or  occipital  region  or 
over  the  region  of  the  trapezius,  or  epigastrium, 
left  leg  or  in  the  scrotum.  There  is  another  type 
where  the  pain  will  be  in  the  posterior  aspect  of 
the  arm  and  may  radiate  down  to  the  little  finger. 
To  understand  this  we  must  keep  in  mind  the  anat- 
omy of  the  nervous  system  and  its  distribution. 

Impending  death ; in  the  so-called  “false”  angina 
the  patient  does  not  have  this  sensation  of  immi- 
nent death,  which  is  present  in  this  case. 

Apnea;  When  the  patient  is  stricken  with  an 
attack  he  takes  an  inspiration  and  holds  his  breath 
for  fear  the  expiration  will  increase  the  pain  and 
the  pain  is  so  great  he  feels  he  can  not  stand  more, 
that  if  the  pain  becomes  greater  it  wall  cause  im- 
mediate death. 

In  this  case  under  discussion  there  is  a history 
of  infection  of  tonsils  and  pyorrhea — which  would 
lead  us  to  believe  that  perhaps  rheumatism  played 
r.  part.  We  do  not  believe  angina  pectoris  is  all 
this  man  had  but  we  do  think  it  was  the  immediate 
cause  of  death.  The  enlarged  liver,  low  grade 
nephritis  and  slight  edema  is  easily  accounted  for 
by  engorgement  due  to  a failing  circulation. 

Our  diagnosis  in  this  case  is  chronic  degenera- 
tive changes  of  the  myocardium,  aortitis  and  imme- 
diate cause  of  death  angina  pectoris. 


The  following  discussions  of  this  case 
have  been  submitted  by  the  Clinical  Club  of 
Phoenix ; 

I)R.  S.  H.  BLOOMHARDT 

The  salient  points  of  this  history — a male,  age 
50,  who  three  years  ago  had  dyspnea  and  palpita- 
tion on  exertion  with  “dull  palpitating  ache”  over 
the  heart.  He  had  so  many  rheumatic  pains  he 
did  not  know  where  they  radiated.  All  symptoms 
grew  slowly  worse  until  seven  months  ago  when 
he  awoke  with  a sharp  shooting  pain  over  the  pre 
cordium  darting  across  the  chest  to  the  right  side 
and  down  both  arms.  Slow  convalescence  but  he 
returned  to  work.  At  this  point  in  the  history  tak- 
ing, patient  said  he  wanted  to  stretch  his  leg,  lean- 
ed to  the  side  of  the  bed  and  died. 

High  spots  of  the  physical  examination  were  a 
cyanotic,  orthopneic  ill  looking  man,  with  pyorrhea, 
enlarged  tonsils,  emphysematous  lungs,  enlarged 
heart,  apex  rate  too  rapid  to  count,  sounds  irregu- 
lar, tic  tac  quality,  no  murmor.  Peripheral  pulse 
very  weak  and  irregular,  rate  80  to  100.  B.P. 
140/105,  Liver  enlarged,  slight  swelling  of  feet. 
Renal  function  40,  urine  showed  albumin  but  no 
casts.  Leukocktosis  with  84  per  cent  polys.  Very 
unique  electrocardiogram,  paroxysmal  ventricular 


tachycardia  from  two  ectopic  foci,  the  ventricular 
rate  180,  the  auricular  rate  108  (?). 

Suppose  we  start  the  discussion  with  a brief 
clinico-pathological  classification  of  precordial  pain, 
an  outline  I have  made  from  a very  good  article 
not  long  ago  by  Sigler: 

1.  Psychic  or  neurotic  pains — toxin  or  local  in- 
fection as  probable  underlying  factors. 

2.  Hysterical  pains. 

3.  Disease  of  the  extracardiac  structures. — 

(a.  Thoracic  wrall 
(b.  Pleurae 
(c.  Lungs 
(d.  Mediastinum 
(e.  Esophagus 

4.  Cardio-Vascular  disease — 

(a.  Pain  on  exertion 
(1.  Coronary  sclerosis 
(2.  Anemias 
(3.  Over-exertion 
(A.  Aorta  dsease 

(5.  Hypertrophied  hearts  of  hypertension 
and  valvular  disease. 

(b.  Pain — effort  not  factor 
(1.  Coronary  spasm 
2.  Acute  aortitis 

(3.  Coronary  occlusion  due  to  embolism 
or  thrombosis. 

From  this  history  or  as  much  of  a history  as 
was  secured  before  the  sudden  death  of  patient,  we 
can  eliminate:  first,  psychic  nains;  second,  hvster- 
ical  pains;  and,  I think,  third,  disease  of  the 
extra-cardiac  structures.  The  case  is  nrobablv  one 
of  cardio-vascular  disease,  the  pain  did  not  neces- 
sarily come  upon  exertion,  nothing  is  said  in  the 
physical  about  sclerosis  of  the  vessels  and  he  was 
not  anemic  with  100  per  cent  hgb.  and  5,200,000 
reds.  There  was  not  over  exertion  as  he  only 
leaned  to  the  side  of  his  bed  before  he  died.  Aortic 
disease,  there  is  nothing  in  the  history  to  make 
me  think  of  and  the  Wassermann  is  negative.  He 
has  a hypertrophied  heart,  but  is  it  one  of  hyper- 
tension and  valvular  disease?  Blood  pressure 
140/105. 

Then  let  us  take  up  our  second  group  under 
precordial  pain  from  cardio-valvular  disease.  Pain, 
effort  not  a factor,  subdivided  into  coronarv  spasm, 
acute  aortitis  and  coronary  occlusion  due  to  embol- 
ism or  thrombosis.  This  picture  presented  has  been 
one  of  profuse  injury  to  the  myocardium  for  we 
have  r.  hvpertrophied  heart  which  is  decompensated 
and  we  have  a previous  attack  seven  months  ago 
when  the  pain  lasted  even  under  influence  of  nar- 
cosis for  several  days.  In  ordinarv  angina  as  we 
think  of  it.  pain  is  very  severe,  sudden  and  usually 
passes,  especially  under  narcosis.  In  this  case  it 
lasted,  severe,  for  three  days.  We  had  a leucocy- 
tosis,  we  have  a temperature,  all  of  which  point  to 
a coronary  occlusion  due  to  embolism  or  thrombo- 
sis. Thrombosis.  I believe  to  be  four  to  five  times 
more  frequent  than  embolism,  according  to  studies 
by  Wolff  and  White.  The  usual  sources  of  emboli 
are  either  a mural  thrombus  of  the  left  ventricle 
or  a vegetative  endocarditis.  Thrombosis  never 
occurs  in  a healthy  vessel,  while  emboli  may  oc- 
clude normal  coronary  arteries.  In  this  case,  we 
naturally  presume  from  a history  of  precordial  pain 
for  three  vears.  that  the  coronary  arteries  are  not 
normal.  I would  think  of  an  underlying  arterio- 
sclerotic process  in  the  coronary  arteries  forming 
the  basic  lesion  upon  which  this  thrombosis  formed. 
A coronary  artery  may  remain  sclerosed  for  years 
without  thrombosis.  Boyd  believes  the  mechanism 
which  causes  the  thrombosis  to  be  an  acute  inflam- 
matory process,  the  cause  of  which  is  obscure,  but 
it  is  rather  generally  believed  to  be  due  to  some  cir- 
culating toxic  material,  derived  from  an  extensive 
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infection  which  leads  to  an  outpouring  of  exudate 
into  an  atheromatous  plaque.  This  produces  an  in- 
crease in  volume  of  the  plaque  which  projects  and 
further  obliterates  the  lumen  of  the  vessel  or  causes 
complete  obstruction.  The  patient  had  badly  dis- 
eased teeth  and  enlarged  tonsils  which  would  ac- 
count for  the  infectious  material.  In  this  case,  which 
is  one  of  great  severity  along  with  coronary  throm- 
bosis, we  may  also  have  myocardial  infarction. 

The  electrocardiogram,  Dr.  White  wrote,  was 
“unique  and  interesting.’  My  knowledge  of  elec- 
trocardiographic work  is  scant.  Dr.  Kingsley  who 
is  to  discuss  the  case  with  me  has  read  it  up  and 
Dr.  Randolph  as  well  can  enlighten  you.  Certainly, 
the  unique  part  is  a case  of  ventricular  fibrillation 
rather  than  the  better  known  auricular  fibrilla- 
tion. 

Swift  and  Hitchcock  have  been  doing  some  inter- 
esting work  at  Rockefeller  Institute  on  precordial 
pain,  McKenzie  claims,  I believe,  the  ischemia  of 
the  myocardium  is  the  cause  of  cardiac  pain  and  is 
not  this  rather  generally  accepted?  The  above 
workers  are  of  the  opinion  that  pain  is  due  to  the 
involvement  of  the  adventitial  coat  of  the  coronary 
vessels  or  of  the  pericardium  for,  in  these  struc- 
tures, sensory  nerve  endings  are  found.  Thus  they 
challenge  McKenzie’s  theory  and  have  done  consid- 
erable experimental  work,  and  even  by  direct  irri- 
tation of  the  myocardium  have  failed  to  elecit  pain, 
or  by  ligating  a coronary  vessel  or  by  injection  of 
materials  into  the  coronary  vessel  have  they  been 
able  to  elicit  pain. 

Diagnosis:  Cause  of  immediate  death,  coronary 
occlusion  due  to  thrombosis  rather  than  embolism, 
possible  infarcation  of  the  heart;  (2)  Hypertrophied) 
heart,  myocarditis,  decompensation;  (3)  Chronic 
nephritis,  interstititial  type. 


A.  C.  KINGSLEY 

This  case  presents  a man  of  fifty,  who  for  about 
two  and  one-half  years  preceding  an  acute  attack 
of  pain,  suffered  from  dyspnea,  dull  ache  over  the 
heart,  rheumatic  pains,  and  swelling  of  the  ankles. 
Up  until  this  time,  I believe  he  was  suffering  from 
a mvocarditis  of  toxic  origin,  probably  from  the 
tonsils. 

He  now  suffered  an  acute  attack  of  pain,  awoke 
with  sharp  shooting  pains  over  the  precordium, 
darting  across  the  chest  and  radiating  down  both 
arms,  lasting  for  about  twenty-four  hours. 

Symptoms  deserving  special  consideration  on  ad- 
mission to  the  hospital  are:  enlarged  tonsils;  ab- 
sence of  apex  impulses;  increased  cardiac  dullness; 
apex  rate  190;  no  murmurs  or  thrills;  weak,  irreg- 
ular and  moderately  rapid  pulse;  erythematous  area 
over  left  instep;  leukocyte  count  20,000  to  25,000; 
electrocardiogram  showing  two  ventricular  foci. 

The  acute  attack  of  seven  months  ago  was  prob- 
ably one  of  coronary  thrombosis.  There  is  no  evi- 
dence of  endocardities  or  pericarditis,  aortic  aneu- 
rism, mediastinal  tumor,  and  the  pain  was  too  pro- 
longed for  angina-pectorisi  There  are  no  foci  from 
which  embolus  might  be  dislodged. 

In  coronary  thrombosis,  the  pain  is  prolonged 
usually  not  less  than  eight  hours.  There  is  marked 
leukocytosis,  also  myocarditis  and  coronary  throm- 
bosis are  closely  related. 

The  electrocardiogram  shows  us  two  foci  in  the 
conduction  pathways  of  the  ventricle.  Whether  or 
not  these  were  both  from  thrombosis,  or  simply 
from  myocardial  degeneration,  or  sclerotic  patches 
would  be  hard  to  say. 

The  terminal  picture,  because  of  the  pulmonary 
edema,  is  one  of  myocardial  failure. 

Diagnosis:  Myocarditis;  coronary  thrombosis; 
myocardial  failure. 


The  following  are  the  discussions  of  this 
case  at  the  Massachusetts  General  Hospital 
(see  New  Eng.  Jour,  of  Med.,  Mch.  28,  1929, 
p.  669.) 

DR.  RICHARD  C.  CABOT 

We  should  notice  the  way  this  pain  came  on, 
when  the  patient  was  completely  at  rest.  He  woke 
in  the  morning  with  it.  I have  never  known  that 
precise  picture  in  anything  except  cardiac  infarc- 
tion. 

I wonder  why  the  physician  thought  this  pos- 
tural treatment  necessary.  I think  I would  rather 
be  let  alone  if  I were  in  this  condition. 

I suppose  the  clinical  examination  was  made  be- 
fore the  history  was  taken. 

“Lungs  emphysematous”  I suppose  means  hyper- 
resonant,  which  is  an  entirely  different  thing.  With 
“tactile  fremitus  and  spoken  voice  normal”  it  is  all 
the  more  difficult  to  make  the  diagnosis  of  em- 
physema, although  he  may  have  had  it. 

Half  of  the  heart  beats  were  not  coming  through. 
The  blood  pressure  is  rather  surprisong,  I think, 
considering  the  state  of  the  pulse. 

Dr.  White’s  findings  can  easily  be  connected 
with  the  thing  we  are  suspecting,  namely  cardiac 
infarction. 

There  is  nothing  unusual  about  the  events  in  the 
last  paragraph.  Many  patients,  whatever  they  die 
of,  have  just  that  kind  of  respiratory  irregularity. 
They  were  watching  him  carefully  and  so  they  put 
it  down,  but  it  does  not  signify  anything. 

He  died  of  cardiac  infarction,  so  far  as  I can 
see.  What  else  can  we  think  of?  We  have  a high 
diastolic  blood  pressure.  We  have  a man  who  has 
had  dyspnea,  who  shows  no  evidence  of  a valvular 
lesion,  and  who  is  fifty  years  old.  Therefore  a long- 
standing hypertensive  heart  trouble  is  the  most 
natural  thing  to  think  of,  and  in  view  of  this  symp- 
tom complex  we  should  also  say  coronary  disease, 
narrowing  or  sclerosis  of  the  coronary  arteries. 

I do  not  see  that  we  have  any  evidence  pointing 
to  any  other  system.  He  will  probably  have  passive 
congestion  and  may  have  a patch  of  pericarditis, 
as  so  often  occurs  with  cardiac  infarction.  But  we 
can  get  leukocytosis  without  pericarditis  in  these 
cases.  If  he  has  had  one,  he  has  probably  had  more 
(older)  infarctions.  Patients  usually  have  differ- 
ent ages  of  infarctions  in  the  heart,  so  I should  not 
be  surprised  if  there  were  old  fibrous  patches  cor- 
responding to  old  as  well  as  new  infarctions  here. 
They  do>  not  usually  die  in  the  first  attack.  They 
often  live  months,  sometimes  years  after  an  attack 
which  one  cannot  doubt  (looking  at  the  old  patches 
in  the  heart  wall  at  necropsy)  was  infarction. 

Ques.:  Does  the  cyanosis  suggest  pulmonary  em- 
bolism ? 

Ans.:  I should  not  think  so. 

Ques.:  Do  you  think  he  might  have  had  a spon- 
taneous rupture  of  the  heart? 

Ans.:  Yes.  But  we  do  not  need  to  think  so.  There 
are  no  known  symptoms  peculiar  to  rupture  of 
the  heart.  Infarction  with  rupture  gives  just  the 
same  symptoms  as  infarction  without  rupture. 

Ques.:  What  arc  the  differential  points  between 
angina  pectoris  and  coronary  occlusion  ? 

Ans.:  Angina  is  brought  on  by  exertion  or  emo- 
tion. It  is  a short  pain,  lasts  a minute  or  two  and 
stops  when  the  cause  is  removed — the  exertion  or 
the  emotion.  On  the  other  hand  infarction  is  just 
as  apt  to  come  on  at  rest  as  when  moving,  it  lasts 
an  hour  or  more  ordinarily,  and  is  not  relieved  in 
the  way  that  angina  is  by  keeping  quiet  or  by  tak- 
ing nitroglycerin.  It  sometimes  is  not  relieved 
even  by  morphia.  Moreover  pulse  failure  or  faint- 
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ness  often  come  with  infarction  and  rarely  with 
angina. 

Ques.:  Do  you  think  this  first  “dull  palpitating 
ache”  was  the  ordinary  variety  of  angina  and  that 
he  later  developed  infarction  on  top  of  it? 

Ans.:  That  is  perfectly  possible.  We_  often  do 
have  angina  earlier  in  the  history  of  cases  of  in- 
farction. 

Continuing  our  differential  diagnosis  of  angina 
and  infarction: — a good  many  cases  of  infarction 
of  the  heart  have  pain  down  in  the  epigastrium,  so 
that  there  have  been  a good  many  operations  done 
with  the  idea  that  it  was  perforation  of  an  ulcer 
or  some  other  acute  abdomnial  lesion.  Ordinary 
angina  very  seldom  goes  so  low  as  that.  I do  not 
know  any  reason  for  the  difference.  With  infarc- 
tion we  often  get  temperature  and  leukocytosis, 
whether  there  is  pericarditis,  as  very  often  there  is, 
or  not.  I do  not  remember  seeing  either  tempera- 
ture or  leukocytosis  in  ordinary  angina  pectoris. 

Quea.:  What  were  the  urinary  findings? 

Ans.:  The  striking  thing,  of  course,  is  that  the 
ferric  chloride  is  strongly  positive.  I suppose  he 
probably  had  had  very  little  to  eat  for  some  time. 
It  was  a starvation  reaction.  I believe.  The  rest 
does  not  seem  to  me  important. 

CLINICAL  DIAGNOSIS  (FROM  HOSPITAL 
RECORD 

Arteriosclerotic  and  hypertensvie  heart  disease 
with  angina. 

DR.  CABOT’S  DIAGNOSIS 

Cardiac  infarction. 

Hypertensive  heart  disease. 

Coronary  sclerosis. 

Pericarditis  ? 

Chronic  passive  congestion. 

I)R.  TRACY  B.  MALLORY 
ANATOMIC  DIAGNOSIS 

1.  Primary  disease. 

Arteriosclerosis. 

Coronary  sclerosis  with  thrombosis  and  occluson. 

Infarct  of  the  heart. 

2.  Secondary  or  treminal  lesions. 

Fibrinous  pericarditis. 

Hypertrophy  and  dilation  of  the  heart. 

Arteriosclerotic  nephritis  (combined  large  and 

small  vessel  types.) 

Chronic  passive  congestion. 

3.  Historical  landmarks. 

Chronic  prostatitis  (slight). 

The  heart  was  considerably  hypertrophied.  At 
the  apex  of  the  left  ventricle  were  soft  focal  areas, 
some  red,  others  white  and  fibrous,  which  on  sec- 
tion proved  to  be  due  to  almost  complete  necrosis 
of  the  whole  thickness  of  the  ventricular  wall.  The 
valves  were  entirely  negative.  The  coronary  arter- 
ies showed  marked  sclerosis.  The  right  was  pat- 
ent, but  the  left  showed  a point  of  marked  narrow- 
ing about  two  and  a half  centimeters  from  the  ori- 
fice of  the  descending  branch,  where  a fresh 
thrombus  was  present.  There  was  a generalized 
sclerosis  as  well,  and  a fairly  marked  arterioscler- 
otic nephritis. 

Ques.:  There  was  no  rupture  of  the  ventricle? 

Ans.:  No.  There  was  a slight  degree  of  pericar- 
ditis. 


CASE  OF  HOARSENESS  AND  PAIN  IN 
RIGHT  SHOULDER. 

Diagnostic  Discussions  and  Autopsy  Report. 

(Case  15091,  Case  Records  of  the  Massachusetts 
General  Hospital,  from  the  New  Eng.  Jour,  of  Med., 
of  Feb.  28,  1929,  p.  452.) 

Case  History 

An  American  fifty-five  years  old  entered  July  31 


complaniing  of  shortness  of  breath  and  hoarseness. 

He  was  in  good  health  for  many  years  until  two 
years  before  admission.  Then  he  had  a feeling  of 
mild  lassitude  and  malaise.  He  had  slight  pain  back 
of  the  right  ear.  He  stopped  work  and  since  that 
time  had  done  only  light  odd  jobs.  The  December 
before  admission  he  noticed  hoarseness.  This  had 
grown  worse.  In  May  his  breathing  began  to  be 
wheezy.  A diagnosis  of  asthma  was  made,  which 
he  doubted.  He  had  no  cough  at  any  time.  His  right 
shoulder  began  to  be  a little  “rheumatic.”  For  two 
weeks  his  sleep  had  been  broken  by  dyspnea  and 
wheezing;  after  raising  mucus  he  was  able  to  sleep 
again.  During  the  day  he  had  a little  more  sputum 
than  formerly.  Ten  days  before  admission  he  had  a 
bad  attack  of  dyspnea  and  increased  hoarseness.  A 
physician  quieted  him  with  hypodermics  and  gave 
digitalis  for  a week. 

His  family  history  is  not  significant. 

At  twenty-two  he  had  gonorrhea.  He  had  had  re- 
peated exposures  to  venereal  disease,  but  denied 
symptoms  of  syphilis.  (The  reliability  of  this  state- 
men  was  questioned.)  He  had  taken  no  alcohol  for 
seven  years.  He  had  gone  to  sea  most  of  his  life, 
working  in  factories  and  ship-building  yards  ini  the 
intervals.  He  had  malaria  off  and  on  for  ten  years 
beginning  when  he  was  twenty-three.  In  his  youth 
he  had  several  attacks  of  sore  throat.  His  left  arm 
was  amputated  below  the  elbow  in  a machine.  Dur- 
ing the  past  few  years  he  had  had  some  abscessed 
teeth.  He  had  had  a few  sharp  momentary  pains  in 
the  region  of  the  heart,  scarcely  noticeable.  He  had 
had  some  palpitation,  principally  on  emotion.  Ten 
years  before  admission  he  werigbed  216  pounds,  his 
best  weight.  He  now  weighed  160.  He  had  lost  25 
pounds  in  the  last  two  months. 

Clinical  examination  showed  a well  nourished  man 
with  constant  hacking,  brassy  cough,  gurgling  as 
though  trying  to  raise  some  secretion.  There  was 
slight  obstruction  to  the  breathing.  The  lips  were 
cyanotic.  There  were  capped  teeth,  bridge  work  and 
moderate  pyorrhea.  The  tonsillar  region  was  some- 
what reddened.  The  trachea  was  pushed  to  the  left. 
Beneath  the  sternoclavicular  and  palpable  in  the  me- 
dian part  of  the  supraclavicular  fossa  and  the  su- 
prasternal fossa  was  a pulsating  expansile  tumor 
over  which  the  heart  sounds  were  audible.  No 
murmurs.  There  was  a movement  of  the  trachea 
and  of  the  head  with  each  heart  beat.  The  point  of 
maximum  intensity  of  the  heart  reclining  was  10.5 
centimeters  from  midsternum  in  the  fifth  intersnace 
2 centimeters  outside  the  mid-clavicular  line,  sitting 
up  9.5  centimeters;  right  border  2.5  centimeters, 
supracardiac  dulness  7 centimeters.  Aortic  second 
sound  muffled,  equal  to  pulmonic  second.  Through- 
out the  entire  precordium  was  a loud  high  pitched 
systolic  murmur.  Over  the  aortic  area  an  early 
short  diastolic  was  transmitted  down  the  left  border 
to  the  apex,  loudest  along  the  left  border.  Right 
temporal  pulse  greater  than  left  and  right  temporal 
artery  more  prominent  than  left.  Right  radial  pulse 
of  the  Corrigan  type.  Blood  pressure,  right  160/50, 
left  198/58.  No  marked  peripheral  sclerosis.  Chest 
thickened  in  the  anteroposterior  diameter.  Flaring 
costal  margins.  Expansion  very  slight.  Breathing 
very  coarse  throughout  the  lungs.  \ The  inspiratory 
phase  at  times  sounded  like  coarse  rales,  probably 
because  of  obstruction  to  breathing  liver  edge  palpa- 
ble (two  finger-breaths?)  below  the  costal  margin. 
Relaxation  of  the  right  external  abdominal  ring 
and  considerable  impulse  on  coughing.  Abduction  of 
the  right  shoulder  limited  and  painful  in  extreme 
degrees  of  motion. 

Urine  not  remarkable.  Before  operation  blood 
normal.  Hinton  and  Wassermann  strongly  positive. 
Non-protein  nitrogen  41  milligrams. 
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Before  operation  chart  normal  except  for  rapid 
pulse  at  admission. 

X-ray  showed  the  heart  shadow  slightly  increas- 
ed in  siize  downward  and  to  the  right  in  the  region 
of  the  ventricle.  There  was  marked  increase  in  the 
supracardiac  shadow,  apparently  due  to  tortuosity 
and  dilatation  of  the  aorta.  Above  the  aorta  in  the 
region  of  the  innominate  there  was  a dense  shadow 
with  sharply  defined  margins  which  extended  to 
the  right  of  the  midline  for  a distance  for  about  3 
centimeters.  This'  shadow  was  continuous  with  the 
shadow  of  the  spine  and  disappeared  in  the  dense 
shadows  of  the  neck.  The  trachea  was  displaced 
toward  the  left.  In  the  oblique  view  the  mass  could 
be  separated  from  the  spinal  shadow.  There  was 
no  visible  pulsation  in  the  mass.  The  lung  fields 
were  clear.  , The  diaphragm  was  in  the  usual  posi- 
tion on  both  sides  and  moved  normally  with  respira- 
tion. The  spine  showed  rather  extensive  prolifera- 
tive changes. 

A heart  consultant  advised  operation.  A surgeon 
doubted  its;  value  but  asked  time  for  further  consid- 
eration. Another  heart  consultant  “agreed  with  the 
opinions  expressed.” 

August  17  operation  was  done.  The  patient  did 
well  after  it,  though  he  was  quite  hoarse.  August 
22  a second  operation  was  done.  Again  he  did  well. 
He  had  a good  deal  of  difficulty  in  breathing  and 
had  to  sit  upright.  Potassium  iodide  seemed  to  give 
some  relief.  August  25  his  temperature  rose  to 
104.8°.  The  potassium  iodide  was  omitted.  A 
throat  consultant  reported,  “The  cords  move  freely 
although  perhaps  a trifle  sluggishly.  The  left  aryte- 
noid is  slightly  infiltrated;  no  edema.  Mucosecretion 
plentiful.  Pyriform  sinuses  well  filled  with  the 
same.  Impression:  no  laryngeal  obstruction.”  The 
leukocyte  count  was  25,600.  Two  days  later  the  pa- 
tient was  very  uncomfortable,  with  incessant  cough- 
ing, and  sleeping  only  for  short  periods  in  spite 
of  a quarter  grain  of  morphia  every  three  hours. 
The  temperature  ranged  from  100.1“  to  103°.  X-ray 
showed  the  right  lung  less  radiant  than  the  left 
and  the  outline  of  the  diaphragm  a little  hazy  on 
the  axillary  margin.  There  was  no  appreciable 
change  in  the  midshadow. 

August  31  the  pulse  rose  to  150  and  the  patient 
died. 


The  following  are  the  discussions  of  this 
case  by  Group  3,  of  the  Yavapai  County  Med- 
ical Society  and  Medical  Officers  of  Fort 
Whipple,  at  their  meeting  of  Oct.  15th: 

DR.  I.  D.  LOEWY. 

We  have  for  consideration  a man  fifty-five  years 
old  who  was  a sailor  and  who  had  considerable 
venereal  exposure.  He  denied  syphilis  which  the 
history  taker  questioned.  For  about  two  years  he 
complained  of  trouble  in  his  chest,  malaise  and 
weakness.  He  was  unable  to  work  except  at  short 
intervals.  Before  admission  to  hospital  he  became 
hoarse.  In  May  he  became  wheezy  and  was  given 
a diagnosis  of  asthma,  although  the  patient  him- 
self did  not  believe  it.  Our  attention,  of  course,  is 
immediately  invited  to  the  chest,  his  heart  and 
great  vessels1. 

Should  we  stop  to  select  more  symptoms  they 
would  point  to  the  heart  and  great  vessels.  We 
would  think  of  his  brassy  cough,  cyanosis,  trachea 
pulled  to  the  left,  obstruction  to  breathing,  etc. 
There  is  a pulsating,  expansile  tumor  or  mass  at 
the  base  of  the  neck.  He  also  has  trouble  and  pain 
in  the  right  shoulder,- — abducting  right  shoulder  is 
extremely  painful.  The  blood,  however,  is  normal, 
non  protein  nitrogen  41  mgm.  35  being  normal, 


Wassermann  strongly  positive.  We  have  here  a 
picture  denoting  some  trouble  with  the  heart,  some 
trouble  with  the  great  vessels  and  some  obstruc- 
tion within  the  chest. 

The  x-ray  and  fluoroscopic  examination  gives  the 
picture  of  a mass  high  up  in  the  chest  in  the  region 
of  the  base  of  the  neck,  and  another  mass  which 
blends  with  it,  somewhat  to  the  right  and  posterior, 
which  fuses  with  the  spine,  but  which  in  the  oblique 
view  can  be  separated  from  the  spine. 

In  differentiating,  we  must  consider  the  three 
great  causes  of  cardiac  disease,  rheumatism, 
syphilis  and  hypertension.  He  had  several  at- 
tacks of  sore  throat  in  his  youth;  pain  in  right 
shoulder;  slight  pyorrhea;  but  there  is  nothing  to 
indicate  that  he  had  a succession  of  attacks  of  rheu- 
matism or  rheumatic  heart  disease. 

As  far  as  hypertensive  heart  disease  is  concerned, 
there  is  nothing  to  indicate  this  disease  is  present. 
The  blood  pressure  does  not  indicate  it  and  non  pro- 
tein nitrogen  is  only  41. 

Syphilitic  heart  disease,  including  the  predom- 
inating feature,  syphilitic  aortitis,  is  undoubtedly 
present.  Syphilis  expends  itself  on  the  vascular 
and  nervous  systems.  The  positive  Wassermann 
shows  this  patient  has  active  syphilis  and  it  is  now 
manifesting  itself  on  the  cardio-vascular  system. 
There  is  always  a latent  period  in  syphilis  in  which 
the  patient  himself  does  not  realize  it  is  doing  any 
damage,  and  it  ultimately”  expends  itself  on  the 
cardio-vascular  or  nervous  systemsi  In  this  case 
it  is  the  cardio-vascular  system. 

There  is,  however,  considerable  differentiating  to 
be  done.  We,  must  consider  the  tumor  mass  shown 
in  the  x-ray  and  fluoroscopic  examinations,  and  to 
consider  whether  this  is  part  of  this  same  disease 
or  some  other  disease.  That  this  man  had  symp- 
toms of  pressure  is  very  obvious. 

In  cases  of  syphilitic  heart  disease  where  aneu- 
risms develop  the  aneurism  can  come  on  and  reach 
great  size  without  the  patient  being  aware  of  its 
presence. 

Hodgkins  disease  can  be  eliminated  by  the  con- 
tour of  the  mass  it  having  sharp  outline,  the  loca- 
tion of  the  mass  and  the  fact  that  the  blood  count 
was  normal  at  time  of  admission.  The  count  later 
on  went  up  to  25,000  but  that  was  most  likely  a 
terminal  event. 

Considering  malignancy  in  this  case,  it  would  be 
sarcoma.  It  is  hard  to  conceive  of  sarcoma  in  this 
area  that  would  not  show  metastases  in  other 
places.  He  had  it  at  least  since  December  and  seven 
months  later  it  had  reached  only  the  size  described 
in  the  report  of  x-ray  of  chest. 

In  order  to  prove  that  this  aneurism,  it  is  nec- 
essary for  us  to  consider  the  symptoms  of  aneu- 
rism. We  can  not  one  hundred  per  cent  rule  out 
another  mass,  which  would  be  carcoma  in  this  case, 
but  are  inclined  to  believe  that  malignancy  does  ex- 
ist. We  must  differentiate  between  the  aneurism 
of  syphilis  and  that  due  to  other  causes.  Rheumatic 
heart  disease  could  produce  aneurism  with  atheroma 
of  the  blood  vessel,  giving  way  of  internal  lining  of 
the  blood  vessel  and  subsequent  aneurism.  Rheu- 
matic aneurisms  are  always  preceded  by  heart  dis- 
ease and  are  situated  lower  down  on  the  aorta.  We 
can  confidently  rule  out  rheumatic  heart  disease 
and  aneurism  of  that  nature.  Syphilitic  aneurism 
is  part  and  process  of  syphilitic  aortitis.  The  com- 
mon situation  is  the  ascending  portion  of  the  arch 
of  the  aorta.  One  authority  reports  a series  of 
cases,  giving  aneurism  in  sixty-nine  cases  situated 
in  the  ascending  portion,  eighteen  in  the  arch  and 
eight,  in  the  aorta  proper.  If  this  aneurism  exists, 
it  is  in  the  ascending  portion  of  the  aorta  because 
it  is  pushed  upwards,  forwards  and  to  the  right. 
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It  is  felt  at  the  suprasternal  notch,  the  right  side  in 
the  region  of  the  innominate  artery  and  affects  the 
right  shoulder  and  motion  in  the  right  shoulder. 
X-ray  shows  that  this  mass  is  seen  as  being  sepa- 
rate from  the  spine,  which  indicates  that  it  is  not 
pushed  backwards.  When  an  aneurismal  mass 
pushes  backwards  it  usually  affects  the  spine  and 
causes  necrosis. 

We  have  in  addition,  what  I believe  is  character- 
istic of  aneurism,  the  trachea  is  displaced,  both  head 
and  trachea  jerking  wTith  pulsation.  We  have  in- 
equality of  pulse,  which  must  have  been  difficult  to 
determine  as  he  had  lost  his  left  arm  below  the  el- 
bow. The  inequality  is  especially  noted  in  the  right 
temporal  pulse.  Right  side  blood  pressure  is  lower 
than  left  side. 

The  cause  of  death  of  this  man  is  not  as  easily 
determined  as  some  of  the  other  features.  He  was 
operated  on,  in  fact  there  were  two  operations.  We 
do  not  know  what  was  done,  the  operation  may  have 
been  to  relieve  pressure,  taking  out  certain  ribs, 
wiring  may  have  been  tried.  The  only  operation 
that  I know  of  for  aneurism  is  to  wire  it  and  per- 
haps remove  portions  of  the  chest  wall.  If  aneu- 
rism ruptures  it  may  rupture  into  the  esophagus,  in 
which  event  the  patient  usually  vomits  blood;  this 
patient  does  not  vomit  blood.  If  it  ruptures  into 
the  trachea,  the  patient  usually  spits  blood,  which 
our  patient  does  not.  If  it  ruptures  into  the  medias- 
tinum, there  is  usually  .a  leakage  of  blood  into  tis- 
sues, which  is  not  indicated  in  our  case.  Occasion- 
ally it  ruptures  into  the  pleural  sac.  There  is  a re- 
mote possibility  that  this  happened  because  the 
final  x-ray  shows  considerable  cloudiness  on  the 
right  side  and  density  at  right  base  at  the  dia- 
phragm, but  I do  not  think  that  actually  happened. 
The  cause  of  death  is  considered  to  be  a terminal 
broncho-pneumonia. 

Dr.  Jones  will  continue  the  discussion. 

DR.  B.  L.  JONES. 

We  have  determined  that  there  was  cardio-vascu- 
lar  disease  and,  from  the  information  and  physical 
findings,  an  enlarged  aorta.  It  is  also  shown  in 
the  physical  findings  that  there  is  a diastolic  mur- 
mur extending  down  the  left  border  of  the  ster- 
num and  loudest  on  the  left  sternum.  Other  signs 
and  symptoms  of  cardiac  disaese  are  present,  dys- 
pnea, pain,  cyanosis  and  weakness  running  over 
a long  period  of  time,  with  inability  to  work.  With 
the  positive  Wassermann  now,  and  this  history  of 
his  having  had  venereal  disease  when  about  wtenty 
years  old,  we  believe  he  did  have  syphilis.  We  be- 
lieve, from  these  findings,  that  he  has  a syphilitic 
aortis,  and  without  doubt  dilatation  of  the  aorta. 

So  far  this  man  has  syphilitic  aortis  with  aortic 
regurgitation,  but  now  to  complicate  the  problem, 
he  has  a pulsating  tumor  above  tha  aorta.  This  is 
palpable  and  expansile,  extends  a little  to  the  right, 
and  the  heart  sounds  come  through  it,  with  no  mur- 
murs over  the  mass.  The  x-ray  determined  that 
this  mass  does  not  communicate  with  the  vertebrae, 
that  it  was  sharply  defined,  but  they  do  not  say 
that  it  is  connected  with  the  great  vessels.  They 
do  say  that  the  vessels  are  tortuous,  we  may  find 
that  in  an  athermatous  aorta.  We  do  know  that  a 
tumor  or  mass  in  the  mediastinum  can  give  symp- 
toms of  aneurism.  In  this  case  we  have  all  the 
symptoms  of  an  aneurism  except  that,  according  to 
the  x-ray,  it  is  non  expansile.  There  is  one  other 
thing  we  would  like  to  have  seen  done  and  that  is 
therapeutic  test.  By  that  means,  if  this  is  an  aneu- 
rism and  non-expansile,  frequently  by  treating  it 
with  arsphenamine  or  iodides,  or  mercury,  in  the 
course  of  four  to  six  weeks  this  tumor  may  become 
expansile. 

From  the  x-ray  point  of  view,  the  following  must 


be  differentiated:  malformation  of  the  skeleton, 
pleuro-pulmonary  adhesions,  cancerous  masses, 
syphilitic  gumma,  which  usually  have  their  depart- 
ure from  the  pulmonary  hilum,  or  outside  of  the 
clavicle,  but  more  often  towards  the  base  of  the 
lung.  There  may  be  interlobar  pleurisy  with  effu- 
sion, cysts  of  the  lung,  or  large  dermoid.  There  may 
be  tumor  of  the  mediastinum,  thoracic  adenitis, 
lymphoma,  lympho-sarcoma,  or  large  pulmonary 
artery,  or  dilatation  of  the  conus  arteriosus,  or  di- 
latation of  the  left  auricle  or  superior  vena  cava, 
and  aneurism. 

So,  we  have  as  much  evidence  for  aneurism  as 
we  have  for  a tumor  of  some  other  nature.  With 
the  signs  and  symptoms  such  as  are  given  in  this 
case  and  with  a diagnosis  of  syphilitic  aortis  with 
regurgitation,  the  evidence  points  to  an  aneurism, 
Our  diagnosis  is:- 
Syphilitic  aortitis 
Aortic  regurgitation 

Aneurism  of  the  ascending  aorta,  and  involving 
the  beginning  of  the  innominate  artery 
Terminal  pneumonia 


The  following  discussions  of  this  case  were 
submitted  by  the  Clinical  Club  of  Phoenix: 
DR.  T.  T.  CLOHESSY 

We  will  begin  our  consideration  of  this  case  with 
the  findings  on  clinical  examination.  The  dyspneic^ 
cyanotic,  coughing  patient  is  obvious  at  once  and 
naturally  directs  our  thoughts  to  the  thorax.  The 
most  arresting  sign  is  the  expansile,  pulsating 
tumor  back  of  the  sterno-clavicular  joint  and  in 
the  middle  of  the  supraclavicular  fossa,  at  once  sug- 
gesting aneurism.  The  only  other  I can  think  of  in 
this  region  which  would  resemble  this  would  be  a 
pulsatile  vascular  thyroid,  but  this  is  too  far  to 
the  right  and  there  are  no  signs  of  thyrotoxicosis. 
Next  is  this  age-old  classical  sign  of  aneurism, 
tugging  of  the  trachea,  which,  added  to  the  pulsa- 
tile tumor,  suggests  to  our  mind  aneurism  of  the 
aortic  arch.  Then  we  think  of  the  four  outstanding, 
symptomatic  landmarks  of  aneurism,  which  are 
pain,  dyspnea,  cough  and  hoarseness,  and  we  find 
all  of  them  prominently  present.  We  find  cyanosis, 
partly  due  to  obstruction  of  breathing  and  partly 
to  the  failure  of  the  heart  to  do  its  work  properly. 
We  find  a barrel-shaped,  emphysematous  chest,  due 
to  expiratory  obstruction.  Examination  of  the  heart 
reveals  both  systolic  and  diastolic  murmurs.  We 
find  a Corrigan  pulse  on  the  right  and  unequal 
blood  pressure  readings,  further  indications,  re- 
spectively, of  artioc  regurgitation  and  aneurism. 
There  is  undoubtedly  dilatation  of  the  aortic  ring 
from  weakening  due  to  aortitis,  with  subsequent  fib- 
rosis, making  the  semilunar  valves  ineffective, 
even  though  not  themselves  diseased,  although  they 
are  probably  injured.  Even  if  I were  an  expert  oni 
percussion,  I would  now  depend  on  x-ray  and  fluor- 
oscopy to  give  me  further  information  as  to  the  ex- 
tent and  nature  of  the  chest  pathology.  Enlarge- 
ment of  the  heart  is  apparently  not  great,  probab- 
ly due  to  the  short  time  which  has  elapsed  since 
onset  of  the  vascular  disease.  Tortuosity  and  dila- 
tation, which  at  best  is  a fusiform  aneurism  of  the 
aorta,  is  found  above  the  heart.  In  addition  there 
is  a shadow  of  some  growwth  or  infiltrate  in  the 
region  of  the  innominate  which  displaces  the  tra- 
chea to  the  left.  This  is  non-pulsatile,  but  with 
chest  aneurisms  there  are  found  periarteritis  and 
mediastinitis,  with  infiltration,  which  bind  down 
the  artery,  the  pulsation  in  the  case  of  syphilis,  ap- 
pearing after  treatment  is  instituted.  This  shadow 
could  be  separated  from  the  spine  and  is  probably 
an  arteritis  and  periarteritis  of  innominate. 
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Going  back  over  the  history,  we  find  that  because 
of  mild  lassitude  and  malaise  two  years  ago,  this 
man  quit  work.  Maybe  it  was  only  mild  lassitude; 
some  men  are  easily  discouraged  where  work  is 
concerned.  However,  that  was  probably  the  time 
of  the  incipiency  of  this  condition,  or  at  any  rate, 
syphilis  might  have  been  discovered  and  treatment 
been  effective,  whereas  now  irremediable  damage 
is  done  and  detailed  determination  of  cardiovascular 
condition  is  mostly  academic. 

It  is  now  conceded  that  most  of  these  thoracic 
aneurisms  are  of  syphilitic  origin,  syphilis  being  es- 
sentially a vascular  disease.  The  considerable  chest 
pathology  in  this  man,  as  revealed  by  physical  ex- 
amination and  x-ray,  points  to  syphilitic  infection 
and  the  Wassermann  corroborates  this  opinion. 
What  benefit  surgical  intervention  expected  to  ac- 
complish in  this  case  I cannot  figure ; perhaps  they 
had  very  good  reasons  unrevealed  to  me.  In  view 
of  the  condition  as  a whole,  even  a.  successful  liga- 
tion of  any  special  artery  would  have  had  little  ef- 
fect. Still,  he  improved  after  the  first  operation, 
so  there  must  have  been  some  condition  present 
that  I do  not  understand.  I also  note  that  the  vocal 
cords  were  not  paralyzed,  though  it  was  noted  they 
acted  sluggishly.  My  impression  is  that  the  hoarse- 
ness in  aneurism  of  the  aorta  is  due  to  involvement 
of  the  recurrent  laryngeal  nerve,  with  consequent 
paralysis  of  the  left  vocal  cord  or  of  both  cords. 

A course  of  iodides  and  mercury  would  undoubt- 
edly have  relieved  this  man  of  many  of  his  symp- 
toms and  perhaps  prolonged  his  life. 

I believe  this  man  had  an  aortic  arch  aneurism, 
cardiac  disease  and  probably  a bound  down  aneu- 
rism of  the  innominate.  Death  resulted  from  pneu- 
monia. 

DR.  HOWELL  RANDOLPH 

The  salient  points  in  this  case  are:  male,  age  55, 
entered  the  hospital  July  31st,  died  one  month 
later.  The  chief  complaints  were  shortness  of 
breath  and  hoarseness. 

Good  health  all  his  life,  two  years  before  he  had 
noticed  weakness  and  malaise,  and  since  then  he 
had  not  done  hard  labor.  For  six  months  he  had 
been  hoarse  and  the  breathing  became  wheezy  two 
months  ago.  Pain  behind  the  right  ear  was  re- 
ported two  years  ago,  and  rheumatic  pains  in  the 
right  shoulder  for  the  past  two  months.  Extreme 
dyspnea  and  hoarseness  were  present  for  about  ten 
days  before  admission.  A sailor,  had  had  gonor- 
rhea, denied  syphilis.  Occasional  short  transitory 
cardiac  pains  for  years  with  some  palpitation.  Loss 
of  about  25  lbs.  in  the  past  two  months. 

Physical  examination  showed  a constant,  hacking, 
non-productive  cough,  with  slight  obstruction  to 
breathing.  Trachea  pushed  to  the  left,  a pulsatory 
expansile  tumor  was  found  beneath  the  supra-clavi- 
cular  fossa  and  in  the  suprasternal  notch.  Trachea 
and  head  moved  with  each  pulsation.  No  murmurs. 
Heart  markedly  enlarged,  with  increased  supracar- 
diac  dullness.  A loud,  high-pitched,  systolic  mur- 
mur heard  over  the  entire  precordium.  Right  tem- 
poral pulse  greater  than  left.  Right  radial  pulse 
t>>e  coHaosing  type.  Right  B.P.  160/50,  left 
198/58.  Liver  enlarged.  Pain  and  limitation  of 
abduction  of  the  right  shoulder. 

The  Wassermann  reaction  was  strongly  positive. 
The  x-rays  show  the  aorta  dilated  and  dense 
shadow  in  the  region  of  the  innominate  artery, 
which  was  extended  to  the  right  of  the  mid-line  for 
about  three  centimeters.  Two  operations  were  per- 
formed. There  was  fever  and  leucocytosis  on  the 
last  four  or  five  days  of  his  life,  with  increased 
density  in  the  x-ray  of  the  lungs  on  the  right. 

The  essential  pathology  in  this  case  is  undoubted- 
ly luetic  aneurism,  probably  of  the  right  innomin- 


ate artery.  The  symptoms  of  pressure  include 
those  affecting  trachea  and  larynx,  writh  a possible 
connection  with  vagus  irritation,  in  the  symptom 
of  pain  behind  the  right  ear.  A complete  paralysis 
of  the  right  vagus  would  cause  paralysis  of  the 
adductors  of  the  larynx,  with  no  movement  of  the 
right  cord  on  inspiration.  Examination  showed 
only  sluggish  movement  of  the  cords.  Here  we  may 
have  a vagus  irritation,  possibly,  with  hoarseness 
and  referred  pain  to  ear  region.  It  seems  rather  re- 
markable that  the  diagnosis  of  asthma  should  have 
been  made  in  May  and  but  two  months  later  the 
classical  symptomatology  and  physical  findings  of 
aneurism  be  found.  Asthmatic  rales  are  common 
with  pressure  due  to  aneurism  but  there  must  have 
been  rather  rapid  progression  of  the  disease  to  find 
palpable  tumor,  significant  systolic  and  diastolic 
murmurs,  etc. 

Rather  unusual  was  the  finding  of  heart  sounds 
over  the  pulsating  tumor  in  the  neck.  Furthermore 
the  absence  of  a murmur  over  the  tumor  is  seen 
only  occasionally,  and  might  be  indicative  of 
transmitted  pulsation.  There  is  usually  a soft 
blowing  sustained  murmur  over  an  expansile  aneu- 
rism mass. 

The  loud  systolic  and  diastolic  murmurs,  together 
with  the  Corrigan  pulse  indicate  a marked  aortic  in- 
sufficiency, probably  secondary  to  dilatation  of  the 
aorta.  The  aneurism  seems  to  be  in  the  right  in- 
nominate artery,  because  of  the  relatively  high  po- 
sition of  the  tumor,  the  presence  of  high  pulse  pres- 
sure on  both  sides,  somewhat  less  on  the  side  of 
the  tumor.  There  is  some  inconsistency  apparent 
in  reporting  the  pulse  collapsing  on  the  side  of  low- 
est pulse  pressure.  With  an  aneurism  of  the  in- 
nominate the  size  this  is  shown  to  be  by  x-ray, 
we  might  expect  a very  much  lower  pulse  pres- 
sure on  the  affected  side  due  to  the  obstruction  to 
the  pulse  wave  given  by  an  interposed  reservoir  of 
blood. 

Diagnosis:-  1 

Syphilitic  aortitis  with  dilatation  of  the  aorta,  and 
dilatation  of  the  aortic  ring. 

Aneurism  of  the  right  innominate  artery. 

Cardiac  decompensation. 

Terminal  lobar  pneumonia. 


The  following:  discussion  of  this  ease  was 
given  at  the  Massachusetts  General  Hos- 
pital (see  New  Eng.  Jour,  of  Med.,  Feb.  28, 
1929,  p.  453) : 

DR.  RICHARD  C.  CABOT 
Notes  on  the  History 

1.  Suspicions  do  not  necessarily  mean  anything, 
but  one  can  not  prevent  them  from  arising  in 
one’s  mind  with  the  combination  of  things  we  have 
in  this  history.  We  have  a chronic  hoarseness  in  a 
middle  aged  man  and  pain  in  the  shoulder.  Both 
of  these  often  link  up  with  aneurism.  Shortness  of 
breath  goes  with  that  diagnosis  made  on  cases  turn- 
ing out  to  be  aneurism. 

The  combination  of  dyspnea  and  hoarseness  is 
not  common. 

Notes  on  the  Physical  Examination 

2.  The  use  of  the  term  “brassy  cough”  shows 
that  the  interne  has  already  made  the  diagnosis  of 
aneurism.  Of  course  “brassy  cough”  does  not 
sound  in  the  least  like  brass.  You  may  hit  brass 
with  any  substance  you  like  and  it  will  not  sound 
like  “brassy  cough.”  It  is  a very  hard  ringing 
cough  without  sputum,  unproductive,  not  peculiar 
to  any  one  condition,  but  often  seen  with  aneurism 
or  tumors  giving  pressure  on  the  trachea  or  bron- 
chi. I do  not  think  the  word  “brassy”  should  be 
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used  in  a record.  It  states  your  diagnosis  too  early 
I think,  like  “rose  spots”  in  suspected  typhoid. 

3.  I do  not  know  what  “slight  obstruction  to  the 
breathing”  means  in  a physical  examination; — “ob- 
struction to  breathing”  is  stating  the  conclusion 
rather  than  the  evidence. 

4.  “The  trachea  was  pushed  to  the  left.”  He 
must  have  seen  the  Adam’s  apnle  or  perhaps  he 
could  see  the  whole  thyroid  and  see  that  it  was 
pushed  to  the  left.  Presumably  he  did  not  use 
x-ray. 

5.  “Pulsating  tumor.”  That  does  not  prove  an- 
eurism. You  can  have  a pulsating  tumor  in  that 
region  which  may  be  a misplaced  artery  (especially 
with  cervical  rib)  which  then  often  gives  rise  to 
the  false  suspicion  of  aneurism.  A soft  neoplasm 
may  also  pulsate  or  may  be  jogged  rythmically  by 
a normal  artery  behind  it. 

6.  The  right  radial  pulse  is  mentioned.  I should 
like  to  hear  about  the  other. 

7.  There  is  a difference  of  thirty  points  in  the 
blood  pressure  on  the  two  sides;  that  ought  to 
mean  a real  difference.  If  it  were  ten  points  it 
would  mean  nothing.  But  a difference  of  thirty 
points  anybody  ought  to  be  able  to  distinguish 
from  variations  due  to  technique.  That  large 
pulse  pressure  ought  to  correspond  with  the  jump 
and  kick  of  the  Corrigan  pulse  that  has  been  men- 
tioned. There  is  more  pulse  pressure  on  the  whole 
on  the  left. 

8.  Going  back  to  the  description  of  the  pulsating 
tumor,  I do  not  see  that  it  is  perfectly  clear  which 
side  it  is  on.  The  pulse  pressure  is  greater  on  the 
left.  and.  the  trachea  is  pushed  to  the  right. 

Miss  Painter.  The  record  does  not  give  the  side, 
but  the  x-rays  show  it. 

Dr.  Cabot:  The  x-ray  shows  on  the  left  an  appar- 
ently dilated  aortic  knob;  but  the  striking  thing  is 
off  to  the  right,  a shadow  which  is  more  certainly 
abnormal  than  the  knob  is.  Notice  the  difference 
(10.8  cm.)  and  the  one  by  percussion,  which  was 
between  the  supracardiac  measurement  by  X-ray 
only  7.  I am  assuming  then,  that  this  tumor  is  on 
the  right  side  and  was  the  same  which  they  felt 
as  a pulsating  mass;  naturally  then  it  is  the  right 
shoulder  that  is  in  trouble. 

9.  We  are  looking  of  course  for  an  examination 
of  the  vocal  cords  to  see  if  he  had  a paralysis  of 
the  left  recurrent  laryngeal. 

10.  “No  visible  pulsation  in  the  mass  seen  by 
fluoroscope.”  That  of  course  would  be  against 
aneurism  unless  it  is  filled  up  with  thick  clot,  as  it 
often  is.  Absence  of  pulsation  does  not  in  any  way 
rule  out  aneurism. 

11.  The  heart  consultant  had  courage  to  advise 
operation.  He  may  have  had  first  rate  reasons 
which  we  do  not  know.  The  question  is  as  to  what 
operation  they  are  going  to  do.  There  is  no  ques- 
tion about  the  diagnosis  of  aneurism.  They  would 
not  be  going  after  a tumor  in  that  region.  It  was 
aneurism.  Perhaps  they  are  going  to  try  to  wire 
it  or  to  tie  Something.  If  they  are  going  to  tie 
something,  what  will  it  be?  I cannot  say  what  the 
operation  was  unless  they  tried  to  wire.  As  you 
know,  there  have  been  successful  wiring  operations 
for  aneurism. 

12.  There  is  no  paralysis  of  the  left  recurrent 
laryngeal. 

13.  Aneurism  could  not  possible  cause  a leu- 
kocytosis of  25,600.  Something  else  must  have 
done  it,  perhaps  the  same  thing  that  caused  the 
temperature. 

14.  In  the  x-ray  there  is  a very  marked  differ- 
ence between  the  amount  of  light  coming  through 
this  right  side  and  the  opaque  shadows  on  the  other. 


It  looks  like  a confluent  broncho-pneumonia  on  the 
right. 

Differential  Diagnosis 

The  suspicions  which  were  naturally  aroused  in 
the  beginning  seem  to  be  confirmed  by  everything 
that  has  come  out  since.  I have  no  question  as  to 
the  diagnosis.  The  only  things  to  discuss  are  the 
complications  and  details.  He  has  (a)  aneurism  of 
the  aorta  which  is  probably  caused  by  syphilitic 
aortitis,  which  has  affected  the  aortic  valve  so 
that  there  is  (b)  aortic  regurgitation.  That  prob- 
ably is  not  very  great,  because  the  left  ventricle 
does  not  seem  to  be  very  large.  Exactly  what  por- 
tion does  this  aneurism  involved  ? Probbaly  the  arch 
and  very  likely  the  right  innominate.  I think  it 
certainly  displaced  the  trachea  from  the  x-ray  evi- 
dence that  has  been  presented.  It  must  press  on 
some  nerve  in  such  a way  as  to  give  that  pain  in 
the  shoulder.  Shoulder  pain  is  always  a good  thing 
to  be  suspicious  about  where  there  is  a possibility 
of  aneurism.  I remember  a great  many  cases 
here  and  in  the  Out-Patient  Department  treated  for 
a period  for  rheumatism  in  the  shoulder  which 
later  turned  out  to  be  aneurism. 

I have  said  all  I can  about  the  operations.  I do 
not  know  what  they  did  unless  they  wired. 

Pre-Operative  Diagnosis  August  17 

Aneurism  of  the  innominate  artery. 

First  Operation 

Under  local  novocain  the  common  carotid  artery 
was  dissected  up  and  an  aluminum  band  was  clamp- 
ed around  it,  obliterating  the  lumen  by  about  three- 
quarters  of  an  inch  of  its  normal  diameter. 

Pre-operative  Diagnosis  August  30 

Aneurism  of  the  common  innominate  artery. 

Second  Opcratoni 

Under  local  novocain  the  band  was  removed  and 
the  common  carotid  artery  was  firmly  ligated  with 
two  sutures  of  Number  2 continuous  catgut. 

Further  Discussion 

The  next  event  obviously  is  pneumonia,  whether 
from  or  merely  after  the  operation  you  can  judge 
as  well  as  I.  This  was  a case  in  which  one  certainly 
would  have  a better  chance  of  catching  pneumonia 
than  with  most  operations.  On  the  other  hand  it 
is  the  sort  of  case  in  which  one  would  take  any 
chance  to  prolong  life  and  relieve  suffering,  even 
if  death  might  follow  failure.  As  it  is  life  is  not 
worth  living. 

Diagnosis:  Syphilitic  aortitis,  aneurism  of  the 
aorta,  aortic  regurgitation,  presumably  some  hyper- 
trophy of  the  heart  because  of  the  aortic  regurgita- 
tion (aneurism  itself  does  not  enlarge  the  heart) 
pressure  on  and  displacement  of  the  trachea,  pneu- 
monia, I suppose  broncho-pneumonia  of  the  right 
lung. 

Ques. : Was  the  carotid  artery  involved? 

Ans.:  I think  that  the  aneurism  involved  the  in- 
nominate, but  it  might  perfectly  well  have  involved 
the  common  carotid. 

Ques.:  How  do  you  explain  the  fact  that  the 
right  temporal  pulse  was  stronger  than  the  left  ? 
Could  it  be  pressure  on  the  left  carotid  by  the  an- 
eurism, giving  a smaller  temporal  pulse? 

Ans.:  No,  I think  that  is  too  far  off.  I cannot 
answer  your  question.  There  is  always  the  possi- 
bility of  error  in  recording.  Right  and  left  are  often 
recorded  wrong. 

Ques.:  The  pulse  pressure  is  greater  on  the  left, 
is  it  not? 

Ans.:  Yes,  it  is  greater. 

Que3j:  Would  an  aneurism  on  the  right  decrease 
the  pulse  pressure? 

Ans.:  Yes,  if  big  enough,  making  a reservoir 
through  which  the  blood  ran  less  fiercely  on  that 
side. 
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Qucs. : Maybe  that  was  normal. 

Ans. : It  is  a pretty  big  pulse  pressure  for  nor- 
mal. He  has  aortic  regurgitation,  from  the  big 
pulse  pressure,  and  also  it  is  cut  down  somewhat 
by  the  aneurism  on  the  right. 

Ques. : Is  198  high  blood  pressure  or  is  it  merely 
the  result  of  regurgitation  ? 

Ans.:  Both.  I do  not  see  how  you  can  help  saying 
that  it  is  a high  blood  pressure,  but  I have  no  doubt 
that  it  is  a result  of  the  regurgitation. 

Ques.:  You  do  not  think  it  was  due  to  hyperten- 
sion ? 

Ans.  There  is  no  evidence  of  that. 

Ques.:  Could  it  involve  only  the  innominate  ar- 
tery and  not  the  carotid  ? That  would  account  for 
the  difference  in  pulse  pressure  on  two  sides. 

Ans.:  I should  think  it  would  produce  that  dif- 
ference whether  the  carotid  were  involved  or  not — 
anything  that  involves  the  innominate  with  or  with- 
out the  carotid  would  do  it. 

Ques.:  Does  this  condition  usually  result  in  such 
a loss  of  weight? 

Ans.:  Yes;  I looked  that  up  a good  many  years 
ago  and  found  that  aneurism  does  usually  cause 
losn  in  weight.  I think  the  reason  is  the  pain  and 
cough,  which  result  in  making  people  lose  a great 
deal  of  sleep.  If  you  ever  look  at  yourself  in  the 
morning  after  having  pain  at  night,  you  will  see 
that  you  look  thin.  If  you  weigh  yourself  you  will 
sec  that  you  have  lost  during  the  night.  Loss  of 
sleep  causes  loss  of  weight.  Here  is  a story  of 
chronic  loss  of  sleep.  Whether  that  is  the  expla- 
nation of  it  or  not  I do  not  know.  But  the  fact  of 
emaciation  in  aneurism  is  well  authenticated.  In 
making  the  diagno  is  between  tumor  and  aneurism 
it  should  be  brought  out  that  loss  of  weight  does 
not  favor  tumor,  because  aneurism  causes-  just  as 
much  loss  of  weight. 

X-ray  Interpretation  August  1 

The  findings  are  probably  due  to  aneurism  of 
the  innominate  artery  with  dilatation  of  the  aorta 
and  hypertrophy  of  the  left  ventricle.  There  is 
also  some  evidence  of  arteriosclerosis  and  hyper- 
trophic arthritis. 

X-ray  Interpretation  August  30 
Clinical  Diagnosis  (From  Hospital  Record) 

Aneurism  of  innominate  artery. 

Tertiary  syphilis. 

Dr.  Richard  C.  Cabot’s  Diagnosis 

Syphilitic  aortitis. 

Aneurism  of  the  aorta  and  probably  of  the  right 
innominate  artery. 

Aortic  regurgitation. 

Probably  hypertrophy  of  the  heart. 

Pressure  and  displacement  of  the  trachea. 

Terminal  bronchopneumonia  of  the  right  lung. 


DR.  TRACY  B.  MALLORY. 

Anatomic  Diagnosis 

1.  Primary  disease. 

Syphilitic  aortitis. 

Aneurism  of  the  innominate  artery. 

2.  Secondary  or  terminal  lesions. 

Hypertrophy  of  the  heart. 

Bronchopneumonia. 

Arteriosclerosis. 

Operation  wound — ligation  of  carotid  artery. 
Here  are  the  heart  and  aorta  from  this  case.  The 


heart  is  hypertrophied.  It  has  never  been  weighed 
because  we  did  not  wish  to  separate  it  from  the 
aorta,  but  the  increased  thickness  of  the  left  ven- 
tricle is  obvious.  It  is  not  however  so  elongated 
as  we  commonly  see  with  a marked  aortic  regur- 
gitation. The  valves  show  only  a trace  of  regur- 
gitation. The  major  portion  of  the  aneurism  is  ex- 
ternal to  the  aorta,  in  the  innominate  artery,  which 
is  practically  filled  with  a pretty  well  organized 
blood  clot.  The  arch  of  the  aorta  is  involved  and  is 
dilated  to  about  tw-o  and  one  half  times  its  normal 
diameter.  There  is  tvnical  scarring  of  luetic  aortic 
and  also  very  marked  ordinary  arteriosclerosis. 

The  other  findings  of  interest  in  the  case  were 
bronchopneumonia,  a fairly  considerable  degree  of 
arteriolar  sclerosis  in  the  kidneys,  suggesting  but 
not  proving  that  he  may  have  had  some  papillary 
adenomata  in  the  kidneys,  varving  from  a milli- 
meter to  a centimeter  in  size.  They  are  the  com- 
monest tumors  in  the  kidney,  and  of  no  significance 
except  perhans  that  some  renal  carcinomas  may  de- 
velop from  them. 

Dr.  Cabot:  You  would  not  go  so  far  as  to  call 
that  nephritis? 

Dr.  Mallory:  No. 

Dr.  Cabot:  It  was  lucky  for  us  that  we  did  not 
suspect  the  urine.  They  said  it  was  not  remarkable. 
We  hate  to  go  so  far  astray. 

A Student:  What  is  the  differential  diagnosis 
between  aneurism  and  tumor  where  there  is  no  pul- 
sation in  x-ray? 

Dr.  Cabot:  In  the  first  place  in  aneurism  there 
is  usuallv  some  evidence  of  syphilis,  not  merely 
the  Wassermann,  which  is  some  evidence,  but  aor- 
tic regurgitation,  which  taken  with  the  Wassermann 
is  prettv  good  evidence  of  svphilitic  aortitis.  (We  can 
have  both  svphilitic  aortitis  and  tumor,  but  statis- 
tics show  that  we  do  not  often  have  both  at  the 
same  time.)  First  then  there  is  some  difinite  evi- 
dence of  syphilis,  then  the  presence  and  position  of 
a tumor  in  the  x-ray,  the  presence  or  absence  of 
anv  evidence  of  tumor  anywhere  else.  I suppose 
it  is  perfectly  possible  to  have  a mediastinal  tumor 
in  the  region  where  this  aneurism  was,  but  it  is 
certainly  unusual,  especiallv  in  the  absence  of  any 
glandular  enlargement  in  that  region  or  anywhere 
else. 

A Student:  What  about  substernal  thyroid? 

Dr.  Cabot:  I do  not  know  of  any  case  where  it 
was  off  to  one  side  as  in  this  case.  I have  never 
known  so  much  displacement  of  the  trachea  by  a 
substernal  thyroid  or  by  any  other  tumor  except 
where  there  were  a good  many  other  evidences  of 
tumor,  such  as  edema  of  the  arms,  cyanosis,  dilated 
veins,  enlarged  glands  and  so  on. 

A Student:  Do  you  often  have  an  aneurism  of  the 
carotid  without  the  aorta  being  involved? 

Dr.  Mallory:  I am  sure  that  is  possible.  Clinically 
the  tumor  in  the  neck  was  the  presenting  feature, 
rather  more  so  than  is  brought  out  in  the  record; 
and  the  operation  was  directlv  intended  to  be  one 
upon  an  aneurism  of  the  carotid  rather  than  one  on 
the  aorta. 

A Student:  Were  there  any  evidences  of  emphyse- 
ma ? 

Dr.  Mallory:  No. 

A Student:  Was  the  sternum  eroded? 

Dr.  Mallory:  Yes,  very  much  eroded. 
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SOUTHWESTERN  MEDICINE 


CASE  OF  PAROXYSMAL  DYSPNEA  AND 
WHEEZING 

Diagnostic  Discussions  and  Autopsy  Reports. 


(Case  15121,  Case  Records  of  the  Massachusetts 
General  Hospital,  from  New  Eng.  Med.  Jour,  of 
March  21,  1929,  p.  616.) 

Case  History. 

A Scotch  machinist  fifty-nine  years  old  entered 
July  10  complaining  of  asthma. 

He  had  chronic  colds  and  bronchitis  in  boy- 
hood. At  twenty  a diagnosis  of  asthma  was  made. 
Since  that  time  he  had  had  the  trouble  almost 
constantly  except  for  eighteen  months  following 
an  operation  on  an  abscess  of  the  larynx.  Since 
he  came  to  Dorchester  from  Scotland  seventeen 
years  before  admission  his  symptoms  had  been 
wiorse.  He  was  worse  at  night  and  early  in  the 
morning.  He  felt  better  when  he  lived  in  the 
higher  part  of  Dorchester,  away  from  the  beach. 
His  symptoms  were  worse  in  August.  Attacks 
were  caused  by  hay,  golden-rod,  feathers,  cod- 
fish, cabbage,  potatoes,  cheese,  ordinary  dust  and 
perfumes.  Until  six  months  before  admission  his 
symptoms  had  nearly  always  been  shortness  of 
breath  and  easy  exhaustion,  wi  tha  choking  sen- 
sation and  a desire  to  straighten  up  during  the 
attacks.  Warm  weather  and  talking  made  the 
shortness  of  breath  worse.  Kidder’s  asthma  pas- 
tilles gave  relief.  He  had  had  hacking  cough  all 
the  time,  worse  in  the  morning,  lasting  about  half 
an  hour.  For  twenty  years  he  had  had  some  pain 
in  the  chest,  worse  on  the  left  and  during  attacks, 
for  nine  years  he  had  been  unable  to  work  because 
of  exhaustion.  Eight  years  before  admission  he  was 
sent  to  a sanatorium  for  tuberculosis,  but  was  sent 
home  at  the  end  of  a month  with  the  diagnosis  “not 
tuberculosis.”  For  six  years  he  has  been  gaining 
weight.  In  December,  seven  months  before  admis- 
sion, he  came  to  the  Out-Patient  Department  of  this 
hospital.  At  that  time  examination  showed  wheez- 
ing breathing,  sallow  complexion,  cyanotic  lips  and 
buccal  mucous  membranes,  soft  glandular  swelling 
in  the  region  of  the  larynx.  A large  soft  movable 
gland  in  the  left  supreclavicular  fossa.  Sibilant  and 
crepitant  rales  throughout  the  chest.  Hyperreso- 
nance, especially  on  the  left.  At  the  Anaphylactic 
Clinic  dermal  tests  showed  slight  reaction  to  orris 
powder  and  dog  hair,  positive  test  to  Baldinelli  and 
Rowe  dust.  Other  tests  were  absolutely  negative. 
For  the  past  six  months  he  thought  his  asthmatic 
symptoms  in  general  had  decreased.  Several  of  his 
symptoms,  however,  had  increased.  He  had  been 
more  orthopneic.  He  became  very  dyspneic  after 
he  talked.  For  two  weeks  his  ankles  had  been  swol- 
len. For  a week  he  had  had  palpitation.  His  appe- 
tite was  poor. 

X-ray  examination  in  the  Out-Patient  Department 
June  27  showed  the  diaphragm  on  both  sides  irregu- 
lar in  outline  and  its  excursion  limited.  There  was 
extensive  mottled  dullness  involving  the  left  upper 
lung  field,  also  some  decreased  radiability  of  the 
right  lung  field.  The  examination  was  unsatisfac- 
tory on  account  of  motion. 

His  father  died  of  shock  at  seventy  years.  One 
brother  and  one  sister  had  had  mild  asthma.  He 
thought  his  mother  had  a weak  heart.  His  wife  had 
had  one  miscarriage  at  three  months  and  lost  one 
child  in  infancy. 

He  had  enteric  fever  (typhoid  ) forty-three  years 
before  admission,  bronchitis  the  following  year, 
pneumonia  with  nleurisv  twenty-one  years  before 
admission,  followed  by  rheumatic  fever.  The  abscess 
or  cyst  over  the  larynx  lasted  for  several  years.  It 


was  opened  from  the  outside.  His  right  nostril  was 
partially  obstructed.  He  had  had  occasional  attacks 
of  diarrhea  following  taking  foods  to  wh:eh  he  was 
hypersensitive.  These  attacks  were  preceded  by 
vomiting  or  nausea.  For  six  months  he  had  had  to 
take  frequent  laxatives  while  taking  some  medicine 
for  asthma. 

Clinical  examination  showed  a somewhat  emaci- 
ated man  in  acute  respiratory  distress.  There  was 
cyanosis  of  the  lips,  fingers  and  toes  and  pigmenta- 
tion of  the  buccal  mucous  membrane.  Pulsating 
vessels  in  the  supraclavicular  region.  Vessels  of  the 
fundi  showed  arteriosclerotic  changes.  Over  the  thy- 
roid was  a scar  and  cystlike  structure  the  si-ze  of 
a walnut  in  the  midline,  apparently  attached  to  the 
thyroid  cartilage.  There  was  asthmatic  breathing. 
The  lungs  showed  rhonchi  and  wheezes  throughout; 
at  both  bases  diminished  breath  sounds  and  whis- 
pered voice  and  a few  coarse  moist  rales.  Apex  im- 
pulse of  the  heart  seen  and  felt  in  the  fourth  and 
fifth  spaces.  Left  border  of  dullness  9 centimenters 
to  the  left  of  midsternum,  1.5  centimenters  outside 
the  midelavicular  line.  No  other  enlargement  to 
percussion.  Sounds  somewhat  obscured  by  noisy 
respiration.  N®  definite  murmurs  heard.  Protodi- 
astolic eallop  rhythm.  At  times  the  heart  seemed 
to  be  fibrillating;  at  other  times  it  was  regular. 
Questionable  pulsus  alternans  in  the  wrist  follow- 
ing attacks  of  respiratory  distress.  Artery  walls 
normal.  Blood  pressure  120/75.  Examination  of  the 
abdomen  in  the  partially  sitting  position  was  un- 
satisfactory. There  was  questionable  enlargement 
of  the  liver  to  one  centimeter  below  the  costal  mar- 
gin. Varicocele  on  the  left.  Slight  pitting  edema  of 
the  ankles.  Pupils  and  reflexes  normal. 

Amount  of  urine  not  recorded,  urine  normal 
except  for1  6 leukocytes  peri  high  power  field  at  the 
single  sediment  examination.  Blood:  11,500  leuko- 
cytes, 76  per  cent  polymorphonuclears,  hemoglobin 
BO  per  cent,  reds  4,110,000,  smear  normal  except  for 
occasional  Turk’s  irritation  cells.  Hinton  negative. 
Non-protein  nitrogen  33.  Icteric  index  5.  Sputum 
negative  at  the  single  examination.  Stool,  bile  posi- 
tive. 

Temperature  98°  by  mouth  to  100.8°,  rectal. 
Pulse  60  to  118.  Respirations  54  to  28. 

The  morning  ofl  July  11  the  patient  suddenly  be- 
came very  pale  and  cyanotic,  with  sweating  and  dis- 
orientation. The  heart  was  rapid;  the  pulse  weak 
and  irregular  in  force.  There  was  marked  dyspnea 
and  restlessness.  After  adrenalin,  caffein  and  mor- 
phia he  raided,  but  remained  in  a very  critical  state 
and  the  following*  morning  died. 


The  following  are  the  discussions  of  this 
case  by  Group  1,  of  the  Yavapai  County  Med- 
ical Society  and  Medical  Officers  of  Fort 
Whipple,  at  their  meeting  of  Oct.  15th : — 

DR.  GAIL  D.  ALLEE. 

We  believe  that  this  case  given  us  for  discussion 
tonight  came  to  his  end  by  a cardiac  death.  The  his- 
tory states  that  his  father  died  of  shock.  That  is 
the  term  used  by  the  laity  to  mean  a sudden  death,  a 
cardiac  death,  a cerebral  hemorrhage  or  stroke  of 
apoplexy, — conditions  which  are  associated  with  hy- 
pertension. We  believe  we  will  be  able  to  show  later 
that  this  has  some  significance.  The  history  also 
states  his  mother  had  a weak  heart.  Inasmuch  as  our 
diagnosis  is  to  be  heart  death,  there  might  be  some 
significance  in  that,  although  it  could  very  well 
mean  a weak,  subnormal  woman  with  very  neurotic 
disposition  and  temperament.  His  brother  and  a sis- 
ter had  mild  asthma.  With  this  sort  of  family  his- 
tory we  are  not  surprised  to  find  that  he  was  a 
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weakly  child,  subject  to  bronchitis  and  colds  and  re- 
ceived a diagnosis  of  asthma  at  twenty. 

The  history  further  reveals  that  at  sixteen  he  had 
typhoid  fever,  at  seventeen  an  attack  of  bronchi- 
tis, at  thirty-eight  pneumonia  that  is  accompanied 
by  severe  pleurisy  and  which  is  followed  by  rheu- 
matic fever. 

A good  part  of  his  history  is  taken  up,  from  the 
age  of  twenty  until  death  at  fifty-nine,  With  asth- 
matic symptoms. 

That  he  really  did  have  bronchial  asthma,  I think 
we  can  have  no  doubt  when  we  recall  the  history 
that  he  came  from  Scotland,  settled  at  the  sea  coast 
and  was  better  in  higher  parts  of  the  city  than 
down  on  the  ocean  front.  It  is  very  characteristic  of 
asthmatics  that  they  are  better  off  in  certain  lo- 
calities than  in  others.  He  had  morning  cough  and 
asthmatic  spasms,  especially  at  night,  which  is  also 
characteristic.  Dermal  test  showed  him  sensitive  to 
various  foods,,  some  of  the  pollens  andi  to  dust.  Re- 
ports of  various  physical  examinations  show  sib- 
ilant and  sonorous  rales; 

At  the  age  of  fifty,  nine  years  before  death,  he 
is  compelled  to  cease  work  because  of  increasing 
weakness.  A year  later  he  goes  to  a tuberculosis 
sanatorium  where,  after  a short  period  of  observa- 
tion, he  is  given  the*  information  that  hie  is  not  tu- 
berculous. At  this  time  he  is  not  told  he  has  any 
heart  lesion.  I rather  think  if  he  had,  it  would  have 
made  considerable  impression  upon  him  and  we 
would  find  mention  of  it  in  the  history. 

The  history  then  is  silent  for  a period  of  five  or 
six  years,  except  to  state  he  gained  weight  during 
that  time,  which  was  probably  due  to  retirement 
from  active  life  and  his  sedentary  habits.  It  does 
show  that,  except  for  asthma,  there  seemed  to  be 
no  active  disease  going  on  in  this  man. 

Seven  months  before  death  he  appears  at  the 
out-patient  department.  His  symptoms  are  mixed 
up  a great  deal  with  those  of  asthma,  which  he  has 
always  had.  He  states  that  this  asthma  has  given 
him  trouble  all  his  life  except  for  a period  of  eight- 
een months  following  the  opening  of  an  abscess  in 
median  line  over  the  larnyx.  At  the  out-patient 
clinic  it  is  noted  that  he  has  a/  scar  in  this  region 
and  that  there  is  some  sort  of  tumor,  very  soft 
and  cystic  in  character.  There  is  also  an  en- 
larged gland  in  the  left  supraclavicular  region.  In 
addition  to  his  usual  shortness  of  breath  accompany, 
ing  his  asthma  fob  so  many  years,  he  reports  that 
he  has  a very  high  degree  of  orthopnea  and  that  he 
is  very  dyspneic  after  he  talks.  They  found  that 
his  lips  were  cyanotic  at  this  time. 

Presumably  this  condition  continues  and  seven 
months  later  he  reports  at  the  hospital  with  prac- 
tically all  of  these  symptoms,  but  all  in  an  exagger- 
ated form.  He  is  received  into  hospital  suffering 
from  severe  respiratory  distress.  Cyanosis  has  in- 
creased now  until,  in  addition  to  his  lips,  his  finger 
tips  and  toes  are  also  cyanotic.  He  has  edema  of 
the  ankles,  the  heart  is  very  rapid,  undoubtedly  fib- 
rillating,  and  hei  has  questionable  pulsus  alternans. 
The  cyst  or  growth  over  the  larynx  is  noted  and  de- 
scribed as  being  about  the  size  of  a walnut.  There 
is  no  mention  of  the  supraclavicular  gland  that 
was  noted  seven  months  previous.  Naturally  the 
question  comes  up,  whether  this  gland  or  this  cyst 
which  has  been  mentioned  in  his  history,  which  has 
acted  queerly  off  and  on  for  many  vears  and  which, 
when  opened,  refused  to  heal  and  discharged  for 
several  years,  has  now  become  malignant.  It  seems 
to  me  that  this  cyst  was  undoubtedly  a primary 
growth.  It  seems  to  me  it  would  have  shown  more 
growth  in  that  time  if  it  had  become  malignant. 
Even  if  it  did  become  malignant,  there  is  nothing  in 
the  primary  lesion  to  cause  off  this  man’s  symptoms. 


It  would  have  to  be  metastatic  growth  behind  the 
sternum'  creating  pressure  to  cause  those  throbbing 
vessels  in  his  neck  and  the  cyanosis.  Against  the 
probability  of  malignancy  is  the  x-ray  that  was 
taken  about  two  weeeks  before  his  admission  to  the 
hospital.  At  that  time  there  is  absolutely  no  men- 
tion of  any  shadow  behind  the  sternum  and,  with- 
out a positive  x-ray  picture  showing  an  abnormal 
shadow  in  that  region,  a diagnosis  of  malignancy 
cannot  be  made.  Another  thing  against  it  is  that 
this  man  comes  tq  death  with  practically  a normal 
blood  picture,  which  would  seem  impossible  if  ma- 
lignancy were  the  cause  of  death. 

The  most  likely  explanation  of  his  symptoms  and 
signs  ending  in  death  is  the  heart.  Every  symptom 
given  is  that  of  hypertrophied,  dilated,  dying 
heart.  The  pulsus  alterans,  irregularity,  rapidity, 
enlargement  to  percussion,  all  these  things  point  to 
a dilated,  dying  heart.  If  he  had  a damaged  heart 
what  has  caused  it?  The  vast  majority  of  heart  di- 
seases are  caused  by  that  great  trio,  syphilis,  rheu- 
matism and  hypertension.  There  is  no  history  of  sy- 
philis; it  is  merely  hinted  at,  in  that  his  wife  had  a 
miscarriage  at  three  months  and  one  child  died  in 
infancy.  In  addition  we  have  no  signs  and  symptoms 
of  syphilis  and  his  Hinton  was  negative,  which  is 
equivalent  to  saying  that  the  Wassermann  was 
negative,  because  Hinton  is  the  term  used  by  the 
Massachusetts  General  Hospital  to  indicate  that 
Hinton’s  modification  of  the  Wassermann  test  has 
been  used. 

As  to  rheumatism — -we  have  a history  of  it  at  the 
age  of  thirty-eight.  Rheumatism  in  childhood  al- 
most always  results  in  heart  damage.  At  the  age 
of  thirty-eight,  however,  he  might  have  had  rheu- 
matism and  might  have  gotten  by  without  heart 
complications  or  sequelae. 

Eight  years  before  death  he  reported  for  exam- 
ination and  observation  at  a tuberculosis  sanator- 
ium and  was  not  told  that  there  was  any  trouble 
with  his  heart.  He  lived  for  twenty-one'  years  after 
his  attack  of  rheumatism  and  that  is  rather  long 
for  a rheumatic  heart,  if  it  is  to  be  the  cause  of 
death.  Aman  could  have  a rheumatic  lesion  of  the 
heart  and  come  to  death  from  some  other  cause, 
but  it  would  be  unusual  for  a rheumatic  heart  to 
last  that  long  without  causing  symptoms  before. 
Another  thing  against  rheumatic  heart  is  that  there 
are  no  murmurs,  no  thrills  or  other  evidence  of 
valvular  disease.  Rheumatism  invariably  distorts 
the  valves.  All  the  symptoms  given  are  those  of  a 
dilated,  dying  heart. 

In  favor  of  hypertension  is  the  fact  that  this  man 
is  well  within  the  hypertension  age  and  it  is  a 
thing  that  runs  in  families.  His  father  was,  no 
doubt,  afflicted  with  hypertension.  We  believe  he 
had  a hypertensive  heart  with  accompanying  hyper- 
trophy, dilation  and  the  congestion  which  eventu- 
ally leads  to  death  in  heart  cases. 

As  to  the  actual  cause  of  death,  it  was  concluded 
by  our  group  from  our  reading,  which  conclusion 
has  been  strengthened  by  Dr.  Cabot’s  discussion 
which  has  just  been  read  here  tonight  of  a case 
very  similar  to  this,  that  infarct  of  the  heart  was 
the  immediate  causq  of  death. 

Our  diagnosis  is  hypertension,  hypertrophy  and 
dilatation  of  the  heart,  emphysema,  congestion  of 
the  liver,  kidneys  and  spleen,  infarct  of  the  heart, 
cyst  in  the  region  of  the  larnyx. 

Dr.  Swetnam  will  follow  and  give  you  our  group’s 
explanation  of  the  cyst  in  the  median  line  on  this 
man’s  neck,  of  which  there  was  such  frequent  men- 
tion in  his  history  throughout  his  life. 

DR.  C.  R.  K.  SWETNAM. 

We  have  a man  sixty  years  old  who  comes  to  the 
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hospital  complaining  of  asthma,  which  he  has  had 
for  forty  years.  Forty  years  ago  most  any  wheez- 
ing dyspnea  was  called  asthma.  We  have  to  consider 
the  different  things  that  might  cause  this  wheezing 
dyspnea.  One  is  pressure.  If  it  were  pressure  it 
would  have  to  be  in  the  upper  part  of  the  substernal 
region.  Pressure  could  be  caused  in  that  region  by 
new  growth,  and  by  new  growth  I mean  any  growth 
or  overgrowth  that  should  not  be  there.  I am  think- 
ing of  cyst  and  enlarged  glands.  It  might  well  have 
been  a substernal  thyroid  causing  pressure,  which 
could  last  for  a great  many  years.  If  it  were  sub- 
sternal thyroid,  it  might  be  cystic  or  adenomatous. 
It  might  be  any  form  of  cyst — the  form  Dr.  Allee 
mentioned  and  which  we  have  evidence  of  being 
present,  but  probably  not  substernal  in  location 

This  man  had  either  a cyst  or  abscess.  It  is  spoken 
of  one  time  as  abscess  and  another  time  as  cyst, 
in  the  region  of  the  larynx  but  external  to  the 
larynx.  A cyst  in  that  region  is  quite  frequently 
what  is  called  median  cyst,  or  cyst  of  the  thyro- 
glossal  tract,  caused  by  failure  of  elimination  of  the 
thyroglossal  cleft.  It  is  a fetal  remnant.  These  cysts 
are  not  always  present  at  the  time  of  birth,  at  least 
not  to  noticeable  size.  They  very  often  come  on  or 
grow  to  noticeable  size  about  the  age  of  puberty 
or  even  later  in  life.  When  opened,  they  have  a 
tendency  not  to  heal  and  to  form  a fistula  until,  or 
unless,  all  tissue  is  removed. 

Another  thing  that  could  cause  pressure  in  this 
region  would  be  tumor  formation,  new  growth, — 
malignant  new  growth, — or  enlarged  glands,  prob- 
ably tuberculous  glands.  We  can  not  absolutely  rule 
out  tuberculous  glands  and  the  malignancy.  If  it 
were  malignancy,  where  was  its  origin?  Certainly  he 
has  not  had  it  since  he  was  twenty  years  old,  which 
was  forty  years  ago.  If  he  has  malignancy,  it  could 
be  metastasis,  or  it  could  be  other  growth  such  as 
goiter  or  one  of  these  cysts  mentioned,  which  broke 
down  and  becam^  malignant.  The  only  wayj  we  can 
make  a diagnosis  of  malignancy  or  any  other  tumor 
in  that  region  is  by  x-ray  in  negative.  We  are  told 
in  that  region  is  by  x-ray,  and  the  x-ray  is  negative. 
We  are  told  that  the  x-ray  was  not  satisfactory  but 
we  do  not  feel  justified  in  reading  in  some  “might 
have  been.”  We  can  not  make  a positive  diagnosis 
of  malnancy. 

As  to  tuberculous  glands  in  this  region, — the  x-ray 
shows  mottled  dullness  in  the  left.  The  most  prob- 
able explanation  would  be  tuberculosis,  and  it  is 
likely  he  has  some  old  tuberculosis.  One  thing  elim- 
inates tuberculous  glands  and  other  tumor  as  the 
cause  of  asthmatic  symptoms  for  all  these  years. 
All  tumors  in  this  region  have  a few  symptoms  in 
common,  if  the  tumor  is  large  enough  to  cause  pres- 
sure,— cyanosis  and  edema  of  the  face  and  upper 
extremities,  exophthalmos  and  orthopnea.  There  is 
some  cyanosis  in  this  case  but  it  is  just  as  marked, 
in  the  feet  as  in  the  hands.  There  is  no  edema  in  the 
face  or  upper  extremities,  and  no  exophthalmos. 

One  of  the  common  causes  of  wheezing  dyspnea  is 
bronchial  asthma.  In  looking  up  bronchial  asthma, 
I found  what  I believe  to  be  a very  comprehensive 
and  up-to-date  definition:  “An  anaphylactic  mani- 
festation characterized  by  recurrent  attacks  of  par- 
oxysmal dyspnea,  due  to  spasm  of  the  bronchioles, 
developing  as  a result  of  exposure  to  a foreign  pro- 
tein to  which  the  individual  is  sensitized.”  This 
foreign  protein,  may  be  pollen,  food,  dust  or  a bac- 
terial protein  from  a focus  of  infection.  That  form 
of  protein  we  think  of  more  frequently,  but  again 
the  history  is  negative.  The  patient  that  one  nostril 
is  obstructed;  examination  does  not  show  anything 
in  the  nose  or  throat.  Pus  in  nose,  throat  or  tonsils 
is  not  mentioned.  We  do  know  that  in  the  anaphy- 
lactic clinic  he  responded  to  some  of  the  pollen  and 


to  dust,  so  that  is  the  most  likely  cause  of  bron- 
chial asthma  in  this  case. 

Another  thing  which  could  cause  such  symptoms 
as  wheezing  dyspnea,  and  which  must  be  differen- 
t ated  from  asthma,  is  pulmonary  edema.  He  prob- 
ably has  some  symptoms  of  pulmonary  edema,  but 
that  is  a terminal  condition  and  has  not  existed  for 
forty  years.  We  believe  that  the  symptoms  he  has 
had  most  of  these  years  have  been  caused  by  true 
bronchial  asthma,  probably  due  to  some  pollen  or 
food  with  which  he  has  come  in  contact. 

Dr.  Malone  will  continue  the  discussion  from  the 
cardiac  standpoint. 


DR.  J.  T.  MALONE 

This  patient  has  a definite  history  which  is  very 
suggestive  of  allergy.  We  are  also  told  that  he  was 
sensitive  to  the  various  inhalation  proteins.  We  do 
not  ouestion  the  diagnosis  of  bronchial  asthma  of 
an  allergic  character  probably  a combined  epidermal 
and  pollen  affair.  Contrary  to  your  probable  ex- 
pectations, I am  not  going  to  teH  you  that  this  pa- 
tient died  of  anaphylactic  shock,  but  I am  not  sure 
that  if  this  history  were  read  before  a group  of  al- 
lergists that  their  suspicions  would  be  aroused  to  the 
extent  of  giving  serious  consideration  to  this  pos- 
sibility. The  history  states  that  his  father  died  of 
shock.  We  are  rather  inclined  to  interpret  this  state- 
ment as  indicating  a sudden  death.  However,  there 
is  one  possibility  in  the  consideration  of  our  diag- 
nosis of  bronchial  asthma  with  usual  long  standing 
emphysema  which  must  be  considered  as  a possible 
factor  in  the  sudden  fatal  termination  of  this  case 
and  that  is  a spontaneous  pneumothorax  resulting 
from  a rupture  of  an  emphysematous  bleb.  While 
this  condition  is  not,  a frequent  occurrence,  never- 
theless it  does  occur  and  merits  consideration  as  an 
etio’ogical  factor.  We  have  had  several  such  cases 
in  this  hospital  verified  by  autopsy. 

However,  we  believe  the  evidence  is  strongly  in 
favor  of  a failing  myocardium,  as  a result  of  hyper- 
tensive cardiac  disease.  We  base  this  deduction  on 
the  history  which  indicated  that  two  cardinal  symp- 
toms of  this  condition  evidently  were  present,  or  at 
least  a suggestion  that  these  two  symptoms  existed. 
I refer  to  the  statement  in  the  physical  examina- 
tion of  pulsus  alternans  and  gallop  rhythm  with  a 
suspicion  of  fibrillation.  We  have  a man  of  middle 
ag^  who  has  a suggestive  family  history  of  hyper- 
tension. We  know  that  there  does  exist  a familiar 
tendency  to  this  condition.  The  blood  pressure  would 
perhaps  contradict  this  hypothesis.  However,  we  be- 
lieve that  the  blood  pressure  recorded  would  indicate 
a failing  myocardium  and  that  there  is  a hyper- 
tensive cardiac  condition  present,  and  we  expect  an 
enlarged  heart.  There  is  a history  of  passive  con- 
gestion which  would  coincide  with  our  picture.  Re- 
garding the  suggestion  of  fibrillation,  as  stated  in 
the  history;  we  know  that  a large  percentage  of 
fibrillators  belong  to  this  hypertensive  class.  In 
fact  some  authorities  consider*  fibrillation  occurring 
in  these  hypertensive  cases  is  second  to  the  mitral 
stenosis  group. 

Th$  question  arises,  was  this  patient  fibrillating, 
and  did  death  result  from  a thrombus  due  to  auricu- 
lar stasis  ? was  there  a cardiac  infarct  primarily  or 
have  we  anv  basis  to  conclude  that  a pulmonary  or 
cerebral  embolus  existed?  We  are  told  that  the  man 
was  disorientated.  There  is  no  history  of  hemiplegia. 
We  are  quite  satisfied  that  he  was  fibrillating  and 
suspect  a cardiac  infarct, — most  probably  coronary 
occlusion.  A recent  statistical  survey  has  demon- 
strated that  a very  common  cause  of  sudden  death 
is  coronary  occlusion.  There  is,  however,  a strong 
possibility  that  the  right  auricular  appendage  will 
show  blood  clots  resulting  from  the  auricular  stasis. 
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Our  diagnosis  is  bronch'al  ashtma  (allergic)  with 
emphysema,  cardiac  infarct  (coronary  occlusion). 

The  following  discussions  of  this  case  are 
submitted  by  the  Clinical  Club  of  Phoenix : 


DR.  R.  J.  STROUD. 

A man  of  59  with  a history  of  asthma  in  early 
childhood.  The  chronic  colds  and  bronchitis  were 
the  forerunners  of  the  diagnosis  of  asthma  made  at 
twenty  years  of  age.  With  this  condition  came  em- 
physema which  is  the  forerunner  of  all  of  his  later 
troubles.  He  was  sensitive  actually  to  many  foods, 
with  periods  of  remission  quite  common  in  food 
asthma.  His  symptoms  were  worse  at  night  and  in 
the  morning,  quite  a common  type  of  asthma. 
Coupled  with  this  was  a hacking  cough  which  last- 
ed about  half  an  hour,  this  was  probably  due  to  his 
chronic  bronchitis  and'  is  a common  symptom 

The  chest  pain  and  cough  sent  him  to  a sanitari- 
um where  he'was  pronounced  free  from  tuberculosis. 
The  question  of  whether  asthma  predisposes  to  tu- 
berculosis is  one  still  disputed.  They  occur  together 
in  a good  many  cases.  No  sputum  examination  is 
mentioned.  The  x-ray  examination  shows  mottling 
which  could  be  attributed  to  tuberculosis.  If  this 
were  true  and  in  small  amount  there  would  not  be 
any  particular  change  from  the  rest  of  the  picture 
which  is  essentially  thafl  of  an  asthma  of  the  bron- 
chial type  with  food  sensitiveness,  but  with  no  ac- 
tual skin  test  to  check  the  food.  This  also  is  quite 
a common  thing,  for  when  the  tests  are  made  often 
the  starvation  or  one  food  test  has  to  be  done  to  see 
how  actually  the  body  responds  to  individual  pro- 
teins. There  is  also  the  factor  of  food  changes  due 
to  faulty  digestion  which  change  the  actual  proteid 
or  its  action  when  improperly  taken  care  of  in  the 
bowel. 

Then  there  is  the  fact  of  the  opening  of  some 
sort  of  growth  or  abscess  on  the  trachea  which,  on 
being  opened,  gave  him  some  apparent  relief  for  18 
months,  which  brings  us  to  the  fact  of  “trigger”  con- 
trol of  asthma.  This  abscess  or  whatever  it  is  could 
be  a branchial  cleft  not  closed  properly  and  when 
it  pressed  or  filled  and  riritated  the  larynx  or  bron- 
chial tract  below,  it  is  possible  that  it  set  the  trigger 
going  just  as  it  is  claimed  that  a special  trigger  area 
is  present  in  a certain  part  of  the  nasal  cavity.  How- 
ever, this  may  have  been  one  of  those  coincidences, 
unless  it  was  a true  abscess  which  would  mean  that 
he  was  bacterial  sensitive  also,  another  factor  which 
is  present  in  asthma,  and  means  that  a sensitive 
individual  may  take  on  any  senstitiveness.  We  know 
that  there  are  times  when  an  asthmatic  is  free  from 
attacks  and  which  cannot  be  yet  explained  scienti- 
fically: It  just  happens. 

His  further  history  shows  him  to  be  not  of  the 
essential  kidney  failure  type,  nor  is  it  of  the  ar- 
teriosclerotic type,  the  only  blood  pressure  mentioned 
was  rather  low.  This  may  have  been  taken  at  a time 
when  he  was  having  the  final  terminal  failure  of 
the  heart  which  killed  him. 

Paroxysmal  dyspnea  in  an  asthmatic  is  the  com- 
monest symptom,  and  there  the  effort  of  expulsion 
makes  first  emphysema,  later  the  diaphragm  is 
flattened,  the  chest  wall  expands  and  the  lungs  lose 
their  resilience.  The  heart  works  at  all  times  against 
this  pressure,  and  soon  loses  in  the  race,  altho  it 
takes  years  for  it  to  give  way.  This  man  showed 
signs  of  irregular  flattening  of  the  diaphragm  by 
x-ray,  certainly  enough  to  put  constant  work  upon 
the  heart.  The  heart  was  early  in  what  is  called  in- 
compensation. It  will  sustain  the  load  only  without 
work.  When  a little  walking  or  light  work  is  done 
the  man  gets  short  of  breath.  This;  agrees  with  the 
history  of  this  man  who.  while  having  less  asthma, 


found  all  of  the  other  symptoms  increasing,  espe- 
cially the  past  six  months  before  being  seen.  This 
meant  a gradual  lessening  of  the  heart’s  ability  to 
keep  him  going.  This  lessening  of  asthma  and  in- 
competent heart  is  one  of  thd  commonest  symptoms 
of  the  disease.  After  the  heart  has  begun  failing  a 
vicious  circle  begins  which  means  that  there  is 
added  to  a sensitization  asthma  an  added  dyspnea, 
erroneously  called  heart  asthma.  From  here  the 
step  was  to  heart  decompensation  as  noted  by  the 
passive  congestion  of  the  liver  and  the  pitting 
ankles  and  rales  at  the  base.  Myocardium  was  un- 
able to  stand  the  strain,  pulsus  altemans  set  in, 
which  is  a sign  of  beginning  of  loss  of  heart  control, 
some  auricular  fibrillation  was  present  and  he  went 
on  quickly  to  the  death  of  long  continued  asthmatics, 
the  myocardial  heart. 

I think  the  rheumatism  mentioned  may  have  been 
a factor,  as  well  as  the  pneumonia,  but  neither  of 
these  are  necessary  for  the  picture  of  heart  failure 
as  here  given. 

Diagnosis:  Myocarditis;  emphysema;  terminal  hy- 
ostatic  pneumonia;  passive  congestion  of  liver;  ar- 
teriosclerosis. 


DR.  FRED  G.  HOLMES 

The  history  emphasizes  throughout  the  wheezing 
and  difficulty  in  respiration  sometimes  better  and 
sometimes  worse  but  occurring  throughout  practic- 
ally his  whole  life.  There  is  an  asthmatic  bronchitis. 
Coughing  especially  in  the  morning  with  pain  in  the 
chest  is  suggestive  of  pulmonary  tuberculosis.  If  the 
history  is  correct  it  was  thought  that  he  might  have 
tuberculosis  eight  years  before  death  but  after  a 
month’s  observation  was  discharged  as  non-tuber- 
culous.  Of  course  a mistake  might  have  been  made 
at  that  time  or  tuberculosis  might  have  developed 
since  then  as  the  x-ray  findings  would  indicate  a 
tuberculosis.  The  plates  were  unsatisfactory  or  at 
least  the  readings  were  not  enlightening.  Bronchiec- 
tasis is  a most  probable  diagnosis.  A man  who  has 
coughed  and  expectorated  practically  all  his  life; 
and  has  led  a fairly  active  life  and  worked  for  fifty 
years  probably  has  a bronchiectasis.  The  fact  that  he 
was  found  non-tuberculous  by  sanatorium  physicians 
after  forty  years  of  coughing  would  certainly  sug- 
gest a bronchiectasis.  We  would  like  very  much  to 
know  the  quantity  and  character  of  the  sputum. 
Whatever  the  type  of  lung  involvement,  it  was  not 
the  immediate  cause  of  death  even  though  it  un- 
doubtedly contributed  to  the  downfall  of  the  heart. 
Rheumatic  fever  twenty-one  years  before  death 
probably  caused  an  endocarditis.  The  heart  in  this 
condition,  poorly  nourished  by  thq  blood  due  to  the 
lung  condition,  and  further  damaged  by  the  arterio- 
sclerosis gradually  decompensated  and  he  died  with 
congestive  heart  failure. 

He  may  have  had  a terminal  broncho-pneumonia 
or  pericarditis/  as  evidenced  by  temperature,  etc. 

The  cyst  on  the  neck  was  likely  one  of  the  thre- 
oglossal  duct. 

Diagnosis . 

Asthma  or  asthmatic  bronchitis. 

Bronchiectasis. 

Hypertrophied  and  dilated  heart. 

Endocarditis  and  perhaps  pericarditis. 

Passive  congestion. 

Perhaps  pulmonary  tuberculosis. 

Perhaps  broncho-pneumonia. 


The  following  discussions  of  this  case  were 
given  at  the  Massachusetts  General  Hospital 
(see  New  Eng.  Med.  Jour.,  Mch.  21,  1929,  p. 
617). 
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DR.  RICHARD  C.  CABOT 

I think  when  a history  of  this  kind  has  gone 
on  as  long  as  this  has  it  is  generally  right  that  a 
diagnosis  of  asthma  should  be  made.  If  it  had  be- 
gun a few  weeks  ago  or  a few  months  ago  the  diag- 
nosis might  be  a great  variety  of  things,  for  in- 
stance aneurysm  and  tuberculosis,  which  I have 
seen.  But  there  are  so  few  diseases  that  can  go  on 
all  this  time  with  nothing  else  than  “asthma”  to 
show  for  it,  that  I think  we  are  pretty  safe  in  say- 
ing that  he  did  have  asthma. 

We  are  not  told  definitely  so  far,  but  I assume 
that  he  had  recurrent  paroxysmal  attacks,  not  con- 
stant wheezing  or  constant  dyspnea. 

Obviously  during  these*  last  two  weeks  before  ad- 
mission he  was  having  a definite  cardiac  breakdown. 

This  x-ray  plate  does  not  look  very  good  to  me. 
It  seems  as  if  there  had  been  motion.  Certainly  we 
can  see  more  shadow,  especially  at  the  left  top,  than 
we  ought. 

Previous  to  the  physical  examination  what  have 
we?  We  have  a history  suggestive  of  asthma  with  a 
final  breakdown  of  the  heart.  The  x-ray  report  sug- 
gests something  more.  On  the  whole  it  is  more 
suggestive  of  tuberculosis  than  anything  else  I 
know.  Those  are  the  only  two  things  clearly  in  my 
mind  at  the  beginning  of  the  physical  examination. 

I presume  that  there  was  no  albumin  in  the  urine 
and  that  the  blood  was  good. 

The  presence  of  Turk’s  h'ritation  cells  does  not 
mean  anything  other  than  slight  leukocytosis. 

I do  not  know  why  they  made  that  bile  test  on 
the  stool. 

DIFFERENTIAL  DIAGNOSIS 

What  have  we  in  the  way  of  positive  facts?  The 
x-ray,  which  I wish  we  had  an  expert  to  interpret 
more  than  I am  able  to  do,  and  some  facts  upon  the 
heart,  which  on  the  -whole  are  I think  the  most  im- 
portant. It  is  unfortunate  that  they  did  not  run  down 
the  question  of  pulsus  altemans.  You  can  almost 
never  tell  that  at  the  wrist  unless  it  is  an  extreme 
case.  You  can  almost  always  tell  it  by  taking  the 
blood  pressure  and  watching  to  see  whether  as  you 
lower  the  pressure  double  the  number  of  beats  sud- 
denly come  through.  That  is  much  more  delicate  than 
our  power  to  feel  it  in  the  pulse.  That  point  could 
have  been  decided  one  way  or  the  other.  But  even  if 
they  only  suspected  pulsus  alternans  it  probably 
was  there  because  that  is  about  as  much  as  you  can 
ever  do  with  your  finger.  Gallop  rhythm  is  also  of 
very  serious  prognostic  significance,  that  with  the 
slight  cardiac  enlargement,  which  I should  not  have 
been  sure  of  at  all  from  the  plate,  seems  to  be  about 
all  that  we  have. 

What  can  we  say  on  one  negative  sputum  ex- 
amination? That  is  not  enough  to  rule  out  tubercu- 
losis. On  the  other  hand  he  has  not  had  the  con- 
stitutional manifestations  of  active  tuberculosis,  so 
far  as  I can  see  from  this  record.  I suppose  these 
x-ray  shadows  are  of  scars  on  the  lungs,  scars  of 
past,  not  present,  trouble,  and  I believe  that  Dr.  Mal- 
lory will  say  healed  or  quiescent  rather  than  active 
lesions.  It  is  perfectly  possible  that  they  may  not 
have  been  tuberculosis  at  all.  Anyway  I do  not  be- 
lieve that  he  died  of  tuberculosis  or  that  it  contribut- 
ed in  any  way  to  his  death.  He  died  of  a failing  heart. 
Why  did  it  fail  ? From  the  strain  of  working  against 
the  lung  conditions  of  asthma,  as  the  heart  often  does. 
If  you  have  asthma  for  years  and  years  it  is  noth- 
ing but  a great  bother;  then  gradually  the  elasticity 
of  the  lung  gets  less  and  less,  the  work  of  respira- 
tion is  harder,  the  work  of  the  heart  is  greater,  and 
finallv  the  heart  gives  out.  It  is  perfectly  possible 
that  the  giving  out  of  the  heart  is  independent,  not 
connected  in  any  way  with  his  asthma;  but  we 


have  nothing  else  to  say  as  to  its  etiology  from  the 
facts  in  this  record. 

What  should  we  expect  to  find  in  the  heart? 
Slight  enlargement;  no  valve  lesions.  It  is  per- 
fectly possible  that  there  is  myocardial  change,  but 
there  is  no  way  of  identifying  it  without  an  elec- 
trocardiogram. 

In  the  lungs  I suppose  we  should  expect  to  find; 
something  at  the  right  top.  That  something  is 
more  likely  to  be  healed  or  quiescent  tuberculosis 
than  anything  else.  Emphysema  may  also  have  de- 
veloped. The  physical  signs  of  emphysema  are 
very  hard  to  be  sure  of.  I do  not  know  enough  to 
say  from  the  facts  given  us  that  he  has  it  or  has 
not.  It  is  the  sort  of  case  that  could  perfectly  well 
develop  emphysema  as  a result  of  long-standing 
asthma.  He  should  have  chronic  passive  congestion. 
There  is  no  evidence  against  the  kidneys  or  against 
any  other  organ. 

What  is  this  cyst  in  the  neck?  I do. not  see  how 
to  connect  it  with  his  death  or  illness.  I think  it  is 
probably  a local  afair  that  has  no  import- 
ance. Exactly  what  it  is  -I  do  not  know.  There  was 
a gland  in  his  neck,  I suppose  separate  from  this 
cyst,  although  it  was  not  mentioned  after  the  first 
examination.  In  the  absence  of  any  other  enlarged 
glands  and  with  nothing  wrong  in  the  blood  I do  not 
see  whv  we  should  pay  any  attention  to  it.  Could 
it  be  tuberculous?  Certainly,  although  it  has  not 
the  characteristics  of  that.  There  is  no  evidence  of 
glandular  enlargement  in  the  mediastinum.  Is 
there  anything  that  might  be  lymphoblastoma  and 
bring  about  the  trouble  through  pressure  ? Has  he 
any  such  pressure?  I do  not  see  that  we  have  any 
evidence  of  it.  The  gland  in  the  neck  is  not  enough. 

The  best  reconstruction  of  this  case  then  seems  to 
be  that  he  had  asthma  all  his  life  and  very  probab- 
ly tuberculosis,  both  processes  independent;  that 
he  got  over  his  tuberculosis  but  continued  to  have 
asthma;  and  that  his  heart  finally  gave  out,  with 
weakening  of  the  muscle  but  without  valve  lesion. 

X-RAY  INTERPRETATION 

The  findings  suggest  tuberculosis. 

CLINICAL  DIAGNOSIS  (FROM  HOSPITAL 
RECORD) 

Asthma. 

Cardiac  decompensation. 

Arteriosclerotic  heart  disease. 

Pulmonary  tuberculosis. 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS 

Asthma. 

Probably  healed  tuberculosis  of  the  lungs. 

Hypertrophy  of  the  heart,  slight. 

Probably  myocardial  weakening. 

Chronic  passive  congestion. 


DR.  TRACY  B.  MALLORY 
ANATOMIC  DIAGNOSES 

1.  Primary  disease. 

Tuberculosis  of  the  lungs  with  cavity  formation. 

2.  Secondary  or  terminal  lesions. 

Arteriosclerosis  of  the  pulmonary  arteries. 
Arteirosclerosis,  generalized. 

Hypertrophy  of  the  right  heart. 

Chronic  passive  congestion. 

Central  necrosis  of  the  liver. 

I believe  this  patient  did  have  asthma,  al- 
though the  anatomic  evidences  of  that  are  al- 
ways slight,  and  we  have  nothing  that  can  reallyi 
prove  it  in  this  case.  He  did  have  a very  ex- 
tensive tuberculosis,  including  one  cavity  8 cen- 
timeters in  diameter  in  the  left  upper  lobe. 
There  was  an  old  healed  tuberculous  scar  at  the 
right  apex  which  was  considerable  in  size,  but 
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there  was  no  evidence  of  any  great  recent  ac- 
tivity in  any  of  the  lesions. 

Dr.  Cabot:  Even  on  the  left? 

Dr.  Mallory:  Even  on  the  left,  although  it 
was  a very  extensive  process.  The  entire  left 
lung  was  very  much  smaller  than  the  right  be- 
cause of  the  scarring,  and  the  entire  mediasti- 
num and  its  contents  were  very  much  pushed 
over.  The  right  lung  showed  a marked  compen- 
satory emphysema. 

The  heart  was  not  greatly  hypertrophied,  weigh- 
ing only  350  grams,  but  the  right  ventricle  showed 
relatively  great  hypertrophy,  a cross  section  of  its 
musculature  measuring  8 millimeters,  between  two 
and  three  times  its  normal  size. 

The  interesting  histologic  finding  was  very 
marked  arteriosclerosis  of  the  pulmonary  arteries. 
He  had  a moderate  degree  of  arteriosclerosis  else- 
where, but  the  process  in  the  pulmonary  arteries 
was  out  of  proportion  to  that  found  elsewhere.  I 
think  that  that  possibly  bears  some  direct  rela- 
tionship to  his  asthma,  possibly  also  to  the  tu- 
berculous scarring,  since  the  sclerosis  of  the  ves- 
sels was  most  evident  in  some  of  the  scar  areas. 
Marked  arteriosclerosis  can  occur  in  any  organ  or 
group  of  organs,  where  only  minimal  changes  can 
be  demonstrated  elsewhere.  That  is  probably 
true  in  the  kidneys,  heart  and  brain.  In  individ- 
ual cases  arteriosclerosis  will  be  marked  in  any 
one  of  those  three  areas  and  relatively  slight 
elsewhere  in  the  body.  It  can  occasionally  be  ex- 
tremely marked  in  the  pulmonary  arteries  only. 
I should  say  however  that  that  is  by  all  means; 
the  least  common  focus  for  arteriosclerosis.  In 
the  majority  of  cases  the  pulmonary  arteries  en- 
tirely escape. 

Dr.  Cabot:  Are  we  looking  any  more  carefully 
in  the  pulmonary  arteries  than  we  used  to  ? 

Dr.  Mallory:  Yes,  I think  we  are.  In  spite 
of  that  we  do  not  find  many  cases. 

Dr.  Cabot:  Will  you  say  something  more  about 
the  relation  between  the  thoracic  lesions  and  the 
neck  lesions  ? Should  you  like  to  say  which  is 
cart  and  which  is  horse? 

Dr.  Mallory:  No.  The  neck  was  not  dissected. 
I cannot  tell  about  that.  It  is  very  possible  that 
the  neck  lesion  was  tuberculous.  With  such  an 
extensive  cavity  as  he  had  he  might  easily  have 
had  a laryngeal  process  at  the  same  time. 

Dr.  Cabot:  Were  there  any  tuberculous  glands 
in  the  chest? 

Dr.  Mallory:  Very  small  ones  only. 

A Student:  Was  there  any  emphysema  in  the 
opposite  lung  ? 

Dr.  Mallory:  There  was  marked  emphysema  on 
the  right  side,  that  is,  the  side  opposite  the  cavity. 
It  was  however  probably  largely  compensatory 
rather  than  a structural  process.. 

A Student:  What  was  the  real  cause  of  death? 

Dr.  Mallory:  Failure  of  the  right  heart,  without 
any  question. 

A Student:  Was  the  x-ray  report  tuberculo- 

sis ? 

Miss  Painter:  The  report  was,  “The  findings 
suggest  tuberculosis.” 

Dr.  Cabot:  What  about  that  cavity, — was  it  pret- 
ty well  walled  off? 

Dr.  Mallory:  Yes.  It  had  a very  dense  fibrous 
wall  all  around  it.  It  had  the  usual  large  arterial 
bridges  running  across  it,  and  was  typical  of  a non- 
progressive tuberculous  cavity. 

Dr.^Cabot:  On  the  whole  I do  not  see  that  we 
have  to  take  back  anything  in  particular  that  we 
said.  I do  not  believe  that  any  one  yet  knows  how 
to  make  a diagnosis  of  pulmonary  arteriosclerosis. 


We  have  had  two  cases  this  year.  It  is  striking  to 
me  because  I have  heard  so  little  of  it  before  in  the 
twenty  years  that  I have  held  these  exercises. 

Dr.  Mallory:  The  x-ray  man  can  sometimes 
make  the  diagnosis  if  he  finds  marked  enlarge- 
ment of  the  pulmonary  artery  without  enlarge- 
ment of  the  left  auricle.  Of  course  a bulge  in 
the  area  of  the  pulmonary  artery  with  auricular 
enlargement  is  probably  mitral  disease.  If  the 
pulmonary  artery  is  very  big  without  the  auricu- 
lar enlargement  and  without  evidence  of  congenital 
heart  they  have  made  the  diagnosis  of  pulmonary 
arteriosclerosis. 


MINUTES  OF  THE  FIFTEENTH  AN- 
NUAL MEETING  OF  THE  MED- 
ICAL AND  SURGICAL  ASSO- 
CIATION OF  THE  SOUTH- 
WEST 

Phoenix,  Arizona,  November  7 to  9,  1929. 

The  fifteenth  annual  meeting  of  the  Association 
was  held  in  Phoenix,  Nov.  7,  8,  and  9,1929,  with 
headquarters  at  the  Hotel  Westward  Ho,  and  scien- 
tific sessions  in  the  Woman’s  Club  auditorium. 

By  decision  of  the  program  committee,  the  invited 
guests  were  limited  to  three,  the  remainder  of  the 
program  of  papers  being  given  by  the  members  of 
the  Association  and  the  clinics  by  the  entertaining 
society. 

The  papers  by  invited  guests  were  the  following: 

“Human  Intestinal  Protozoa,”  with  moving  pic- 
tures, by  Dr.  John  V.  Barrow,  of  Los  Angeles. 

“Treatment  of  Heart  Disease,”  by  Dr.  William 
Dock,  of  San  Francisco. 

“Treatment  of  Bronchiectasis,”  by  Dr.  Leo  Eloes- 
ser,  of  San  Francisco. 

The  meeting  opened  Thursday  morning  with  sur- 
gical clinics  at  the  two  general  hospitals;  the  fol- 
lowing clinics  were  held: 

At  St.  Joseph’s  Hospital: 

Dr.  E.  Payne  Palmer.  Operation  for: 

(1) .  Large  ovarian  cyst  under  nitrous  oxide  and 
novocain. 

(2) .  Large  uterine  fibromyomata  under  spinal 
anesthesia. 

(3) .  Large  postoperative  ventral  hernia  under  so- 
dium amytol  and  novocain. 

Dr.  Harley  Yandell:  Naso-pharyngeal  fibroma  un- 
der cocain  anesthesia. 

The  following  surgical  clinics  were  held  at  the 
Good  Samaritan  Hosnital. 

Dr.  George  Goodrich: 

(1) .  Breast  amputation,  general  anesthesia. 

(2) .  Removal  of  wire  from  clavicle. 

Dr.  E.  C.  Bakes:  Repair  of  tracheotomy  fissure. 

Dr.  W.  A.  Schwartz:  Cataract  operation. 

The  following  medical  clinics  were  held  at  the 
Good  Samaritan  Hospital . 

Dr.  E.  L.  Hicks:  Demonstration  of  a case  with 
carcinoma  of  the  lung. 

Dr.  Victor  Randolph : Bronchoscopy. 

The  following  medical  clinics  were  held  at  the 
Woman’s  Club  auditorium: 

Dr.  Fred  Holmes:  Bilateral  pneumothorax. 

Drs.  Howell  Randolph  and  Fred  Holmes:  Bronchi- 
ectasis. 

Dr.  Louis  Dysart:  Lung  abscess. 

Dr.  George  Shields:  Pulmonary  tuberculosis  with 
syphilis  and  hemiplegia. 

Dr.  J.  M.  Pearson:  Congenital  heart. 

An  interestign  feature  of  the  meeting  was  the 
holding  of  “clinical  luncheons”  at  noon  of  the  three 
days,  this  idea  being  taken  from  the  El  Paso  meet- 
ing of  two  years  ago.  At  the  luncheon  on  Thurs- 
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day,  Dr.  Barrow  of  Los  Angeles,  was  the  speaker, 
giving  a very  interesting  talk  in  preparation  for  his 
address  of  the  afternoon. 

At  the  afternoon  session,  called  to  order  at  1:50 
p.  m.,  by  president  Dr.  P.  G.  Cornish,  Jr.,  of  Albu- 
querque, the  Association  was  welcomed  by  Dr.  H. 
T.  Bailey,  president  of  the  Maricopa  County  Medi- 
cal Society. 

The  first  paper  was  by  Dr.  F.  D.  Garrett  of  El 
Paso,  on  “Medical  and  Surgical  Treatment  of  Pep- 
tic ulcer.”  Dr.  Garrett  outlined  the  basis  for  med- 
ical management  and  the  indications  for  surgical 
treatment  when  medical  regime  failed,  showing 
charts  and  x-ray  films  to  illustrate  the  points  of  the 
paper. 

Dr.  R.  L.  Ramey,  of  El  Paso,  read  paper  on  “The 
Surgical  Aspects  of  Gastric  Ulcer,  with  Reports  of 
Some  Unusual  Cases.”  He  agreed  that  medical 
treatment  should  first  be  tried,  and  his  paper  dealt 
wtih  those  cases  in  which  medical  regime  failed. 
He  stated  that  symptoms  could  not  be  relied  on 
to  indicate  the  degree  of  pathology  present.  He 
reported  several  cases,  with  x-ray  films  illustrat- 
ing. 

Dr.  J.  W.  Hannett,  of  Albuquerque,  read  paper 
on  “Perforated  Duodenal  Ulcer.”  He  gave  case  his- 
tories of  ten  cases  reported  upon  by  him  for  this 
lesion;  several  of  these  had  occurred  suddenly,  with- 
out previous  symptoms  of  ulcer.  There  were  six 
deaths  in  this  series. 

Discussion  of  this  group  of  papers  was  opened 
by  Dr.  F.  J.  Milloy  of  Phoen.ix.  Dr.  E.  P.  Palmer, 
of  Phoenix,  followed,  with  closing  discussions  by 
Drs.  Garrett,  Ramey  and  Hannett. 

Dr.  John  V.  Barrow  of  Los  Angeles,  now  present- 
ed his  address  on  “Human  Intestinal  Protoza,”  with 
moving  picture  demonstrations  and  remarks  on 
their  clinical  aspects  and  treatment.  This  moving 
picture  is  a marvelous  piece  of  photography  just  re- 
cently completed,  and  illustrated  his  remarks  in  a 
veyr  graphic  manner. 

Dr.  Leslie  Smith  of  El  Paso,  read  a paper  on 
“Ringworm  of  the  Hands  and  Feet.”  He  discussed 
the  recurrences  of  this  trouble  and  the  causes 
therefor,  with  suggestions  for  remedying  these. 
Discussion  of  the  paper  was  opened  by  Dr.  T.  T. 
Clohessy  of  Phoenix. 

Dr.  Mark  P.  Beam,  of  Albuquerque,  presented  the 
record  of  a case  of  an  obscure  lung  condition  whose 
nature  remains  doubtful. 

The  paper  of  Dr.  Willis  W.  Waite  of  El  Paso,  on 
“Who  Should  be  Called  a Pathologist?”  was  read 
by  title. 

In  the  evening  the  men  were  entertained  at  a 
buffet  dinner  and  smoker  by  the  Maricopa  County 
Medical  Society  in  the  dining  room  of  the  Westward 
Ho.  Dr.  F.  L.  Reese  was  in  charge  of  the  enter- 
tainment, which  was  varied  and  hilarious. 

The  Ladies’  Auxiliary  of  the  Maricopa  County 
Medical  Society  entertained  the  visiting  ladies  at  a 
reception,  dinner  and  entertainment  in  the  ballroom 
of  the  Westward  Ho.  Following  their  program,  the 
Canti  film  was  shown  to  them,  at  which  time  many 
of  the  men  joined  the  party. 

On  Friday  morning,  the  following  surgical  clinics 
were  held  at  St.  Joseph’s. 

Dr.  R.  B.  Raney:  Double  inguinal  recurring  her- 
nia. Under  local  anesthesia. 

Dr.  W.  0.  Sweek:  Second  stage  pedicle  graft. 
Unler  local  anesthesia. 

Dr.  B.  L.  Melton:  Tonsillectomy.  Under  general 
anesthesia. 

Dr.  W.  A.  Schwartz:  Iridectomy.  Under  local  an- 
esthesia. 

Dr.  John  McLoone:  (1)  Lacrymal  sac.  Under  local 
anesthesia.  Tonsillectomy.  Under  local  anesthesia. 


(2)  Esophagoscopy.  Under  local  anesthesia. 

Dr.  V.  Randolph . Bronchoscopy.  Under  local  an- 
esthesia. 

The  following  surgical  clinics  were  held  at  the 
Good  Samaritan  Hospital. 

Dr.  George  Goodrich:  Gastro  enterostomy  (pos- 
s.bly  Philly  operation  on  stomach)  under  ether  and 
nitrous  oxide. 

Dr.  George  Goodrich:  Hysterectomy.  Under  ethy- 
lene anesthesia. 

Dr.  Victor  Randolph:  Phrenicotomy.  Under  novo- 
cain anesthesia. 

Dr.  H.  D.  Ketcherside:  Dilatation  and  curretage. 
Unler  ethylene  anesthesia. 

Dr.  L.  C.  Barlow . Appendectomy.  Under  ether  an- 
esthesia. 

The  following  medical  clinics  were  held  at  Good 
Samaritan  Hospital. 

Dr.  E.  L.  Hicks:  Case  of  carcinoma  of  the  lung — 
demonstrated. 

Dr.  Victor  Randolph:  Bronchoscopy. 

The  following  surgical  and  medical  clinics  were 
held  at  the  Woman’s  Club  auditorium. 

Dr.  Charles  Ploussard:  Case  report,  with  x-ray 
films,  of  fracture,  compound,  comminuted,  both 
bones  of  the  leg. 

Dr.  J.  Madison  Greer:  Fractures,  “good,  bad  and 
indifferent,”  cases  and  x-rays  displayed. 

Dr.  James  E.  Drane:  Case  of  tetanus — cured. 

Dr.  B.  M.  Berger.  Celiac  disease. 

Dr.  Orville  Harry  Brown:  Early  heart  strain; 
cases  shown. 

At  the  “clinical  luncheon”  on  Friday,  the  annual 
business  meeting  was  held.  The  secretary  reported 
that  the  membership  roll  reached  300  during  the 
year.  Fifteen  members  have  been  removed  from 
the  roll,  as  follows:  by  death,  three;  by  resignation, 
seven;  by  non-payment  of  dues,  five.  This  leaves  a 
net  membership  of  285.  This  number  will  be  appre- 
ciably increased,  since  Maricopa  County  is  plan- 
ning to  pay  the  dues  of  all  their  members  out:  of 
their  assessment  for  the  expenses  of  this  meeting. 

The  election  of  officers  resulted  in  the  following 
unanimous  selection  for  the  several  officers: 

President,  Dr.  E.  Payne  Palmer,  of  Phoenixi 

First  Vice-President,  Dr.  J.  M.  Greer,  of  Phoenix. 

Second  Vice-President,  Dr.  John  W.  Cathcart,  of 
El  Paso. 

Secretary-Treasurer,  Dr.  W.  Warner  Watkins  of 
Phoenix. 

The  invitation  of  El  Paso  for  the  1930  meeting 
was  accepted  enthusiastically. 

All  other  business  details  were  left  in  the  hands 
of  the  Board  of  Trustees  of  Program  Committee. 

The  clinical  talk  was  given  by  Dr.  Leo  Eloesser, 
on  management  of  fractures  of  neck  of  humerus 
and  femur.  He  thinksi  the  principle  of  the  airplane 
splint  in  fracture  of  the  neck  of  humerus  is  wrong, 
and  the  usual  method  of  abruction  of  femur  neck 
fractures  also  is  wrong. 

The  afternoon  session  opened  with  vice-president, 
Dr.  J.  M.  Greer  of  Phoenix  in  chair. 

Dr.  Kelvin  D.  Lynch,  of  El  Paso,  presented  a 
paper  on  “Problems  of  Surgery  of  Kidney  and  Ure- 
teral Stones.”  This  was  freely  illustrated  by  lan- 
tern slides  and  case  histories. 

Dr.  W.  G.  Shultz,  of  Tucson,  read  paper  on 
“Anomalies  of  Kidnev  Pelvis  and  Upper  Ureter.” 
Many  lantern  slides  illustrated  the  several  varieties 
of  anomalies  and  their  clinical  significance  was  dis- 
cussed. 

Dr.  W.  R.  Jamison  of  El  Paso,  wrote  on  “Solitary 
Cyst  of  Kidney.”  A general  discussion  of  this 
very  interesting  condition  was  illustrated  by  case 
histories. 

Discussion  of  this  group  of  cases  was  opened 
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by  Dr.  George  Shields  of  Phoenix.  Drs.  M.  Matano- 
vich  and  W.  0.  Sweek,  of  Phoenix,  showed  a pa- 
tient in  whom  diagnosis  of  kidney  cyst  has  been 
made.  Pveloerram  of  the  left  kidney  was  also 
shown.  Dr.  E.  Payne  Palmer  discussed  two  cases 
of  kidney  cyst  operated  upon  by  him.  Discussion 
was  closed  by  Drs.  Lynch,  Shultz  and  Jamison. 

The  next  feature  of  the  program  was  a sympo- 
sium on  heart  disease,  consisting  of  the  follow- 
ing: 

Dr.  G.  Werley  of  El  Paso,  read  a naper  on  “Some 
Abdominal  Symptoms  Associated  with  Cardiac  Dis- 
eases.” 

Dr.  Robert  S.  Flinn  of  Prescott,  discussed  “Cor- 
onary Occlusion.” 

Dr.  William  Dock,  of  San  Francisco,  discussed 
“Some  Details  of  the  Treatment  of  Heart  Disease.” 

These  papers  coordinated  very  admirably,  and 
were  presented  by  three  men  who  are  natural  teach- 
ers, and  the  concensus  of  opinion  among  those  who 
heard  the  entire  program  was  that  this  symposium 
represented  the  high  light  of  the  scientific  session. 

Owing  to  the  late  hour,  Dr.  Orville  H.  Brown,  of 
Phoenix,  who  was  on  the  program  to  open  the  dis- 
cussion of  this  group,  asked  to  pass  the  discussion 
and  allow  the  last  paper  to  be  read. 

Dr.  John  W.  Cathcart  of  El  Paso,  read  paper  on 
“The  Pathelogical  Cervix.”  He  gave  some  general 
figures  and  information  on  cancer  in  general,  using 
the  topic  of  the  cervix  as  illustrative  of  his  re- 
marks. 

The  discussion  was  opened  by  Dr.  E.  Payne 
Palmer,  of  Phoenix,  followed  by  Dr.  R.  B.  Holman, 
of  El  Paso,  Dr.  G.  Werley  of  El  Paso,  Dr.  Wm. 
Dock  of  San  Francisco,  Dr.  Cathcart  closing. 

The  annual  dinner  dance  of  the  Association  was 
held  in  the  ballroom  of  the  Westward  Ho,  with 
about  200  in  attendance,  this  function  closing  the 
prog-ram  of  Friday. 

On  Saturday  morning  Nov.  9,  the  following  sur- 
gical climes  were  helH  at  St.  Joseph’s  Hospital: 

Dr.  Victor  Randolph:  Two  cases  of  pneumolysis. 
Under  novocain  anesthesia 

Dr.  E.  Payne  Palmer:  (1)  Dilation  of  cervix  and 
insertion  of  pessary.  Orphorotomy  under  nitrous 
exide  and  novocain.  (2)  Resection  of  postoperative 
pe'vic  sinus  under  sodium  and  amvtol  anesthesia. 

Dr.  Leo  Eloesser:  (1)  Bronchiectasis  in  children, 
two  cases.  Injection  of  lipiodol. 

Dr.  Edwin  C.  Bakes.  Tonsillectomy.  Under  novo- 
cain anesthesia. 

The  following  surgical  clinics  were  held  at  Good 
Samaritan  Hospital : 

Dr.  L.  C.  Barlow:  Appendectomy.  Under  ether 
anesthesia. 

The  followwing  medical  clinics  were  held  at  Good 
Samaritan  Hospital: 

Dr.  0.  H.  Brown:  (1)  Toxic  adenoma  of  thyroid. 
(2)  Decompensated  heart,  cirrhosis  of  liver  and  as- 
cites. (3)  Septicemia  from  bruise  to  healing  boil. 

Dr.  G.  E.  Goodrich:  Presentation  of  two  cases  of 
carcinoma  of  rectum. 

The  following  surgical  and  medical  clinics  were 
held  at  the  Woman’s  Club  auditorium. 

Dr.  Dudley  Fournier . Acute  poliomyelitis — cured 
casq  demonstrated. 

Dr.  Frank  Milloy:  (1)  Duodenal  ulcer  with  hem- 
orrhage. (2)  Abdominal  ascites. 

At  the  clinical  luncheon  at  the  Westward  Ho, 
two  speakers  were  used.  Dr.  Roy  Thomas,  of  Los 
Angeles  spoke  on  the  management  of  lobar  pneu- 
monia as  carried  out  at  the  Los  Angeles  General 
Hospital.  Dr.  William  Dock  of  San  Francisco, 
spoke  on  some  phases  of  chronic  indigestion.  Fol- 
lowing the  luncheon,  the  scientific  program  was  car- 


ried out  in  the  same  dining  room,  without  ad- 
journment. 

Dr.  S.  A.  Schuster  of  El  Paso,  read  his  paper  on 
“Some  Effects  of  Aviation  as  Seen  in  Eye,  Ear, 
Nose  and  Throat  Studies.”  Discussion  was  opened 
by  Dr.  H.  T.  Bailey. 

Dr.  Leo  Eloesser  of  San  Francisco,  gave  his  ad- 
dress on  “Treatment  of  Bronchiectasis,”  using  many 
lantern  slides  in  illustration. 

Dr.  Orville  Egbert  of  El  Paso,  presented  paper 
on  “Blood  Sedimentation  Studies  in  Tuberculosis.” 
Dr.  R.  B.  Homan,  of  El  Paso,  read  paper  on 
“Tumors  of  the  Chest,”  the  discussion  of  which 
was  opened  by  Dr.  Victor  Randolph. 

Convention  adjourned  sine  die. 

At  a public  meeting-.  Saturday,  Nov.  9,  before  a 
good  crowd  nearly  filling  the  auditorium  of  the 
Woman’s  Club,  the  subject  of  cancer  was  presented 
by  the  Arizona  Cancer  Committee,  Dr.  E.  Payne 
Palmer  in  charge.  Dr.  Albert  Soiland,  of  Los  An- 
geles. California,  representative  of  the  Society  for 
the  Study  of  Cancer,  gave  the  address,  and  two 
films  were  shown,  the  Canti  film,  and  a popular 
film  teaching  the  dangers  of  cancer  quacks,  en- 
titled “This  Great  Peril.” 

The  entertainments  sponsored  by  the  Ladies’ 
Auxiliary,  in  addiiton  to  those  mentioned,  included 
a reception  on  Thursday  afternoon  at  the  Westward 
Ho,  a drive  over  the  valley  Friday  afternoon,  with 
tea  at  the  Biltmore  Hotel,  and  several  smaller  and 
more  informal  gatherings. 

Privileges  of  the  Phoenix  Country  Club  were 
tendered  all  who  desired  to  use  the  fine  golf  course; 
many  members  and  visitors  availed  themselves  of 
this  opportunity. 

Registration  included  the  following  members, 
visitors  and  visiting  ladies: 

Dr.  A.  C.  Armbruster,  Phoenix. 

Dr.  H.  T.  Bailey,  Phoenix. 

Dr.  E.  C.  Bakes,  Phoenix. 

Dr.  Kimball  Bannister,  Phoenix. 

Dr.  L.  C.  Bar'ow,  Phoenix. 

Dr.  and  Mrs.  John  V.  Barrow,  Los  Angeles. 

Dr.  H.  M.  Benning  Phoenix. 

Dr.  B.  M.  Berger,  Phoenix. 

Dr.  S.  I.  Bloomhardt,  Phoenix. 

Dr.  G.  H.  Brockway,  Phoenix. 

Dr.  O.  H.  Brown,  Phoenix. 

Dr  E.  H.  Brown.  Phoen-x. 

Dr.  L.  A.  W.  Burtch,  Phoenix. 

Dr.  P.  M.  Butler,  Winkelman,  Ariz. 

Dr.  and  Mrs.  W.  G.  Carhart,  Whipple.  Ariz. 

Dr.  H.  R.  Carson,  Phoenix. 

Dr.  J.  W.  Cathcart.  El  Paso. 

Dr.  V.  R.  Combs,  Rice,  Ariz. 

Dr.  and  Mrs.  P.  G.  Cornish,  Jr.,  Albuquerque. 

Dr.  G.  B.  Couch,  Phoenix. 

Dr.  D.  C.  Daniel,  Mosquero,  N.M. 

Dr.  S.  C.  Davis,  Tucson. 

Dr.  William  Dock.  San  Francisco. 

Dr.  C.  A.  Donaldson.  Mesa,  Ariz. 

Dr.  J.  E.  Drane,  Phoenix. 

Dr.  R.  C.  Dryden,  Pima,  Ariz. 

Dr.  Palmer  Dvsart,  Phoenix. 

Dr.  Orville  Egbert.  El  Paso. 

Dr.  W.  C.  Ellis,  Phoenix. 

Dr.  L.  Eloesser,  San  Francisco. 

Dr.  and1  Mrs.  F.  B.  Evans,  Alamogordo,  N.M. 

Dr.  F.  T.  Fahlen,  Phoenix. 

Dr.  C.  Fattebert,  Phoenix. 

Dr.  H.  J.  Felch,  Phoenix. 

Dr.  R.  C.  Foster,  Phoenix. 

Dr.  Dudley  Fournier.  Phoenix. 

Dr.  R.  S.  Flinn.  Prescott,  Ariz. 

Dr.  F.  D.  Garrett,  El  Paso. 

Dr  G.  E.  Goodrich,  Phoenix. 

Dr.  and  Mrs.  James  J.  Gorman,  El  Paso. 

Dr.  J.  M.  Greer,  Phoenix. 

Dr.  J.  M.  Greer,  Phoenix. 

Dr.  J.  W.  Hannett,  Albuquerque. 

Dr.  D.  F.  H-o-hridge.  Phoenix. 

Dr.  E.  L.  Hicks,  Phoenix. 

Dr.  Fred  G.  Holmes,  Phoenix. 

Dr.  and  Mrs.  R.  B.  Homan,  El  Paso. 

Dr.  C.  E.  Irvin,  Miami,  Ariz. 

Dr.  G.  B.  Irvine,  Lake  City.  Mich. 

Dr.  W.  R.  Jamieson,  El  Paso. 

Dr.  F.  C.  Jordan,  Phoenix. 

Dr.  H.  D.  Ketcherside,  Phoenix. 

Dr.  R.  B.  Kicklighter,  Phoenix. 

Dr.  A.  Kirmse,  Tucson. 
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Dr.  and  Mrs.  Allen  K.  Krause,  Tucson. 

Dr.  G.  J.  Laben,  Sacaton,  Ariz. 

Dr.  S.  D.  Little,  Phoenix. 

Dr.  K.  D.  Lynch,  El  Paso. 

Dr.  D.  G.  Lynwalter,  Kearns  Canyon,  Ariz. 

Dr.  A.  J.  McTntyre,  Pho°rix. 

Dr.  J.  J.  McLoone,  Phoenix 
Dr.  W.  M.  Maloney,  Phoenix. 

Dr.  and  Mrs.  G.  F.  Mannine. 

Dr.  M.  Matanovich,  Flagstaff. 

Dr.  and  Mrs.  A.  Matschke,  Clemenceau,  Ariz. 

Dr.  J.  M.  Meason,  Chandler,  Ariz. 

Dr.  J.  Frank  Millov,  Phoenix. 

Dr.  H.  P.  Mi’ls,  Phoenix. 

Dr.  and  Mrs.  J.  R.  Moore,  Jerome,  Ariz. 

Dr.  and  Mrs.  J.  W.  Morris  and  daughter,  Safford,  Ariz. 

Dr.  E.  Pavne  Palmer.  Phoenix. 

Dr.  and  Mrs.  F.  P.  Perkins,  Tucson. 

Dr.  E.  W.  Phillips,  Phoenix. 

Dr.  C.  N.  Ploussard,  Phoenix. 

Dr.  and  Mrs.  V.  G.  Presson,  Tucson. 

Dr.  R.  L.  Ramey.  El  Paso. 

Dr.  Howell  Randolph,  Phoenix. 

Dr.  Victor  Randolph.  Phoenix. 

Dr.  R.  B.  Raney,  Phoenix. 

Dr.  F.  L.  Reese,  Phoenix. 

Dr.  Mayo  Robb,  Phoenix. 

Dr.  S.  A.  Schuster,  El  Paso. 

Dr.  W.  A.  Schwartz,  Phoenix. 

Dr.  W.  S.  Sharpe,  McNary,  Ariz. 

Dr.  F.  B.  Sharo,  Phoenix. 

Dr.  A.  A.  Shelley,  Phoenix. 

Dr.  H.  H.  Sherman  Pho°nix. 

Dr.  G.  E.  Shields,  Phoenix. 

Dr.  W.  G.  Shultz.  Trwv=on. 

Dr.  L.  M.  Smith,  El  Paso. 

Dr.  Willard  Smith,  Phoenix. 

Dr.  Albert  Soiland.  Los  Angeles. 

Dr.  and  Mrs.  J.  W.  Stacey,  Yuma,  Ariz. 

Dr.  R.  J.  Stroud,  Tempe,  Ariz. 

Dr.  and  Mrs.  C.  R.  Swackhamer,  Superior,  Ariz. 

Dr.  O.  Tan°v,  Phoenix. 

Dr.  L.  H.  Thayer,  Phoenix. 

Dr.  J.  W.  Thomas.  Phoenix. 

Dr.  L.  M.  Thompkins,  Gilbert,  Ariz. 

Dr.  and  Mrs.  W.  E.  V^ndevere,  El  Paso. 

Dr.  W.  W.  Watkins,  Phoenix. 

Dr.  G.  Werlev,  El  Paso. 

Dr.  A.  J.  Wheeler,  Phoenix. 

Dr.  W.  W.  Wilkinson.  Phoenix. 

Dr.  M.  E.  Wilson.  Phoenix. 

Dr.  G.  H.  Woodall,  Phoenix. 

Dr.  Harlev  Yandell,  Phoenix. 

Dr.  and  Mrs.  C.  E.  Yount,  Prescott,  Ariz. 

The  Southwestern  Surgical  Supply  Company  had 
a nice  exhibit  of  instruments  and  x-ray  apparatus. 

The  C.  V.  Mosby  Book  Company,  of  St.  Louis, 
showed  a very  excellent  line  of  medical  books  and 
medical  publications. 

W.  WARNER  WATKINS, 

Secy. 


DIAGNOSTIC  FORUM 

The  following  cases  are  to  be  studied  and 
discussed  by  the  Yavapai  County  Medical 
Society  and  Medical  Officers  of  Fort  Whip- 
ple. Any  county  society,  hospital  staff,  or 
group  of  doctors,  will  be  welcome  t osubmit 
discussions  of  these  cases  for  publication  in 
this  journal. 

At  the  Yavapai  County  Society  meeting  of 
February  4th,  the  following  two  cases  are 
to  be  discussed: 

Case  1.  Group  I. 

Dermatitis  and  Drowsiness 

An  unmarried  English  nursemaid  thirty  years  old 
entered  May  24  complaining  of  inflammation  of  the 
skin  of  one  month’s  duration.  She  was  very  drowsy. 
The  history  was  obtained  in  part  from  her  sister, 
in  part  from  the  dermatologist  who  sent  her  in. 

Six  months  before  admission  she  began  to  have 
frequent  head  colds,  to  menstruate  every  two  weeks, 
and  to  have  pimples  during  catamenia.  Since  the 
onset  she  had  been  losing  weight.  These  symptoms 
continued  four  months  before  she  consulted  a physi- 
cian. Under  his  treatment  she  felt  better  for  a 


while,  and  the  skin  condition  improved.  After  two 
weeks,  however,  she  felt  weak,  tired,  and  had  no  ap- 
petite. Her  skin  at  that  time  was  clear.  Four  weeks 
before  admission  she  had  generalized  itching,  weak- 
ness and  loss  of  appetite  and  sleep,  and  an  eruption 
of  dark  red  pin-head  sized  spots  on  the  arms,  neck 
and  face.  Her  temperature  was  102°.  A diagnosis 
of  measles  was  made,  though  she  had  no  cough  or 
coryza.  She  was  in  bed  for  a week  with  fever, 
which  gradually  quieted  down.  She  was  up  and 
about  for  a while.  A week  before  admission  she  be- 
gan to  have  considerable  oozing  about  the  neck  and 
axilae.  This  persisted  until  May  12.  A later  his- 
tory showed  that  on  April  6,  thinking  she  was 
pregnant,  she  had  a curettage  performed.  From 
this  time  she  felt  very  badly.  She  took  medicine  by 
mouth,  but  had  no  injections.  Two  weeks  before 
admission  she  felt  much  worse,  and  entered  another 
hospital.  On  admission  there  she  presented  a pic- 
ture of  a generalized  exfoliating  skin  condition  with 
marked  crusting,  oozing  and  swelling  about  the 
face,  neck,  arms,  hands  and  axillae.  Under  treat- 
ment this  gradually  subsided  to  the  dry  exfoliative 
stage  in  which  she  entered  the  Massachusetts  Gen- 
eral Hospital.  She  had  the  same  bronzed  color  which 
she  had  on  admission  here.  She  ran  a temperature 
reaching  104°  for  the  first  week.  Her  elimination 
always  remained  low.  She  had  nausea.  For  the 
past  week  she  had  had  many  loose  movements  and 
cramps  in  the  abdomen.  No  microscopic  blood  or 
pus  was  found  in  the  stools.  She  became  more 
stuporous  and  passed  smaller  and  smaller  amounts 
of  urine. 

Clinical  examination  showed  an  emaciated  and 
very  drowsy  woman  lying  in  bed.  The  breath  had 
a sweetish  odor.  The  skin  was  dry  and  brownish 
throughout,  and  showed  extensive  exfoliation.  The 
sclerae  and  conjunctive  were  injected.  The  base 
of  the  right  lung  posteriorly  showed  diminished 
resonance,  breath  sounds  and  voice  sounds.  The 
heart  showed  no  enlargement  to  percussion.  The 
apex  impulse  was  not  seen  or  felt.  The  action  was 
rapid.  The  sounds  were  not  of  good  quality.  The 
blood  pressure  was  95/65.  The  abdomen  was  dis- 
tended and  tympanitic.  The  liver  edge  could  not  be 
felt  because  of  tenderness  and  a suggestion  of 
spasm  in  the  right  upper  quadrant.  The  upper  edge 
of  liver  dullness  was  in  the  7th  space.  Both  labiae 
were  swollen.  All  the  extremities  showed  coarse 
tremor  due  apparently  to  weakness.  The  pupils 
were  normal. 

Urine:  amount  5 to  35  ounces,  specific  gravity 
1.012  to  1.013  at  all'  of  6 examinations,  cloudy  and 
alkaline  at  all,  a trace  of  albumin  at  all,  red  cells 
and  leukocytes  at  three,  loaded  with  both  at  one. 
Arsenic  determination  test  on  the  urine  showed  no 
arsenic.  Blood:  11,500  leukocktes,  polymorphonu- 
clears  76  per  cent.,  hemoglobin  60  per  cent.,  reds 
3,270,000.  May  28  non-protein  nitrogen  300,  blood 
sugar  196  milligrams,  blood  chlorides  605  milli- 
grams; May  31  non-protein  nitrogen  230,  blood  su- 
gar 117,  creatinin  12.0  milligrams.  Smear  from 
throat  negative.  Stools  negative. 

Temperature  98°  to  100.3°  for  the  first  two  days; 
then  90/5°  to  99°,  wtih  a terminal  rise  of  103.5*. 
Pulse  90  to  130.  Respirations  normal  except  for  a 
terminal  rise  to  40. 

After  a subpectoral  of  2000  cubic  centimeters  of 
glucose  in  saline  the  patient  felt  and  appeared  bet- 
ter. The  pulse  was  stronger.  She  voided  only  once 
in  the  first  two  days.  She  was  catheterized  and  an 
ounce  of  clear  urine  withdrawn.  May  26  she  was 
given  a second  subjectoral.  She  felt  much  better, 
was  less  drowsy,  passed  more  urine  and  had  less 
diarrhea.  The  blood  pressure  was  110/70.  There 
was  a cavernous  breathing  above  the  level  of  dull- 
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ness  at  the  right  base.  A medical  consultant  sus- 
pected pathology  at  the  right  base  and  asked  for 
x-ray  examination.  He  found  an  apical  systolic  mur- 
mur and  a systolic  with  a high-pitched  diastolic  at 
the  base,  but  found  no  evidence  of  pericradial  effu- 
sion. X-ray  examination  showed  some  decreased 
radiability  of  the  right  base.  The  diaphragm  how- 
ever was  visible.  The  costophrenic  angle  was  clear. 

June  4 the  patient  went  into  coma,  was  inconti- 
nent, and  showed  considerable  twitching.  A sub- 
pectoral of  1600  cubic  centimeters  was  given  with 
no  subjective  improvement.  The  coma  deepened,  the 
twitching  increased,  the  temperature,  pulse  and 
respirations  rose.  June  6 she  died. 


Case  2.  Group  II. 

Diarrhea  and  Pain  in  the  Right  Foot 

A married  American  woman  forty-seven  years  old 
entered  April  30  complaining  of  intermittent  diar- 
rhea of  four  months’  duration  and  pain  in  the  right 
foot  and  leg  for  a week. 

Five  months  before  admission  she  had  an  at- 
tack of  grippe.  She  stayed  in  bed  a week,  then  felt 
well  until  the  end  of  the  month.  Then  she  had  an  at- 
tack of  diarrhea  lasting  a day  with  some  fever  and 
cramp-like  generalized  abdominal  pains.  After  this 
she  had  constipation  for  four  days,  the  pains  con- 
tinuing. She  strained  a good  deal  at  stool  and  de- 
veloped hemorrhoids.  She  took  laxatives  until  her 
bowels  began  to  move.  Her  physician  gave  her 
some  medicine  which  seemed  to  keep  her  bowels 
regular.  The  pains  persisted  for  two  weeks.  During 
that  time  she  stayed  in  bed.  After  this  attack  she 
had  six  or  seven  similar  ones,  each  a little  longer 
and  more  severe  than  the  last,  always  accompanied 
by  the  pains  and  followed  by  constipation.  She  had 
not  however  been  forced  to  go  to  bed  snice  the 
first  attack  until  the  last  one.  The  stools  had 
been  soft,  but  otherwise  normal.  February  28  she 
was  examined  at  the  Consultation  Clinic  of  this 
hospital.  Vaginal  examination  was  negative.  The 
urine  was  negative.  There  were  some  small  hemor- 
rhoids. Proctoscopic  examination  showed  a pale, 
slightly  granular  mucosa  but  no  ulcerations.  The 
whole  right  side  of  the  abdomen  showed  tenderness. 
Fluoroscopic  examination  with  a barium  enema 
showed  that  the  whole  colon  filled  normally.  The 
tip  of  the  cecum  was  displaced  toward  the  mid- 
line and  overlay  a loop  of  the  sigmoid  from  which 
it  could  not  be  separated.  The  colon  seemed  some- 
what limitecl  in  motion.  Chest  examination  showed 
the  diaphragm  in  the  normal  position.  The  lungs 
were  clear.  A diet  was  advised  which  the  patient 
did  not  follow.  Four  weeks  before  her  admission  to 
the  hospital  the  last  attack  of  diarrhea  began  sud- 
denly. Her  bowels  moved  three  or  four  times  a day 
at  first,  then  one  day  moved  fifteen  times.  The 
condition,  including  the  usual  cramp-like  pains,  be- 
came gradually  worse.  For  two  weeks  she  had  had 
attacks  of  nausea  without  relation  to  eating  and 
had  vomited  several  times.  For  a week  she  had 
had  difficulty  with  micturition.  Then  she  began  to 
have  severe  dull  aching  pain  in  her  right  knee  radi- 
ating down  the  leg  to  the  foot  and  most  severe  in 
the  great  toe.  The  leg  and  foot  became  cold  and 
tingled.  This  condition  became  gradually  more  se- 
vere. Pills  given  by  her  physician  relieved  the  pain, 
diarrhea  and  cramps.  Her  bowels  had  not  moved 
for  four  days  before  admission.  Three  days  before 
admission  she  found  the  foot  was  becoming  pur- 
plish, especially  in  the  region  of  the  great  toe.  The 
color  gradually  deepened.  She  had  been  in  bed  for 
four  weeks.  During  this  attack  and  the  previous 
ones  she  had  had  fever,  101°  to  102°.  She  thought 
she  had  gained  about  two  pounds  since  the  onset 
of  the  illness. 


One  brother  died  of  tuberculosis.  The  patient  was 
not  exposed. 

She  had  always  been  well  and  strong  except  for 
an  attack  of  influenza  twelve  years  before  admis- 
sion. She  was  in  bed  for  two  weeks.  She  had  had 
one  miscarriage  following  a fall.  Her  bowels  had 
been  slightly  constipated  for  years. 

The  patient  was  having  such  severe  pain  in  the 
leg  and  foot  that  the  history  was  left  unfinished. 

Clinical  examination  showed  a fairly  well  devel- 
oped and  nourished  woman  lying  in  bed  groaning. 
Skin  hot,  dry,  very  coarse.  Hair  dry.  Marked  pyor- 
rhea. Tongue  showed  a wavy  brownish  white  coat. 
Boggy  submental  glands.  Abdomen  distended  but 
rather  soft,  tympanitic.  No  dullness  in  the  flanks 
(?)  palpation  difficult.  No  organs  or  masses  felt. 
Liver  dullness  at  the  fourth  rib  anteriorly.  Vaginal 
examination  showed  creamy  discharge;  tenderness 
in  the  left  lower  quadrant  on  bimanual  palpation. 
Rectal  examination  moderately  painful;  nothing  was 
felt.  Right  ankle  cool,  foot  cold  and  tender.  On  the 
right  great  toe  was  a circumscribed  deep  purple 
area,  tender,  not  swollen.  On  the  heel  was  a sim- 
ilar patch.  No  dorsalis  pedis  pulsation  was  felt. 
Pupils  contracted  (morphia);  reactions  normal. 
Knee  jerks  normal. 

Before  operation  urine  normal  in  amount,  specific 
gravity  1.008  to  1.012,  a few  leukocytes  and  rare 
red  blood  cornuscles  at  two  of  three  sediment  ex- 
aminations, 50  to  60  leukocytes  r>er  field  at  a fourth. 
(No  catheter  specimen.)  Blood  before  operation: 
19,000  to  9,000  leukocytes,  84  per  cent  polymor- 
phonuclears,  hemoglobin  75  per  cent,  reds  5,350.000, 
slight  achromia.  Two  Hintons  negative.  Stools: 
guaiac  negative  at  six  examinations. 

Before  operation  temperature  99°  to  103.5°  wdth 
two  drops  to  97°  and  97.6°  May  9 and  11. 

At  x-ray  examination  the  arteries  of  the  right 
leg  were  not  visible.  The  bones  showed  no  definite 
variatioin  from  the  normal.  The  lung  fields  were 
clear.  The  diaphragm  wras  rather  high  on  both 
sides.  The  heart  shadow  was  not  remarkable. — 
possibly  a little  prominent  in  the  region  of  the 
left  ventricle. 

With  enemas  the  distention  became  less  and  the 
bowels  began  to  move  normally.  The  patient  con- 
tinued to  have  considerable  pain  in  the  right  foot. 
May  19  the  right  leg  was  amputated  at  midthigh 
under  spinal  novol.  Pathologic  examination  of  the 
popliteal,  anterior  tibial  and  dorsalis  pedis  arteries 
showed  thickening  of  the  intima  and  an  increase  of 
fibrous  tissue  in  the  media:  no  calcification. 

May  24  the  patient  vomited.  Four  days  later  she 
was  still  vomiting,  had  a chill  and  very  poor  pulse, 
and  looked  quite  ill. 

May  29  a second  operation  was  done. 

June  9 there  was  some  sloughing  of  the  fascia 
from  the  leg  wound.  Two  days  later  there  was  more 
separation  and  more  sloughing.  There  was  only 
occasional  vomiting. 

June  12  Alpine  lamp  treatment  was  started.  The 
separation  and  sloughing  increased.  A large  decu- 
bitus developed  over  the  sacrum.  The  patient  be- 
came irrational.  She  took  little  by  mouth. 

June  17  she  died. 


SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Commerce. 
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DR.  WHITMORE 

For  about  a year,  or  ever  since  the  as- 
tounding- news  first  was  published,  the  ed- 
itor has  had  in  mind  the  difficult  task  of 
making-  some  expression  which  might  rep- 
resent the  thought  of  the  medical  profes- 
sion of  the  southwest,  over  the  calamity 
which  we  feel  has  come  m>on  us  through  the 
trouble  involving  Dr.  Whitmore.  Several 
editorials  have  been  started  and  laid  aside, 
owing  to  what  was  felt  to  be  a lack  of  com- 
plete understanding  of  the  situation,  and 
through  fear  of  add;ng  unintentionally  to 
the  difficulties  aTready  involving  one  whom 
the  editor,  regardless  of  all  circumstances, 
is  proud  to  regard  as  a friend.  During  the 
trial  the  writer  was  sent  for  to  testify  re- 
garding Dr.  Whitmore’s  standing  and  high 
repute  during  his  more  than  thirty  years  in 
practice  in  Arizona,  but  he  was  away  on  a 
visit  to  the  east.  Others  doubtless  sunnlied 
this  testimony,  because  dozens  of  doctors 
in  Arizona  are  well  acquainted  with  his  long 
and  honorable  career  as  the  “dean  of  the 
med’cal  profession”  in  this  state. 

The  very  fact  that  his  piace  among  us 
has  been  so  unquestionable  makes  the  pres- 
ent situation  so  overwhelming  to  us,  so  com- 
pletely beyond  our  comprehension.  It  is  un- 
thinkable that  there  has  been  any  Hvde  and 
Jekvll  mixture  behind  that  calm  and  gen- 
tle face,  beyond  that  highly  ethical  and  ever 
honorable  conduct,  underneath  that  pleasant 
and  courteous  personality.  We  prefer  to  be- 
lieve that  because  of  some  as  yet  unfathom- 
ed pathology,  that  mind  was  clouded  until 
it  no  longer  could  guide  itself  aright  and  no 
longer  could  appreciate  when  it  had  left  the 
pathway  it  had  so  proudly  followed  during  a 
long  and  honorable  life.  Disease  we  can  un- 
derstand and  regret.  Crjime,  deliberately 
conceived  and  consciously  carried  out  by  Dr. 
W.  V.  Whitmore, — our  friend, — we  cannot 
understand  and  refuse  to  believe. 


THE  ANNUAL  CONFERENCE  OF  SEC- 
RETARIES AND  EDITORS 

The  annual  conference  of  the  secretaries 
of  state  medical  associations  and  editors  of 
the  official  state  medical  journals,  called  by 
the  American  Medical  Association,  held  in 
Chicago  on  Nov.  15  and  16,  was  unusually 
well  attended  this  year.  For  the  first  time, 
so  far  as  we  can  recall,  the  secretaries  for 
Arizona  and  New  Mexico,  as  well  as  the 
editor,  were  all  three  present. 

Many  problems  of  organized  medicine,  as 
well  as  of  the  profession  in  general,  were 
presented.  The  discussion  which  occupied 
the  center  of  the  stage  grew  out  of  a paper 
on  industrial  medicine  which  covered  its  re- 
lation to,  and  its  effect  upon,  the  work  of 
the  private  practitioner.  This  paper  will 
appear  shortly  in  the  Bulletin  of  the  Amer- 
ican Medical  Association,  and  while  it  speci- 
fically stated  that  industrial  medicine  as  we 
understand  it  in  the  southwest  is  not  the 
kind  of  industrial  medicine  the  speaker  re- 
ferred to,  the  discussion  which  followed 
ranged  widely  over  various  phases  of  the 
subject.  There  is  much  meat  in  this  paper 
and  it  is  commended  to  the  attention  of  our 
readers  when  it  appears.  Some  interesting 
thoughts  will  be  found  in  the  Bulletin. 
Among  them  was  the  mention  by  Dr.  Kress, 
of  Los  Angeles,  of  the  proposition  now  be- 
ing considered  by  the  California  State  Med- 
ical Association,  to  take  over  and  administer 
the  medical  and  hospital  costs  of  industrial 
cases  in  that  state.  This  will  require  the 
Association  to  under-write,  as  an  insurance 
carrier,  such  costs  to  the  extent  of  possibly 
twelve  million  dollars  a year. 

During  the  course  of  a subsequent  meet- 
ing attended  by  the  editor  in  Toronto,  it 
was  interesting  to  hear  the  secretary  of  the 
Canadian  Medical  Association  speak  of  the 
plan  that  organization  is  sponsoring  to  have 
the  government  provide  medical  attention, 
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by  insurance,  to  the  general  public.  His 
closing  remark  was  that  the  medical  profes- 
sion must  either  take  the  lead  in  studying 
the  problems  of  medical  care  and  find  the 
solutions  which  the  public  welfare  demands, 
or  suffer  that  public  to  take  the  lead  away 
from  them;  that  we  must  either  lead  or  be 
led;  at  this  time  we  can  choose,  while  a lit- 
tle later  we  will  have  no  choice. 

The  Canadian  plan  involves  nine  essential 
points,  among  which  are  included, — that  the 
plan  must  include  the  entire  population  and 
must  be  compulsory;  it  must  provide  for  all 
members  of  families  and  not  solely  for  the 
wage  earners;  it  must  provide  for  all  illness 
and  not  solely  for  accidental  injuries;  it 
must  provide  adequate  hospital  care;  it  must 
preserve  the  right  of  choice  to  patient  and 
physician;  it  must  maintain  an  adequate 
scale  of  remuneration  for  services  rendered. 
It  remains  to  be  seen  whether  the  American 
medical  profession,  many  of  whom  pretend 
to  envy  some  of  the  customs  and  liberties 
of  Canada,  will  follow  their  northern  con- 
freres into  this  path,  which  they  do  not 
hesitate  to  call  “state  medicine.” 

At  the  beginning  of  the  Chicago  confer- 
ence, Dr.  Olin  West,  secretary  of  the  Ameri- 
can Medical  Association,  was  presented 
with  a beautiful  watch,  a gift  of  aporecia- 
tion  from  the  members  of  the  conference 
for  his  many  personal  courtesies,  as  well  as 
his  fine  and  effective  work  in  the  organi- 
zation. 

Without  doubt  this  annual  conference  is 
one  of  the  most  effective  means  of  preserv- 
ing the  compactness  and  harmony  which 
characterizes  this,  the  largest  and  most 
powerful  scientific  organization  in  the  world. 


We  of  the  Southwest  believe  that  our  cli- 
mate affords  definite  advantage  over  most 
localities  for  a recovery  of  many  types  of 
illnesses.  We  also  believe  that  those  who 
come  here  especially  for  our  winter  months, 
from  the  rigorous  climates  of  the  north, 
east  and  middle-west,  have  greater  joy  and 
happiness  in  store  for  them  and  a greater 
prospect  of  life.  Such  beliefs  on  our  part 
should  not  make  us  oblivious  to  our  general 
responsibilities  in  matters  of  public  health. 

Our  territory  is  desert  and  mountainous; 
our  communities,  in  the  main,  are  far  apart; 
large  areas  of  land  are  unsettled  and  per- 
haps only  visited  now  and  then  by  the  tour- 
ists or  residents  of  the  southwest.  It  is  ob- 
viously impossible  to  afford  the  necessary 
sanitary  arrangements  for  the  open  spaces. 
In  lieu  of  this  our  public  needs  to  be  taught 
certain  simple  sanitary  measures,  especially 
in  regard  to  sewage  disposal;  but  there  is  a 
greater  problem:  That  of  the  care  of  con- 
tagious diseases. 


In  certain  sections  of  our  great  southwest 
it  is  evident  that  there  has  been  a careless- 
ness about  reporting  contagibus  diseases. 
This  carelessness  has  doubtless  been  in- 
creased by  the  knowledge  that  there  has 
been  no  proper  opportunity  for  complete 
isolation  of  the  case  or  cases,  when  they  are 
reported.  Where  quarantine  signs  are  placed 
upon  houses,  hardships  upon  the  family  of- 
ten result.  The  wage  earner  perhaps  loses 
his  position,  the  healthy  children  are  kept 
out  of  school  and  inconveniences  and  dis- 
tresses are  caused  in  numerous  ways,  by 
virtue  of  a quarantine. 

Many  of  our  communities  are  too  new  and 
too  small  to  afford  elaborate  city  and  coun- 
ty hospitals.  The  time  has  now  come,  how- 
ever, when  every  county  in  most  of  the 
southwestern  states  must  begin  to  think 
ser'ously  of  a county  hospital. 

In  the  county  with  a small  population,  the 
county  hospital  might  well  be  provided  with 
rooms  for  private  patients.  This  would  solve 
the  hospital  problem  in  many  localities.  As 
it  now  is,  many  patients,  in  order  to  re- 
ceive hospital  treatment,  must  be  trans- 
ferred many  miles. 

The  physicians  should  be  the  leaders  in 
the  communities  for  the  establishment  of 
county  hospitals. 

0.  H.  B. 


The  1929  meeting  of  the  Medical  and  Sur- 
gical Associat’on  of  the  Southwest  has  come 
and  gone.  Writing  as  a members  of  the  Mari- 
copa County  Medical  Society : We  w^ere  not 
only  proud  and  delighted  to  entertain  this 
splendid  organization  but  we  believe  we  are 
better  for  having  done  so.  It  stretched  us 
a bit,  here  and  there,  especially  to  provide 
clinics.  No  matter  howT  much  good  our  vis- 
itors may  have  obtained  from  these  clinics 
we  ourselves  wrere  benefited  even  more.  It 
goes  without  saying  that  we  were  benefited 
by  the  excellent  papers  and  the  speeches  at 
the  banquet  and  from  our  many  new  con- 
tacts. We  look  forward  to  the  time  when  we 
may  again  be  the  hosts  to  the  Association. 

0.  H.  B. 


THE  ANTI-DIPHTHERIA  CAMPAIGN  IN 
ARIZONA. 

Several  months  ago  the  State  Board  of 
Health  began  quite  an  intensive,  state-wide 
diphtheria  prevention  campaign,  this  being 
not  unlike  the  campaigns  conducted  in  prac- 
tically all  the  other  states  in  the  union.  The 
reaction  among  the  physicians  has  been  fair- 
ly satisfactory,  but  there  is  still  a great  deal 
of  territory  to  be  covered. 

To  Dr.  C.  E.  Irvin  belong  the  honors.  Dr. 
Irvin,  who  is  city  health  officer  of  Miami, 
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was  recently  made  school  physician,  and  he 
has  immunized  between  fifteen  hundred  and 
two  thousand  school  children  without  a sin- 
gle dissenting  voice  from  the  parents. 

Dr.  R.  V.  Partlett,  physician  in  charge  at 
Sacaton,  writes  that  the  white  children  at- 
tending school  are  one  hundred  per  cent  im- 
munized and  that  soon  he  will  have  given 
the  toxin-antitoxin  to  the  two  hundred  In- 
dian children  attending  the  Pima  Boarding 
School. 

In  Pima  County  the  school  nurse,  Miss 
Helen  Bocock,  has  two  schools  one  hundred 
per  cent  immunized. 

The  State  Superintendent  of  Public  Health, 
while  attending  the  annual  meeting  of  the 
American  Public  Health  Association  at  Min- 
neapolis, was  present  at  a breakfast  given 
for  interested  health  men  in  relation  to  the 
anti-diphtheria  campaign,  and  gained  a great 
deal  of  information  in  the  hour  and  a half 
discussion  following  the  breakfast. 

Among  the  speakers  was  Dr.  Park,  of  New 
York,  who  has  probably  done  more  than  any 
one  man  in  establishing  standards  of  toxin- 
antitoxin  and  working  out  percentages  of 
immunities.  In  a conversation  with  him  af- 
ter the  meeting,  Dr.  Stroud  learned  further 
about  some  of  the  points  which  he  brought 
up  and  the  following  are  a few  of  the  sugges- 
tions which  Dr.  Park  made  which  may  be  of 
good  service  to  physicians  engaged  in  ad- 
ministering toxin-antitoxin: 

1.  Toxoid  gives  the  same  effect  as  toxin-anti- 
toxin. It  is  no  better — no  worse,  but  just  another 
form  of  getting  the  toxin  to  the  patient.  Both  toxoid 
and  toxin-antitoxin  require  three  doses,  as  only 
80  per  cent  of  immunity  is  conferred  by  using  two 
doses  of  either  one  and  something  over  90  per  cent 
after  the  third  dose.  If  you  use  toxoid  do  not  stop 
at  the  manufacturer’s  statement  that  two  doses  are 
all  that  are  necessary,  but  it  is  all  right  to  use  it. 

2.  The  toxin-antitoxin  made  of  goat  serum  will 
not  sensitize  the  individual  to  horse  serum  but 
there  are  individuals  who  have  an  allergic  reaction 
to  goat  serum. 

3.  The  toxin-antitoxin  or  toxoid  begins  to  de- 
teriorate from  the  time  it  is  made,  like  any  other 
vaccine,  and  you  may  expect  less  positives  from  old- 
er vaccines  even  if  the  date  has  not  yet  expired. 
There  is  great  variance  in  the  commercial  products 
as  to  their  ability  to  confer  immunity. 

4.  He  suggested  that  when  toxin-antitoxin  is 
given  from  the  bulk  package,  the  residue  be  de- 
stroyed at  the  end  of  the  day,  for  a small  amount 
of  contamination  from  staphylococcus  resulted  very 
disastrously  during  one  of  the  campaigns  in  Aus- 
tralia and  one  in  Austria. 

5.  The  deaths  in  the  Dallas  disaster  resulted 
from  the  fact  that  the  company  supplying  the  toxin- 
antitoxin  (and  this  was  in  the  early  stage)  was  not 
at  that  time  prepared  to  send  such  large  quantities 
and  in  their  haste  they  sent  out  some  toxin-antitoxin 
which  was  presumably  tested  aganist  the  guinea-pig 
and  found  non-toxic;  whereas  the  toxin-antitoxin 
actually  sent  was  the  toxic  lot  which  had  killed  many 
guinea  pigs.  The  fault  was  not  that  of  the  standard 
toxin-antitoxin.  Such  an  accident  could  hardly  oc- 
cur at  the  present  time. 


6.  Outside  of  these  contaminations  and  that  one 
disaster  in  Texas  there  is  no  known  case  of  death 
from  giving  toxin-antitoxin,  even  in  repeated  doses. 
One  physician  by  mistake  at  one  time  gave  three 
doses  of  5 c.  c.  each  to  an  individual  without  serious 
result  and  then  called  the  State  Board  of  Health 
to  ask  how  much  more  he  needed  to  give. 

7.  No  matter  how  many  doses  are  given  it  seems 
that  immunity  cannot  be  conferred  on  100  per  cent 
of  the  people,  the  giving  of  four  doses  instead  of 
three  merely  making  the  percentage  of  immunity 
slightly  higher. 

8.  A small  needle  26  guage,  one-fourth  inch 
long  is  suggested  because  it  gives  little  pain  and 
if  it  breaks  it  is  generally  at  the  shank  and  can  be 
easily  taken  from  the  arm.  Longer  needles  may 
break  in  the  middle  and  make  a difficult  job  to  get. 

9.  Dr.  Park  further  suggested  that  a rubber 
stopper  never  be  taken  from  the  bottle,  because  of 
contamination,  as  no  preservatives  can  be  used  as 
in  ordinary  vaccines.  Keep  the  toxin-antitoxin  at 
low  enough  temperature  at  all  times  so  that  deteri- 
oration does  not  take  place. 

10.  In  some  clinics  the  first  dose  of  toxin-anti- 
toxin is  sometimes  given  just  under  the  skin,  and 
if  no  reaction  occurs  the  child  is  presumed  to  be  im- 
mune and  the  second  and  third  doses  are  not  neces- 
sary, although  Dr.  Park  cautions  against  too  liberal 
interpretation  of  this. 


GRANT  COUNTY  (N.  M.)  MEDICAL 
SOCIETY 

The  regular  monthly  meeting  of  the  Grant  Coun- 
ty Medical  Society  was  held  on  October  25th,  at  Fort 
Bayard,  with  thirty  physicians  in  attendance.  A 
banquet  was  served  at  the  Officers’  Mess  at  6:30 
p.  m..  and  following  this  adjournment  was  taken  to 
the  club  for  the  meeting. 

Dr.  E.  A.  Duncan,  of  El  Paso,  gave  a talk  on  di- 
abetes, presenting  valuable  formulas  for  use  when 
prescribing  foods  for  this  class  of  patients.  It  was  an 
able  presentation,  showing  a thorough  knowledge  of 
this  work  in  which  he  has  specialized. 

Dr.  John  W.  Cathcart,  of  El  Paso,  read  a paper  on 
Cancer  of  the  Cervix.  This  paper  was  very  interest- 
ing, and  it  gave  the  history  of  the  disease  and  out- 
lined measures  to  establish  a marked  reduction  in 
number  of  cases,  when  properly  diagnosed  and  the 
appropriate  treatment  instituted. 

The  monthly  program  for  the  ensuing  year  for 
this  society  will  include  the  following: 

January  25th 

Election  of  officers  for  the  ensuing  year. 

February  22nd. 

Spontaneous  Pneumothorax,  Clinical  Record  and 


X-ray  Plates  with  Case Dr.  C.  W.  Tucker 

March  29th 

Clinic:  Cases  presented;  Lobar  Penumonia  and 

Valvular  Heart  Disease  Dr.  L.  T.  Ferrell 

April  26th 

Vincents  Angina:  Treatment Dr.  W.  J.  Baker 


Bateriology  of  Vincents  Angina.... Dr.  W.  J.  Byles 
May  3st 

Appendicitis,  Diagnosis  and  Treatment  of 

Dr.  N.  D.  Frazin 

Clinic.  Cases,  Tuberculous  Enteritis........ 

Dr.  C.  K.  Summers 

June  28th 

Obstetrics,  Placenta  Previ  ,aDaginosis  and  Man- 
agement   Dr.  R.  R.  Robinson 

Clinic  cases,  Bronchiectasis Dr.  F.  L.  Borglum 
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July  26th 

Industrial  Surgery Dr.  S.  J.  Hanks 

Clinic:  Diagnosis  of  Pulmonary  Tuberculosis 

Dr.  S.  J.  Mann 

August  30th 

Bacteriology  and  Pathology  of  Influenza 

Dr.  V.  K.  Adams 

Nasal  Accessory  Sinuses  in  Influenza 

Dr.  J.  L.  Donahue 

September  27th 

Tuberculous  Meningitis,  with  Specimen  and 

Laboratory  Report  Dr.  E.  A.  Patton 

Diabetes  Dr.  F.  N.  Carrier 

October  25th 

Demonstration : Electrocardiogi'aph 
Clinic — Heart  Cases 

Cardiac  Manifestations  of  Goiter 

Dr.  R.  W.  Browne 

November  29th 

Anesthesiology  Dr.  R.  W.  Groom 

Asthma  Clinic  (presentation  of  cases  and 

treatment)  Dr.  W.  J.  Roberts 

December  27th 

Artificial  Pneumothorax,  Indication  and 

Vuale  Dr.  Divid  Kramer 

Value  of  Blood  Pressure  Readings. ...Dr.  J.  P.  Wood 
WILLIAM  R.  WASHBURN, 

Sec.-Treas. 


PERSONALS 

DR.  ELTON  R.  CHARVOZ  is  confined  at  the 
time  of  writing  this,  to  his  home,  seriously  ill  with 
pneumonia. 

DR.  M.  B.  BENNING,  who  was  graduated  from 
Columbia  University  last  June,  will  be  here  for  an- 
other week  to  ten  days.  He  will  then  go  to  New 
York  to  enter  the  Roosevelt  Hospital  for  a two-year 
internship.  Dr.  Benning  is  the  son  of  Nelson  W. 
Benning,  secretary  of  the  Phoenix  Y.M.C.A. 

THE  MEDICAL  AUXILIARY  held  its  regular 
November  meeting  at  the  residence  of  Dr.  and  Mrs. 
Orville  Harry  Brown,  Monday  evening,  November 
25.  After  the  Staff  Meeting  of  the  Good  Samaritan 
Hospital,  a number  of  the  doctors  called  there  for 
their  wives  and  enjoyed  refreshments,  which  the 
ladies  had  provided,  consisting  of  cider,  ginger- 
bread and  nuts. 

DR.  J.  W.  BOTHARD,  recently  from  Colorado, 
has  opened  an  office  at  Tolleson,  Arizona. 

DR.  W.  WARNER  WATKINS  of  the  Patholog- 
ical Laboratory,  Phoenix,  left  about  November  10 
for  a month’s  sojourn  in  the  east.  He  was  in  Chi- 
cago to  attend  the  annual  conference  of  the  editors 
and  secretaries.  He  also  went  on  to  Rochester, 
New  York  to  attend  a school  given  by  the  East- 
man Kodak  People  upon  the  processing  of  x-ray 
films.  He  visited  Toronto,  Canada,  where  he  at- 
tended the  Radiographical  Association  of  North 
America,  reading  a paper. 

DR.  LOREN  CALL  BARLOW  recently  made  a 
trip  to  San  Diego  and  Los  Angeles. 

DR.  LESLIE  R.  KOBER,  a graduate  of  both 
Northwestern  University  and  Northwestern  Medical 
College  and  intern  of  Wesley  Hospital  for  sixteen 
months,  is  now  associated  with  Dr.  Kimball  Ban- 
nister. 

DR.  ROBERT  R.  CRAIG,  long  prominent  in 
Phoenix  medical  circles,  recently  announced  that  he 
had  retired  from  all  practice.  Dr.  Craig  has  ex- 
tensive real  estate  and  other  holdings  and  wili 
doubtless  be  kept  busy  enough  looking  after  busi- 
ness affairs. 

DELAMERE  F.  HARBRIDGE,  Jr.,  son  of  Dr. 


and  Mrs.  Delamere  F.  Harbridge,  of  Phoenix,  and 
Miss  Dorris  Oliver  of  Highland  Park,  Illinois,  were 
married  at  the  Trinity  Cathedral  by  Dean  Edwin 
Lane,  November  9. 

DR.  ALLEN  K.  KRAUSE,  former  professor  of 
tuberculosis  at  Johns  Hopkins  and  editor  of  the 
“Review  of  Tuberculosis,”  and  well  known  for  his 
numerous  researches  on  the  subject  of  tuberculosis, 
has  moved  to  Tucson  and  assumed  charge  of  the 
Desert  Sanatorium.  Dr.  Krause  will  spend  a portion 
of  his  time  there  during  the  course  of  the  winter. 


GOOD  SAMARITAN  HOSPITAL  (Phoenix) 

(September  Staff  Meeting) 

T’he  Medical  and  Surgical  Saff  of  the  Good  Sa- 
maritan Hospital  met  Monday  evening,  Sept.  30, 
with  37  doctors  and  four  visitors  in  attendance. 

Minutes  of  the  last  meeting  were  read.  It  was 
recommended  by  the  council  that  Drs.  H.  D.  Ketch- 
erside,  B.  N.  Berger,  H.  Randolph  anc(  Mayo  Robb 
be  approved  to  the  hospital  board  for  admission  to 
staff.  Carried. 

Miss  Hicks  from  the  nurse’s  official  registry  ex- 
plained the  operation  and  purpose  of  the  registry 
and  requested  the  support  of  the  doctors. 

Dr.  Greer  announced  that  the  Medical  and  Sur- 
gical Association  of  the  Southwest  meets  November 
7,  8 and  9 and  that  the  forenoons  will  be  devoted 
to  clinics.  Those  who  have  interesting  cases  will  re- 
port to  the  comm.ttee  in  charge,  Dr.  Greer,  chair- 
man; Drs.  Howell  Randolph,  John  J.  McLoone  and 
Orville  Harry  Brown. 

DR.  J.  D.  HAMER  reported  for  the  records  com- 
mittee upon  the  deaths  for  the  vacation  time  as 
follows: 

CASE  6335.  Expired  suddenly  while  being  taken 
from  operating  room;  a male,  age  52,  who  had  had 
teeth  extracted  under  gas  anesthesia.  Anesthetist 
remarked  on  record  that  patient  had  good  respira- 
tion at  termination  of  operation.  Pulse  rapid,  not 
full  or  pounding,  as  he  has  turned  on  side  to  fa- 
cilitate free  passage  of  blood  from  mouth,  he  sud- 
denly ceased  breathing;  the  pulse  became  imper- 
ceptible, and  did  not  respond  to  artificial  respiration 
or  medical  stimulation  including  an  intra-cardiac  in- 
jection of  adrenalin.  Record  in  question  did  not 
contain  statements  concerning  the  physical  condi- 
tion or  history.  The  operation  lasted  75  minutes. 
Strychnine  was  given  during  the  extraction,  done 
chiefly  under  nitrous  oxide  and  ethylene.  We  have 
nothing  from  the  record  to  indicate  this  patient’s 
status  as  a surgical  risk,  nor  is  the  probable  cause 
of  death  indicated. 

CASE  6270.  Expired  within  36  hours  after  being 
brought  into  hospital  in  an  unconscious  condition. 
No  history  obtained.  Physical  reports  all  negative 
except  for  a left  sided  paralysis  and  convulsive-like 
moevments  of  right  side  and  Cheyne-Stokes  breath- 
ing. Temperature  normal  on  admission,  reaching 
106  at  death.  Urine  showed  albumen.  A diagnosis 
conjectured  and  inserted  was  cerebral  hemorrhage, 
probably  derived  from  retrospection  and  assumption 
rather  than  from  actual  findings  on  the  case.  Pa- 
tient was  a male,  about  65  years  of  age. 

CASE  6186:  A male,  age  unknown,  expired  just 
after  reaching  hospital,  and  physician  states  that 
he  had  seen  the  patient  20  minutes  previously,  suf- 
fering apparently  from  an  apopletic  stroke. 

CASE  6492:  Male,  age  unknown,  lived  13  days 

in  hospital  suffering  from  a “cerebral  hemorrhage” 
with  a right  sided  hemiplegia;  course,  as  recorded 
was  decidedly  downward  with  no  response  to  treat- 
ment. 

CASE  6478:  Female,  age  58,  expired  within  two 
hours  after  admission.  Physical  examination  states 
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pulmonary  findings  suggestive  of  tuberculosis,  also 
a greatly  enlarged  heart,  with  barrel  shaped  chest. 
Diagnosis  recorded  as  pulmonary  tuberculosis;  no 
mention  of  diagnosis  of  heart. 

CASE  6469:  A male,  27  years  of  age,  expired  30 
hours  after  admission  from  effects  of  gasoline 
burns,  received  on  face,  neck,  back,  arms,  both  ax- 
illae, right  hip,  thigh  and  leg,  left  hip  and  knee. 
Lungs  were  congested  from  inhalation  of  carbon 
monoxide,  and  heart  showed  evidences  of  endo- 
carditis. The  evidence  is  not  stated. 

CASE  6076.  Expired  third  day  after  admission, 
Male,  age  64,  who  began  having  a discharge  from 
left  ear  on  June  10  and  began  having  severe  head- 
ache and  backache  a few  days  later.  Became  uncon- 
scious on  June  17  with  a temperature  of  104.  Past 
history:  Typhoid  1907;  influenza  1918;  apopletic 
stroke  1921,  since  there  has  been  a complete  recov- 
ery. Six  to  eight  wweeks  ago  was  in  hospital  with 
“infected  bladder”  and  was  treated  at  that  time. 
Upon  admission  there  were  definite  signs  of  men- 
ingitis and  surgical  interference  was  thought  in- 
advisable at  the  time;  and  it  was  thought  the  caus- 
ative factor  in  death  was  a ruptured  brain  abscess, 
although  a chronic  prostatitis  might  be  a factor  in 
having  a bearing  on  the  cerebral  process.  Spinal 
puncture  was  done:  Wassermann  negative,  no  bac- 
teria, cells  chiefly  monos,  to  number  1960.  No  tu- 
berculosis. Ear  culture  showed  staphylococcus. 
W.B.C.  23,100;  polys.  91;  Monos  9.  X-ray  report 
says  a probable  left  mastoiditis. 

CASE  6170:  Typhoid  fever,  male,  age  21,  who 
according  to  the  record,  has  been  ill  for  four  weeks 
previous.y  and  had  severe  epistaxis  and  bowel  hem- 
orrhages for  a few  days  previous.  Patient  was  in 
extremis  on  admission  and  only  lived  two  hours. 

CASE  6223:  Male  with  advanced  pulmonary  tu- 
berculosis and  Pott’s  disease  died  of  a heat  stroke. 

CASE  6198.  Female,  expired  of  a heat  stroke. 
Both  6223  and  6198  had  fevers  of  109  on  admis- 
sion. 

CASE  6177:  A female  age  33.  On  June  29  went 
to  work  in  the  morning  and  returned  home  two 
hours  later  complaining  of  feeling  dizzy  and  tired. 
A little  later  patient  had  a convulsion;  a physician 
was  called.  His  physical  record  notes  small  con- 
tracted pupils,  stertorous  breathing,  blood  pressure 
65/5,  pulse  120  strong ; a systolic  murmur  heard 
at  apex  and  radiating  to  the  left.  Percussable  bor- 
ders of  heart  are  not  given.  No  other  findings, 
as  patient  only  lived  15  minutes  after  admission. 
Verified  temperature  was  111  degrees,  rectally,  tak- 
en three  times.  Diagnosis  was  acute  dilation  of 
heart,  and  embolism  into  medulla.  Possibly  a di- 
agnosis of  heat  stroke  would  be  just  as  good  in 
the  light  of  the  physical  findings  and  temperature. 

CASE  6202:  Gas  bacillus  infection,  developed 
within  few  hours  after  a male,  age  27,  received  a 
badly  mangled  arm  while  riding  in  a bus.  Had  ap- 
parently fallen  asleep  with  arm  hanging  out  win- 
dow and  was  side-swiped  by  another  passing  bus. 
Upon  admission  patient  was  in  severe  shock  and 
treatment  was  directed  toward  alleviating  this  con- 
dition. Within  18  hours  patient  had  definite  signs 
of  gas  gangrene  infection;  parfringens  anti-toxin, 
20  cc,  was  given  intravenously;  the  arm  was  ampu- 
tated at  the  shoulder  but  patient  expired  same  day. 

CASE  6322:  Male,  age  40,  expired  from  effects  of 
cirrhosis  of  liver  (probably).  Lived  only  one  day 
after  admission.  No  history  obtained  except  that 
he  had  been  jaundiced  for  one  month  with  pain 
in  upper  abdomen,  distention,  dizziness  and  weak- 
ness. Had  been  a heavy  whiskey  drinker  for  years. 
Abdomen  was  distended  and  had  severe  tenderness 
over  gall  bladder,  liver  was  not  palpable.  No  mass- 
es were  palpable.  No  other  positive  findings  re- 


corded to  assist  in  confirming  a diagnosis.  Urine 
was  negative,  temperature  normal. 

CASE  6073:  Male,  age  63,  in  hospital  from  June 
18  to  July  2.  Patient  was  taken  ill  on  March  1st 
with  painless  jaundice,  and  some  time  later  devel- 
oped a swollen,  tender  right  knee.  Past  history: 
smallpox  when  17  and  typhoid  when  32.  Positive 
physical  findings  recorded  were  slight  tenderness 
over  the  liver,  generalized  jaundice,  and  a swollen 
right  knee.  Marked  emaciation,  mouth  edentu- 
lous, abdomen  distended  and  doughy  to  palpation. 
Urine  essentially  negative  except  for  bile.  W.  B.  C. 
13,900,  polys.  86,  monos,  14.  Diagnosis  recorded  was 
obstruction  of  common  duct  but  physicians  appar- 
ently had  no  idea  what  was  causing  the  obstruc- 
tion. No  diagnosis  of  knee  condition  was  record- 
ed. Patient’s  course  was  gradually  down-hill,  tem- 
perature fluctuated  greatly,  being  105.6  on  June 
25;  but  was  99  the  day  of  death. 

CASE  5993:  female,  age  68,  lived  10  days  in  hos- 
pital. Gave  history  of  pain  in  chest  on  left  side 
over  a period  of  a year;  pain  also  in  epigastrium 
and  over  right  side.  Jaundiced  three  weeks  prior 
to  admission,  and  has  had  severe  epigastric  pain 
during  past  two  weeks  with  nausea,  vomiting,  loss 
of  strength  and  weight.  Physical  findings  war- 
ranted a diagnosis  of  cancer  of  stomach  and  liver 
with  a distended  gall  bladder. 

CASE  6151:  Male,  age  60,  came  to  operation  for 
a ruptured  gangrenous  appendicitis  with  tempera- 
ture of  97.6;  pulse  124  and  very  toxic.  Peritonitis 
had  developed  before  operation  and  patient  expired 
within  twenty-four  hours. 

CASE  6196:  Female,  age  18,  whose  chart  con- 
tains no  history  of  case.  Surgeon  reported  a 
sloughing,  gangrenous,  appendix  with  considerable 
free  intra-abdominal  pus.  Patient  was  very  toxic 
and  expired  in  twelve  hours  regardless  of  suppor- 
tive treatment. 

CASE  6200:  Male,  age  48,  operated  for  an  acute 
appendicitis  and  surgeon  reported  a gangrenous 
sloughing  appendix,  heavily  bound  down  with 
plastic  adhesions.  This  patient  developed  a fecal 
fistula,  apparently  and  continued  fecal  discharge 
from  first  post-operative  day  until  death,  22  days 
later. 

COMMENT 

The  three  deaths  from  appendicitis  record  the 
danger  of  such  infections,  unless  diagnosed  and 
appendix  removed  early.  Inflammation  of  the 
peritoneum  continues  to  be  a common  malady,  not 
because  its  tissue  is  so  peculiarly  susceptible  to  in- 
fection, but  because  it  is  so  often  subject  to  at- 
tacks of  peritonitis  resulting  from  ruptured  appen- 
dices, resection  or  incision  of  the  bowels  and  the 
like.  This  development  of  peritonitis  and  its  out- 
come depends  on  various  factors  involved  in  what  is 
termed  immunity,  phagocytosis,  proliferation  of  en- 
dothelial cells.  The  irritation  of  the  omentum  and 
production  of  immune  bodies  in  the  blood  stream, 
are  factors  which  destroy  bacteria,  neutralize  tox- 
ins and  “wall  off”  infection.  Like  all  infections, 
the  outcome  depends  upon  other  factors  too.  If 
the  organisms  prove  too  virulent  localization  is 
lost,  and  extension  takes  place.  The  idea  of  trying 
to  find  some  other  method  to  reinforce  natural  de- 
fensive processes  has  occurred  to  investigators. 
Earlier  attempts  sought  to  increase  intraperitioneal 
leucocytosis  by  the  use  of  sterile  irritants,  such  as 
ether.  Now,  as  in  Mayo  Clinic,  attempts  are  being 
made  to  mobilize  other  sorts  of  defensive  forces, 
such  as  the  colon  bacilli  and  enteric  streptococci, 
the  common  microbes  soiling  the  peritoneum.  In- 
traperitoneal  injections  of  combined  vaccine  of 
streptococcus  and  colon  seem  to  afford  striking  pro- 
tection in  animal  experiments  and  the  treatment 
will  no  doubt  extend  to  such  cases  as  these  three 
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cases  represent — the  injection  of  vaccine  to  stimu- 
late increased  peritoneal  resistance. 

CASE  6135:  Female,  age  49,  expired  with  a di- 

agnosis of  myocarditis.  History  was  not  obtain- 
able. Patient  was  a rather  corpulent  anemic  per- 
son with  muddy  colored  skin;  no  thyroid  enlarge- 
ment, no  lung  diseases.  Heart  normal  in  size  and 
position,  beating  120  per  minute.  Pulse  weak,  al- 
most imperceptible  at  the  wrist.  Blood  pressure 
124/82.  Abdomen  distended  and  hard,  with  ten- 
derness over  gall  bladder.  No  jaundice.  W.B.C. 
20,200,  polys.  87,  monos.,  13.  G.  I.  series  negative, 
for  definite  pathology  of  G.  I.  tract.  No  urine  re- 
port. Patient’s  course  was  definitely  down-hill; 
death  occurring  three  days  after  admission. 

CASE  5951:  Female  26,  expired  with  diagnosis 
of  exophthalmic  goitre,  one  day  after  admission. 
Patient’s  history  and  findings  conclusive  for  toxic 
goitre,  and  was  submitted  to  partial  thvroidectomv 
under  ethylene-oxygen  and  ether,  anesthesia.  Left 
lobe,  isthmus  and  one-half  right  lobe  were  re- 
moved. Expired  two  hours  after  surgery  in  deep 
cyanosis. 

CASE  6583:  Empyema  in  child  three  years  of  age. 
To  be  discussed  during  this  meeting. 

SUMMARY 

The  death  list  as  handed  to  me  consisted  of 
21  deaths  from  following  causes:  Cerebral  hemor- 
rhage three,  tuberculosis  one,  burn  case  one,  brain 
abscess  and  meningitis  one,  typhoid  fever  one,  heat 
stroke  two,  acute  dilation  of  heart  one,  gas  bacil- 
lus infection  one,  cancer  one,  appendicitis  and  per- 
itonitis three,  myocarditis  one,  empyema  secondary 
to  pneumonia  one,  unclassified,  biliary  system,  two. 

Criticism  of  Charts:  I.  There  is  lack  of  sufficient 
physical,  laboratory  and  other  evidence  stated  to 
warrant  the  diagnosis  made  on  some  charts. 
II.  Failure  to  state  complete  diagnosis  on  all  ab- 
normal  findings.  Many  charts  present  only  the 
outstandnig  diagnosis,  whereas  all  the  pathological 
conditions  found  in  the  patient  ought  to  be  recorded 
under  the  head  of  diagnosis. 

DR.  V.  KENNEDY,  commenting  upon  one  of  the 
cases  said  the  man  was  returned  to  his  room  from 
the  operating  room  and  died  soon  after.  He  said  in 
regard  to  the  position  the  patient  is  placed  on  the 
cart  that  in  nose  and  mouth  operations  the  head 
should  be  placed  in  a natural  position  to  permit 
blood  to  escape  from  the  nose  and  mouth.  In  case 
of  a tumor  or  other  patholo"-"  about  the  neck  a 
twisted  position  of  the  head  may  cause  injury  to 
the  vagus  and  possibly  may  even  cause  death. 

Comments  were  made  bv  various  men  on  the 
startling  fact  that  no  autopsy  had  been  made  on 
any  of  the  21  persons  who  died  during  the  sum- 
mer. This  is  a lamentable  fact  and  must  be  cor- 
rected. 

Case  No.  6239  was  reported  upon  by  DR.  HAMER 
as  follows: 

The  man  was  staying  in  the  White  Mountains 
for  the  summer-end,  and  he  was  seized  with  severe 
pains  in  his  left  unper  abdomen.  He  ™as  seen  by 
Dr.  Kennedy,  who  happened  to  be  there,  and  after 
a few  days  of  preparation  he  was  sent  from  the 
White  Mountains  to  Phoenix.  On  arrival  in  Phoe- 
nix he  was  much  improved.  It  seemed  that  the  au- 
tomobile ride  had  done  something  to  relieve  his 
pain. 

The  history  record  says  that  the  trouble  started 
several  days  ago  with  severe  pain  in  the  left  upper 
quadrant  and  his  pain  only  abated  when  he  stopped 
eating  or  took  castor  oil  or  enema. 

He  had  had  the  usual  diseases  of  childhood.  Had 
“ptomaine  poisoning’’  25  years  ago.  He  had  a strep- 
tococcic infection  of  his  right  hand  in  1917.  His 
general  health  had  always  been  good,  except  for 


constipation.  He  has  always  been  a small  eater.  He 
urinates  about  one  and  a half  quarts  a day  and  sel- 
dom arises  at  night  for  this  purpose.  Examination 
shows  that  the  teeth  have  pyorrhea  and  several 
caries.  Head  and  neck  are  otherwise  negative. 
Lungs  seem  all  right.  The  heart  is  average  in  size 
and  normal  in  position.  The  tones  are  good  except 
there  is  a slight  murmur  systolic  in  time  and 
heard  best  at  apex.  The  skin  of  the  abdomen  is 
scaley.  The  liver  is  not  palpable.  There  is  definite 
tenderness  on  palpation  of  the  colon.  There  are 
no  masses  nor  hernias.  The  reflexes  are  normal. 
Urine  was  normal  except  for  five  to  seven  pus 
cells  and  three  or  four  casts  per  high  dry  field. 
The  blood  showed  85  per  cent  hemoglobin;  5800 
leukocytes;  50  per  cent  polynuclears;  41  per  cent 
lymphocytes;  one  per  cent  basophiles  and  one  per- 
cent transitionals. 

The  patient  was  admitted  to  the  hospital  with 
a normal  temperature  and  was  discharged  on  the 
third  day  with  a temperature  of  100.6  degrees.  He 
was  re-admitted  t othe  hospital  about  two  weeks 
later  with  another  attack  of  severe  pain  in  the  up- 
per left  quadrant  of  the  abdomen.  The  probable 
diagnosis  was  diverticulitis. 

Dr.  Tuthill  was  called  in  consultation  this  time 
and  his  examination  revealed  the  same  abnormali- 
ties as  had  Dr.  Hamer’s  examination.  His  conclu- 
sion was  that  he  was  unable  to  substantiate  the 
diagnosis  of  diverticulitis.  He  said  he  had  seen  a 
number  of  cases  of  obscure  pain  in  the  abdomen 
relieved  by  attention  to  foci  of  infection  elsewhere. 
He  believed  that  this  case  might  respond  similarly. 

The  patient’s  temperature  rose  to  103  while  he 
was  in  the  hospital.  He  had  chilly  sensations  and 
complained  of  fulness  and  pain  in  the  left  side. 

He  had  four  teeth  extracted.  Proctoscopic  ex- 
amination was  made  with  negative  findings.  Four 
urine  examinations  were  made  and  all  were  normal 
except  for  a few  pus  cells.  The  blood  culture  was 
negative;  the  Wassermanns  were  negative;  x-ray  of 
the  colon  and  of  the  chest  showed  no  abnormalities. 
The  Malta  fever  tests  were  negative. 

The  patient  was  definitely  improved  when  he  left 
the  hospital,  after  being  there  eleven  days.  He 
continued  to  have  attention  to  his  teeth  and  there 
has  been  a marked  improvement  in  his  condition. 

Dr.  Hamer  was  of  the  opinion  that  Dr.  Tuthill’s 
conception  of  the  case  is  probably  correct  and  that 
the  man  will  get  entirely  well  when  the  sources  of 
infection  are  cleared  up.  He  has  gained  20  pounds 
in  weight  and  has  had  no  return  of  the  symptoms. 

Case  5813  was  presented  by  DRS.  KENNEDY 
and  GOODRICH.  This  was  a man  fifty-five  years 
of  age.  For  the  past  year  he  has  passed,  period- 
ically, bright  red  blood  from  his  rectum.  The  past 
three  months  he  has  passed  dark  red  blood  with 
every  bowel  movement.  He  says  there  was  about 
one-half  ounce  each  time.  He  often  gets  up  at 
night  three  to  four  times  because  of  the  desire  to 
evacuate  his  bowels,  and  only  passes  blood.  He 
only  has  intense  pain  for  a short  time. 

He  has  had  the  usual  diseases  of  childhood:  Diph- 
theria at  11;  double  pneumonia  at  six  and  pneumo- 
nia aeain  at  11;  and  again  at  20;  he  had  the  influ- 
enza in  1928  and  was  very  ill;  he  suffers  from  se- 
vere constipation ; he  urinates  three  or  four  times  a 
day  and  has  frequent  urinations  at  night:  he  has 
had  a tonsillectomy  operation;  he  had  his  ri°-ht 
arm  broken  some  12  years  ago. 

The  patient  was  normal  in  every  way  except  for 
two  abscessed  teeth  and  a carcinoma  of  the  rectum 
just  below  the  junction  of  the  sigmoid.  The  pro- 
toscopic  examniation  showed  the  growth  to  be  about 
four  to  five  inches  from  the  anal  orifice. 

He  was  admitted  to  the  hospital  on  the  13th  day 
of  May.  An  exploratory  laparotomy  was  done  on 
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the  16th,  with  the  hope  that  the  growth  could  be 
reached  by  this  attack.  A colostomy  was  done  and 
the  abdomen  was  closed  as  the  mass  was  too  low 
to  reach  by  this  approach.  The  mass  was  excised 
May  31  by  the  Kraske  operation.  It  was  a large 
nodular  cancer,  three  inches  long  and  nearlv  oc- 
cluding the  lumen  of  the  rectum.  There  was  a 
midline  incision  and  the  coccyx  and  two  lower  seg- 
ments of  the  sacrum  were  removed.  An  end  to 
end  anastomosis  was  done  on  the  segments.  A 
drainage  tube  was  inserted  up  through  the  anus 
and  rectum.  Two  cigarette  drains  were  placed  in 
the  operative  field.  On  the  19th  of  July  the  col- 
ostomy opening  was  closed.  The  abdomen  was 
then  closed.  One  cigarette  drain  was  inserted  in 
the  wound. 

The  pathological  report  reads  as  follows:  Speci- 
men consists  of  a portion  of  the  colon  with  a large 
papillomatous  type  of  growth  extending  into  the 
lumen.  Sections  show  fibrous  stroma  supporting 
multiple  layers  of  epithelium.  In  many  places  the 
epithelial  cells  are  arranged  in  gland-like  tubules. 
The  cells  are  typical  and  in  multiple  layers,  evi- 
dently representing  a papillary  type  of  adeno-car- 
inoma. 

The  repeated  urine  examinations  showed  on  one 
examination  a granular  cast  and  a few  pus  cells; 
two  occasions  slight  traces  of  albumen  were  found. 
A stool  examination  showed  nothing  abnormal  ex- 
cept the  blood. 

The  patient  made  a rapid  recovery  and  left  the 
hospital  in  exceptionally  good  condition. 

He  had  been  examined  a year  before  and  no  tu- 
mor was  discovered  at  that  time.  Dr.  Goodrich 
says  that  low  down  tumors  are  easy  to  recognize 
when  examined  for  but  the  hio-h-up  tumors  are  of- 
ten difficult  to  find.  This  tumor  was  high-up.  It 
was  suspected  a year  before  but  not  found. 

DR.  WATKINS  commented  upon  the  successful 
outcome  of  this  patient’s  condition  and  said  that 
the  surgical  work  was  beautiully  done.  At  the  time 
of  x-ray  examination  (which  was  not  mentioned  in 
the  presentation  of  the  case)  he  doubted  that  the 
lesion  was  operable.  It  seemed  to  him  that  there 
was  not  enough  bowel  to  be  brought  down  to  unite 
with  the  lower  segment.  Such  cases  are  more  eas- 
ily diagnosed  by  the  proctoscope  than  by  the  x-ray, 
although  this  case  was  diagnosed  by  the  x-ray.  Dr. 
Watkins  said  that  Dr.  Goodrich  has  several  suc- 
cessfully operated  cases  of  this  type  going  about 
the  streets  of  Phoenix.  In  regard  to  the  relative 
value  of  x-ray  and  surgery  he  said  that  in  such 
cases  as  this  surgery  was  the  method  of  choice 
but  in  the  event  that  the  growth  has  extended  so 
that  it  is  inoperable,  then  x-ray  will  usually  re- 
tard the  extension  of  the  process. 

Dr.  Goodrich  speaking  again  said  that  he  believed 
these  cases  should  receive  radiation  after  operation 
as  this  case  will.  He  said  that  cancer  of  the  rec- 
tum ordinarily  extends  by  direct  continuity  rather 
than  through  the  blood  stream.  In  this  case  a wide 
resection  was  done  and  the  bowel  was  brought 
down  with  little  extra  tissue  to  spare. 

DR.  HOWELL  RANDOLPH  complimented  Dr. 
Goodrich  on  the  excellent  results  obtained  in  this 
difficult  case.  He  has  seen  a number  of  these  cases 
and  knows  that  they  are  unusually  difficult. 

Case  6583  was  presented  by  DR.  HOWELL  RAN- 
DOLPH. This  was  a baby  two  years  of  age.  It 
was  brought  to  the  hospital  with  the  information 
from  its  parents  htat  the  child  had  a high  fever, 
cough,  drowsiness  and  a disinclination  to  move 
itself. 

Two  months  ago  the  child  had  an  attack  of  what 
was  diagnosed  as  pneumonia.  She  was  seriously 
ill  for  several  days;  then  improved.  Since  that 
time  she  has  had  periodical  fever,  and  drowsiness 


during  which  time  she  would  sleep  very  heavy, 
then  awaken  feeling  better. 

About  ten  days  ago  she  developed  high  fever, 
somnolence  and  would  scarcely  let  herself  be  moved. 
The  child  was  fairly  well  nourished,  with  dry 
scaly  skin  on  the  abdomen.  Respiration  is  fre- 
quent and  rapid.  Heart  pulsation  is  pushed  to  the 
right.  Percussion  showed  dulness  over  the  entire 
left  chest.  Heart  sounds  are  normal.  Pulse  160. 
Abdomen  is  tender.  Suggestive  Kernig  but  this  was 
interpreted  as  the  result  of  the  general  toxic  state. 
Fluoroscopic  examination  reveals  a deep  shadow 
in  the  left  base  which  extends  up  and  diminishes  in 
density  toward  the  apex.  Aspiration  from  the 
left  chest  obtained  small  amount  of  brown  pus 
with  a foul  odor.  There  were  slides  made  from 
this  showing  acid-fast  organisms.  There  was  no 
gmrowth  on  culture.  Diagnosis:  Empyema. 

DR.  GREER  saw  the  child  in  consultation  and 
he  noted  a marked  edema  of  the  skin;  he  recom- 
mended an  operation.  The  urine  findings  were 
negative  except  for  10-12  pus  cells  per  field. 

On  August  27  under  novocaine,  a rib  resection 
was  done  in  the  axillary  line  and  a tube  for  either 
open  or  closed  drainage  was  inserted.  The  imme- 
diate post-operative  condition  was  not  good.  The 
drainage  was  relatively  small.  On  the  30th  an 
x-ray  examination  of  the  child  was  made  and  there 
was  diffused  density  throughout  the  left  lung. 
There  were  patches  of  irregular  density.  The  ir- 
regular patches  were  perhaps  consolidated  areas 
in  the  lung  showing  through  the  general  density. 
The  drainage  tube  extends  into  the  lower  part  of 
the  pleural  cavity.  The  heart  and  mediastimun  are 
both  pushed  slightly  to  the  right.  The  right  lung 
appears  normal. 

The  child  ran  an  irregular  temperature,  as  high 
as  105.2  and  was  not  below  104  for  four  and  one- 
half  days.  The  pulse  continued  around  160-170 
and  inspiration  from  54-60.  The  child  died  on  the 
fifth  day. 

Case  1600  was  presented  by  Dr.  L.  C.  BARLOW. 
She  was  first  admitted  to  the  hospital  upon  June 
20  with  a diagnosis  of  bilateral  salpingitis,  gonor- 
rheal origin,  with  pelvic  peritonitis.  The  chief 
complaint  was  pain  in  the  right  lower  abdomen. 

She  had  previous  attacks  in  April,  1928  and  in 
February,  1929  but  not  so  severe  as  this  attack. 
The  patient’s  history  was  negative.  The  examina- 
tion was  negative  except  for  a moist  skin,  and  ten- 
derness of  the  lower  part  of  the  abdomen.  This 
was  extremely  tender.  Muscle  rgiidity  is  marked. 
A rectal  examination  revealed  that  the  entire  pelvis 
was  extremely  tender  and  there  were  masses  on 
both  sides  corresponding  to  the  areas  of  the  tubes. 

No  gonoccoci  were  found  in  the  vaginal  smears. 
The  patient  had  an  irregular  temperature,  up  to 
The  patient  had  an  riregular  temperature,  up  to 
102  and  on  the  third  day  left  the  hospital  at  her 
own  request  with  a temperature  of  100.  She  was 
returned  to  the  hospital  again  on  July  18  with  the 
diagnosis  of  bilateral  salpingitis  with  abscess. 

The  physical  findings  were  the  same  as  before. 
The  blood  pressure  was  100/70.  The  perineum  was 
normal.  Cervix  was  tender  and  in  the  midline  and 
points  anteriorly.  Uterus  was  posterior,  immovable 
and  tender. 

On  the  day  of  admittance  she  was  operated  on, 
the  tubes  and  uterus  being  removed.  Pelvis  was 
markedly  inflamed  and  full  of  adhesions. 

On  the  20th  she  was  transfused  because  she  was 
not  doing  well.  Pulse  was  rapid  and  the  patient 
was  delirous  and  restless.  She  was  given  700  cc. 
of  blood  by  the  indirect  method.  The  pulse  grad- 
ually came  down  and  the  patient’s  condition  became 
more  favorable  and  she  made  a satisfactory  re- 
covery from  this  condition. 
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The  urine  was  negative.  The  blood  showed  85* 
per  cent  hemoglobin;  4,100,000  reds  and  22,000  to 
34,000  whites.  There  was  as  high  as  93  per  cent 
polynuclears.  On  the  24th  the  patient  developed  a 
severe  left  side  parotitis.  Her  temperature  was 
high,  104  axillary;  pulse  reached  160.  The  temper- 
ature continued  high,  about  103  axillary  and  the 
pulse  continued  around  130-140  and  on  the  26th 
she  developed  a right-sided  parotitis.  Each  was 
promptly  opened  with  six-inch  incisions;  following 
this  there  was  a gradual  decline  of  both  pulse  and 
temperature. 

There  was  a slow  gradual  healing  and  the  patient 
was  discharged  on  the  35th  day.  She  then  had  had 
practically  no  temperature  for  ten  days. 

The  interesting  feature  of  this  case  was  the 
parotitis.  Most  cases  who  develop  this  type  of  in- 
fection in  the  course  of  an  operation  rarely  get 
well.  This  patient  has  nothnig  worse  than  the 
scars  upon  her  face. 

DR.  HAMER  said  that  he  had  seen  this  case  the 
first  time  she  was  in  the  hospital  and  that  he  be- 
lieved the  condition  to  be  an  acute  gonorrheal  in- 
fection. He  undertook  to  keep  her  quiet  and  ice 
bags  on  her  abdomen;  but  she  would  not  do  what 
she  was  told  and  left  the  hospital  without  his  ap- 
proval. 

In  response  to  a question  from  DR.  GREER  as 
to  the  type  of  organisms  in  the  parotids  Dr.  Bar- 
low  said  that  the  common  opinion  is  that  parotitis 
is  a metastatic  inflammation  from  the  pelvic  con- 
dition. 

DR.  SMITH  asked  the  question  as  to  how  long 
salpingitis  should  wait  before  doing  the  inevitable.. 

Dr.  Barlow  in  response  said  that  each  case  is  a 
law  unto  itself.  It  must  be  treated  accordingly. 
He  had  been  taught  to  wait  as  long  as  the  patient 
is  doing  well  but  not  to  wait  until  she  is  in  danger 
of  dying. 

Dr.  Smith  then  asked  why  an  acute  gonorrheal 
abdomen  is  any  different  from  any  other  acute  ab- 
domen. He  implied  that  his  opinion  is  that  the 
treatment  should  be  the  same  for  the  two. 

DR.  BROCKWAY  said  that  gonorrheal  infections 
in  the  female  had  nearly  no  mortality  from  going 
unonerated,  and  operations  are  not  always  inev- 
itable. 

DR.  RANEY  said  that  he  had  seen  seven  cases 
of  acute  gonorrheal  salpingitis  operated  on  in  the 
early  stage  of  infection  and  all  of  them  died. 

Case  6399  was  reported  by  DR.  KENNEDY. 
This  was  a man  38  years  of  age.  He  had  been  ill 
for  a number  of  days  before  he  entered  the  hospi- 
tal. There  was  no  definite  reason  for  his  being 
ill  so  far  as  he  knew,  but  he  did  not  feel  able  to 
be  about. 

Examination  showed  that  the  man  looked  ill,  and 
that  he  had  lost  considerable  weight.  Eyes,  ears 
and  nose  were  normal.  Teeth  were  in  fairly  good 
shape.  Breath  was  fetid.  Neck  was  negative. 
There  were  musical  rales  throughout  the  left 
chest,  probably  the  site  of  an  old  tuberculous  pro- 
cess. Heart  was  not  greatly  enlarged,  no  mur- 
murs. The  abdomen  was  firm  and  tense,  no  mases 
felt.  There  was  tenderness  over  the  colon  and 
about  the  abdomen.  Temperature  was  101.8  on 
admittance  and  gradually  declined  day  by  day  until 
at  the  end  of  the  eighth  day  it  rarely  went  above 
99.  His  blood  gave  a positive  Widal  reaction. 

He  had  an  uneventful  recovery  and  was  dis- 
charged on  the  20th  hospital  day. 

The  president  of  the  staff  said  that  this  case 
had  been  put  upon  the  program  to  call  attention  to 
the  fact  that  we  still  have  typhoid  with  us,  much  to 
our  sanitation  shame. 

Dr.  KENNEDY  asked  to  report  on  recent  litera- 
ture on  typhoid,  spoke -as  follows: 


(1)  Nursing  is  probably  the  most  important  ele- 
ment in  the  treatment  of  typhoid. 

(2)  Hydrotherapy  is  the  mainstay  of  our  ther- 
apy. The  “bath”  combats  hyperpyrexia,  generally 
tones  up  the  body,  does  much  for  the  well  being  of 
the  patient  and  promotes  elimination  of  waste. 

(3)  Diet.  In  1882  Van  Hosslin  concluded  that 
typhoid  patients  absorb  food  readily.  In  1904  Van 
Leyden  and  Klemperer  found  absorption  in  typhoid 
to  be  nearly  equal  to  that  of  well  persons.  They 
could  prevent  wasting  in  their  patient  but  they 
could  not  keep  them  in  nitrogen  equilibrium.  Recent 
conclusions  corroborate  this.  High  caloric  diet 
metabolic  studies  have  shown: — (a)  Total  body 
metabolism  increases  with  rise  in  temperature  and 
lowers  with  fall.  There  is  an  average  increase  of 
40  per  cent  in  metabolism  in  typhoid,  (b)  Increased 
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metabolism  does  not  increase  from  food  intake.  On 
liberal  diet  it  differs  but  slightly  from  that  of  fast- 
ing state,  (c)  Food  has  little  or  no  dynamic  action 
in  typhoid.  If  protein  is  kept  relatively  low  it  does 
not  increase  heat  production,  (d)  In  typhoid  there 
is  toxic  destruction  of  protein  indicated  by  negative 
nitrogen  balance,  (e)  It  is  impossible  to  maintain 
nitrogen  equilibrium  on  high  fats  and  protein. 
Three  thousand  to  five  thousand  calories  with  high 
carbohydrates  will  maintain  and  often  increase 
weight  during  febrile  period,  (f)  Carbohydrates 
and  protein  can  be  absorbed  readily,  but  fat  in 
larp-e  proportion  is  absorbed  slowly, 

(4)  Antipyretics  are  mentioned  to  be  condemned 
for  routine  use.  Coal-tar  products  in  large  amounts 
are  deleterious. 

(5)  Serum:  Chantemasse  used  serum  of  horses 
immunized  to  toxin  of  typhoid  bacilli  in  1000  cases 
with  4.3  percent  mortality  while  during  the  same 
epidemic  17  per  cent  mortality  prevailed.  Rodet 
used  a similar  serum  for  conferring  passive  immu- 
nity and  it  seemed  to  shorten  the  course  of  the 
disease. 

(6)  Vaccine:  Say  uses  a sensitized  vaccine  and  in 
98  cases  33  were  shortened,  32  benefited  and  33  not 
affected.  Mortality  was  6.6  percent.  He  collected 
results  of  78  observers  using  same  serum  in  2582 
cases.  Sixty-five  per  cent  were  benefited  and  11.6 
percent  had  average  mortality. 

In  Index  Medicus  for  1922  there  is  a report  of 
120  cases  in  whom  were  used  Comomia’s  vaccine 
with  7.5  percent  mortality. 

ORVILLE  HARRY  BROWN,  M.D.,  Secy. 


ST.  JOSEPH’S  HOSPITAL  (Phoenix). 

(October  Staff  Meeting) 

The  regular  monhtly  staff  meeting  was  held  on 
October  7th.  with  36  members  present.  The  meet- 
ing was  called  to  order  by  Dr.  D.  Fournier,  secre- 
tray,  who  read  the  minutes  of  the  previous  meeting 
and  also  the  regular  Monthly  Analysis  of  Hospital 
Service. 

After  a discussion  of  some  items  of  business,  the 
regular  staff  conference,  which  was  in  charge  of 
Dr.  George  M.  Brockway,  was  entered  into. 

DR.  H.  T.  BAILEY  was  asked  to  give  any  items 
of  interest  which  he  had  brought  back  from  the 
American  Medical  Association  meeting  in  Portland. 
Some  very  interesting  data  on  the  eyes  and  the  care 
of  eye  diseases  was  presented  by  him. 

DR.  E.  PAYNE  PALMER,  who  was  also  on  the 
progi'am  for  a similar  report,  was  ab<=»T'+  but  sent 
in  the  following  comments  which  were  read: 

While  in  Portland  I attended  all  of  the  scientific 
meetings  of  the  Section  of  Medicnie.  one  of  the 
meetings  in  the  Section  of  Surgery  which  was  a 
symposium  on  gall  bladder  disease  and  one  of  the 
meetings  in  the  Section  of  Gastroenterolo"^  and 
Proctology. 

There  were  very  many  interesting  papers  but  on 
the  whole  many  were  on  subjects  which  are  rather 
rare  and  not  of  a great  deal  of  importance.  There 
were  three  papers  on  coccidioidal  granuloma.  For 
a while  this  disease  was  known  to  exist  only  in  Cal- 
ifornia and  it  was  thought  to  have  been  introduced 
there  from  South  America.  However,  it  has  been 
reported  in  eight  other  states.  If  I remember  cor- 
rectly there  had  been  something  like  sixty  or  sev- 
enty cases  reported  in  California  and  onlv  an  occa- 
sional case  in  the  other  states.  Of  course  the  most 
plausible  explanation  of  why  it  has  not  been  report- 
ed in  other  states  is  the  failure  to  recognize  it.  It 
is  the  consensus  of  opinion  that  this  disease  is  con- 
tracted by  coming  in  contact  with  the  soil  and  is  not 
infectious  from  one  patient  to  another.  The  disease 
may  run  a long  and  insidious  course  and  usually 


simulates  tuberculosis  of  the  lungs,  skin  or  bones. 
It  is  most!  commonly  diagnosed  at  first  as  tubercu- 
losis of  the  lungs.  It  is  usually  fatal. 

There  were  two  or  three  papers  on  malta  fever. 
There  was  nothing  new  or  of  particular  importance 
pertaining  to  this  disease  except  the  mode  of  infec- 
tion. It  was  formerly  thought  to  be  contracted  only 
by  drinking  goat’s  milk  but  it  is  recognized  now  as 
the  same  organism  as  the  bacillus  aortus  that  oc- 
curs in  cattle  and  that  it  can  be  contracted  bv  com- 
ing in  physical  contact  with  the  disease  as  well  as 
by  drinking  the  infected  milk. 

There  was  considerable  discussion  on  arterial  hy- 
pertension with  special  reference  to  the  essential 
type  and  the  conclusions  were  that  diet  and  drugs 
played  the  most  insignificant  part  in  the  manage- 
ment of  this  condition.  The  most  important  factor 
was  a reduction  of  the  patient’s  mental  and  physi- 
cal activities. 

Dr.  George  Dock  of  Pasadena  presented  a paper 
in  which  he  discussed  a series  of  neuralgic  symp- 
toms which  he  attributed  to  the  nasal  ganglions. 
He  also  discussed,  motor,  sensory  and  vasomotor 
phenomena,  including  hay  fever  and  asthma,  as  part 
of  this  symptom  complex  which  has  been  known  in 
the  past  as  Sluder’s  syndrome.  This  discussion  was 
similar  to  the  one  we  had  in  Phoenix  last  winter 
by  Dr.  Hazeltine  of  Chicago. 

Dr.  William  Robey  of  Boston  presented  a paper 
in  which  he  advocated  tonsillectomy  during  the  acute 
attack  of  rheumatic  fever.  His  contentions  were 
that  early  removal  of  the  focus  of  infection  pre- 
vents danger  to  the  heart  which  so  seldom  escapes 
when  the  disease  pursues  its  usual  course.  By  so 
doing  it  greatly  reduces  the  period  of  sickness,  so 
is  of  great  economic  value  to  the  hospital  as  well 
as  to  the  patient. 

An  interesting  survey  has  been  made  by  some  of 
the  attending  men  in  Los  Angeles  County  Hospital, 
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in  which  they  reviewed  1000  successive  cases  that 
were  admitted  to  the  hospital,  in  relation  to  proto- 
zoan infection  in  the  human  bowel.  They  found 
that  eight  per  cent  of  these  patients  had  intestinal 
protozoa.  Of  course,  the  important  question  in  this 
matter  was  to  determine  how  many  of  this  group 
had  pathogenic  protozoa  or  how  many  had  symp- 
toms referable  to  this  intestinal  condition.  This 
group  of  patients  were  suffering  from  arthritis, 
iritis,  diarrhea,  general  debility  and  anemia.  This 
phase  of  their  examination  has  been  ordinarily  dis- 
regarded. The  point  raised  was  that  if  we  were  to 
disregard  eight  per  cent  of  our  patients  who  have 
chronically  infected  tonsils,  we  would  be  missing 
one  of  the  most  common  foci  of  infection. 

The  symposium  on  gall  bladder  in  the  section  of 
surgery  precipitated  a very  spirited  discussion.  The 
conclusions  reached  by  the  surgeons  were  that  the 
internists  and  general  practitioners  will  not  refer 
their  patients  for  operation  until  the  patient  is  eith- 
er compelled  by  the  severity  of  the  symptoms  or 
until  they  have  suffered  for  many  years  and  the 
infectious  process  in  the  gall  bladder  has  spread  so 
far  beyond  the  limits  of  the  gall  bladder  that  many 
surgical  failures  result.  It  was  also  emphasized 
that  the  operation  was  merely  the  first  step  toward 
the  relief  of  the  patients  and  it  should  be  followed 
by  months  and  even  years  of  careful  supervision. 
If  the  percentage  of  surgical  cures  is  to  be  increas- 
ed, these  patients  will  have  to  be  operated  on  in  the 
earlier  stages  of  their  infection. 

The  first  paper  in  the  Section  of  Gastroenterology 
was  by  Francis  H.  Redewill  and  J.  E.  Potter  of  San 
Francisco,  read  by  Dr.  Potter.  They  reported  30 
cases  of  urinary  infections  which  failed  with  the 
usual  urological  procedures  and  responded  in  their 
hands  only  after  they  had  considered  the  colon  as 
the  focus  of  infection.  They  described  methods  of 
colon  irrigation,  and  changing  of  the  intestinal  flora, 
and  also  by  a process  of  physiotherapy  in  which 
they  succeeded  in  having  a lamp  made  from  which 
the  irritating  rays  from  both  the  infra  red  and  ultra 
violet  have  been  eliminated.  They  claimed  that  they 
could  pass  this  as  far  as  the  splenic  flexure  and 
found  that  it  had  a very  definite  effect  on  these 
septic  colons  which  acted  as  a chronic  foci  of  infec- 
tion. The  general  discussion  of  this  paper  had  a 
rather  humorous  ending  when  Dr.  Frank  Smithies 
of  Chicago  made  some  remarks. 

Drs.  Jordan  and  Lahey  of  Boston  presented  a 
very  able  discussion  of  the  differentiation  between 
gastric  ulcer  and  gastric  carcinoma  and  by  the  use 
of  x-ray  to  arrive  at  the  time  when  surgical  inter- 


vention is  indicated,  that  is,  the  time  when  the  le- 
sion is  malignant  and  not  a simple  gastric  ulcer. 

Dr.  Conner  of  Rochester  reviewed  a large  num- 
ber of  cases  of  gastric  achlorhydria  and  it  was  his 
contention  that  the  absence  of  hydrochloric  acid  in 
the  stomach  was  very  often  hereditary  because  it 
was  more  often  found  in  blood  relations  and  mem- 
bers of  the  family.  He  advocated  the  continual  ad- 
ministration of  hydrochloric  acid  in  these  patients 
as  long  as  they  lived  as  a possible  prophylactic 
measure  against  pernicious  anemia. 

The  scientific  exhibits  were  equally  as  interesting 
and  instructive  as  the  presentation  of  papers  and 
the  discussion  of  same  before  the  various  sections. 
The  fracture  demonstrations  put  on  by  the  Coopera- 
tive Committee  on  Fractures,  in  charge  of  Dr. 
Nathaniel  Allison  and  Dr.  Kellogg  Speed  of  Chicago, 
proved  to  be  one  of  the  most  interesting  demonsrta- 
tions  at  the  Portland  meeting.  I had  the  privilege 
of  assisting  in  the  demonstrations. 

All  available  space  around  the  demonstrations 
was  crowded  at  all  times  by  an  interested  audience 
who  could  ask  questoins  much  more  rapidly  than 
they  could  be  answered. 

The  methods  of  detecting  fractures  of  the  lower 
end  of  the  radius,  methods  of  reduction,  the  most 
approved  method  of  treatment  of  supracondylar 
fractures,  Potts’  fracture  and  fracture  of  the  shaft 
of  the  femur  were  the  ones  demonstrated.  The  sim- 
plest methods  of  diagnosis  and  treatment  were  ad- 
vocated. Early  active  motion  in  and  around  the 
fractured  joint,  what  the  patient  can  and  will  do 
without  pain,  is  advocated  early  in  order  to  prevent 
deformity. 

I will  suggest  that  each  and  every  one  who  can 
attend  these  meetings  of  the  American  Medical  As- 
sociation and  try  and  get  the  habit  of  attending 
them  annually.  At  these  meetings  you  will  find  the 
best  men  of  the  country.  These  men  attend  because 
they  wish  to  stay  in  close  touch  with  the  progress 
of  medicine  and  in  the  various  specialties  and  it  is 
at  these  meetings  that  the  new  things  are  brought 
out  and  advocated  long  before  they  are  published. 
When  one  gets  to  know  these  men  personally,  he 
can  appreciate  the  work  they  are, doing.  One  also 
meets  old  classmates  and  renews  old  friendships 
which  is  well  worth  the  trip  across  the  country. 

DR.  J.  M.  GREER  presented  Case  No.  16863.  This 
was  a young  woman,  about  twenty  years  of  age, 
brought  to  the  surgery  about  9:30  p.  m.,  June  9,  in 
semi-conscious  condition;  she  had  been  in  an  aero- 
plane accident.  Pupils  were  contracted  and  equal. 
No  bleeding  from  the  ears  but  some  from  the 
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mouth,  though  could  not  tell  where  it  came  from. 
Pulse  was  weak  and  patient  evidently  in  severe 
shock.  Nothing  could  be  made  out  from  chest  ex- 
amination. Leg  was  fractured.  Evidence  of  some 
internal  injury,  possibly  ruptured  intestine.  There 
was  no  gross  evidence  of  skull  fracture,  but  there 
was  severe  concussion.  Spinal  puncture  was  not 
done,  though  probably  it  should  have  been  done. 
Temperature  was  103  and  reached  106  before  death, 
which  occurred  at  2 p.  m.  the  following  day,  less 
than  24  hours  after  admission  to  hospital. 

Autopsy  performed  by  DR.  W.  O SWEEK,  in 
the  absence  from  the  city  of  Dr.  Mills,  the  hospital 
patholgoist,  showed  the  following: 

Well  developed  and  well  nourished  young  wo- 
man of  about  twenty  years.  Dark  complexion,  fair 
skin.  Rigor  mortis  has  set  in  and  the  following 
marks  and  evidences  of  injury  are  noted: 

There  is  a scar  on  the  right  side  of  the  head  cor- 
responding very  roughly  to  the  parieto-frontal  su- 
ture. At  right  angles  to  this  is  another  scar  going 
across  the  front  of  the  forehead  to  the  inner  side  of 
the  left  eye.  This  scar  apparently  extends  down  to 
the  bone.  There  is  marked  ecchymosis  of  the  upper 
and  lower  eya  lids  and  also  of  the  right  lower  lid. 
There  is  a small  incised  wound  about  one  inch  long 
and  one-half  inch  deep  on  the  right  side  of  the 
scalp  about  one  inch  above  the  ear. 

There  is  ecchymosis,  discoloration  and  evidence  of 
subcutaneous  hemorrhage  over  the  right  chest  ex- 
tending from  the  clavicle  over  the  sternum  and  to 
the  breasts,  and  to  some  extent  over  the  upper  part 
of  the  breasts.  The  abdomen  is  somewhat  distend- 
ed. There  is  a lacerated  wound  about  two  and  one- 
half  inches  above  the  right  knee,  irregular  in  shape 
and  closed  with  sutures.  There  is  an  abrasion  and 
contusion  on  the  right  shin  at  about  the  junction  of 
the  lower  and  middle  third,  and  also  on  the  dor- 
sum of  both  feet.  There  is  a compound  comminuted 
fracture  of  both  bones  of  the  left  leg  and  a fracture 
dislocation  of  the  right  foot. 

The  abdomen  is  somewhat  distended.  Upon  open- 
ing there  presents  a rather  clear  fluid,  pinkish  in 
color.  The  viscera  in  situ  present  no  gross  lesions. 
The  uterus,  tubes  and  adnexa  are  normal  in  appear- 
ance. In  the  region  of  the  hepatic  flexure  of  the 
colon  there  is  some  infiltration  of  the  peritoneum 
posteriorly.  There  is  some  bile  discoloration  in  the 
region  of  the  gall  bladder  but  no  evidence  of  the 
gall  cyst.  The  gall  bladder  is  well  back  under  the 
liver  and  well  over  to  the  right  and  adherent  to  the 
colon,  a congenital  condition.  The  liver  presents 
only  slight  evidence  of  trauma.  The  spleen  is  prac- 
tically normal  and  presents  some  slight  discolora- 
tion on  the  postero-inferior  margin.  The  stomach  is 


full  of  undigested  food  but  presents  no  signs  of 
gross  injury. 

Upon  opening  the  chest  there  presents  marked 
discoloration  of  the  superficial  areolar  tissue  and  a 
fracture  of  the  sternum  at  the  level  of  the  second 
rib.  The  pericardium  is  intact,  no  fluid  in  the  sac, 
and  the  heart  is  normal  in  size,  shape  and  position. 
The  left  lung  is  normal  and  crepitant  throughout., 
There  is  swelling,  discoloration  and  edema  of  the 
sents  signs  of  congestion  and  the  inner  portion  of 
the  middle  lobe  is  injected  and  discolored.  The  lung 
is  crepitant  throughout. 

Skull  opened  by  the  usual  incision.  Upon  eleva- 
tion of  the  scalp  the  tissues  are  markedly  discolored 
and  the  areolar  tissue  is  filled  with  bloody  fluid. 
There  is  swelling  discoloration  and  edema  of  the 
scalp  tissues  and  especially  on  the  left  side  in  the 
occipital  region.  There  is  laceration  of  the  scalp 
in  the  frontal  area  and  a small  transverse  mark  on 
the  frontal  bone  giving  the  appearance  of  a linear 
fracture  of  the  outer  table,  without  depression. 

Over  the  left  hemisphere: — There  is  marked  sub- 
dural hemorrhage  extending  from  the  anterior  to 
the  posterior  lobe,  more  marked  in  the  posterior 
lobe.  There  are  multiple  petechial  hemorrhages 
throughout  the  cortex  and  extending  down  to  the 
left  ventricle.  There  are  multiple  hemorrhages 
throughout  the  occipital  lobe.  Considerable  edema 
is  present. 

Right  hemisphere  presents  multiple  hemorrhages 
especially  in  the  cortex  but  smaller  than  those 
noted  in  the  left  hemisphere  and  not  extending  to 
the  frontal  lobe.  There  is  considerable  diffuse  ed- 
ema throughout  both  hemispheres.  The  cerebellum 
is  normal  in  appearance  and  presents  no  evidence 
of  injury  or  petechial  hemorrhages. 

Cause  of  death: — Multiple  petechial  hemorrhages 
of  the  cerebral  cortex,  with  edema  of  the  brain. 

DR.  H.  P.  MILLS  commented  on  the  autopsy 
findings,  as  follows: — 

Concussion  of  thp  brain  is  a condition  of  immedi- 
ate and  wide  spread  loss  of  cerebral  function  fol- 
lowing upon  a blow  on  the  head.  The  patient  in- 
stantly loses  consciousness,  is  pale,  covered  with 
sweat,  temperature  drops,  pulse  almost  imper- 
ceptible and  respiration  almost  suspended.  The  vi- 
tal functions  and  the  higher  mental  faculties  are 
both  involved  so  that  often  death  appears  to  be  im- 
minent. 

Boyd  places  these  cases  under  three  groups  de- 
pending upon  the  autopsy  findings: 

1.  When  there  is  laceration  of  the  brain,  espe- 
cially of  the  under  surface  of  the  frontal  lobe,  asso- 
ciated with  more  or  less  hemorrhage,  the  blood  en- 
tering the  subarachnoid  space  and  showing  in  the 
spinal  fluid. 
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i.  The  Bus  in  ess*  Q o mg  Mother 


"Doctor,  I will  have  to  give  up  nursing 
my  baby.  Our  expenses  have  been  very 
heavy  lately  and  I must  go  back  to  busi- 
ness. My  position  is  open  for  me  pro- 
vided I go  back  next  week." 

"Of  course,  you  know,  Mrs.  Rush,  that 
breast  milk  is  best  for  your  baby.  In 
every  way,  it  is  far  ahead  of  the  best 
formula.  It  is  free  from  bacteria  and 


dirt,  it  never  sours,  it  is  always  correct 
in  temperature,  and  quicker  as  well  as 
cheaper  than  bottles.  I haven’t  much 
respect  for  the  mother  who  won’t  nurse 
her  baby.  Your  case  is  perhaps  more 
excusable,  for  at  least  you  have 
nursed  your  baby  up  to  the  point 
where  the  economic  shoe  is  pinching 
pretty  tight." 


r Doctor,  in  situations  like  this,  wiiere  extenuating  circumstances  make  a 
artificial  feeding  necessary,  we  hope  you  will  consider  Mead’s  Dextri-  f* 
^ Maltose  Modification  as  the  next-best-to-mother’s  milk  infant  food.  We 
j hope  you  will  be  influenced  in  its  choice,  not  only  because  of  its  long 
clinical  background  but  because  of  the  ethical  character  of  its  makers. 


SM*ad  Johnson  & Co.,  Evansville,  Ind.,U.  S.  A. — the  strictly  ethical  house 
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2.  Cases  where  there  are  minute  hemorrhages 
scattered  throughout  the  brain,  often  evident  only 
on  microscopic  study:  such  as  were  found  in  the 
war  in  men  killed  by  bursting  of  high  explosives. 

3.  Cases  in  which  no  lesion  can  be  found  in  the 
brain.  Injury  to  the  spinal  cord  has  been  found  in 
some  of  these  cases.  In  cases  where  no  gross  or 
microscopic  lesion  can  be  found,  we  have  to  consid- 
er cellular  compression  from  the  blow  on  the  skull. 
It  is  probable  that  marked  cerebral  anemia  occurs, 
which  accounts  for  the  immediate  symptoms. 

In  the  present  case  the  wide  spread  petechial 
hemorrhages  indicates  very  extensive  cerebral 
trauma  which  together  with  the  pressure  from  the 
subdural  hemorrhage,  gives  a quite  conclusive  cause 
of  death. 

DR.  J.  J.  McLOONE  presented  Case  No.  17337, 
for  discussion.  This  was  a case  of  sinus  thrombosis 
and  brain  abscess  and  will  be  published  in  this 
journal  elsewhere,  so  that  the  discussion  is  omitted 
here. 

DR.  R.  B.  RANEY  presented  Case  No.  17335,  of 
death  from  gas  bacillus  infection.  The  history  began 
on  August  5,  with  cramps  in  the  lower  abdomen, 
associated  with  nausea,  followed  by  a vomiting 
spell.  Pain  was  referred  to  the  epigastrium  and 
around  the  umbilicus,  and  seemed  to  migrate  to 
the  lower  quadrant.  On  August  10,  he  complained 
bitterly  of  pain  in  lower  right  side,  with  consider- 
able accompanying  nausea.  A large  dose  of  Epsom 
salts  was  taken,  followed  by  an  enema,  but  instead 
of  releif,  the  symptoms  increased  in  severity,  so 
he  sought  medical  advice. 

His  general  appearance  was  that  of  a man  much 
sicker  than  the  history  would  seem  to  indicate. 
Breath  was  markedly  foul.  Marked  tenderness  in 
lower  right  quadrant,  with  a mass  which  was  diag- 
nosed as  an  indirect,  inguinal  hernia,  reducible.  Pa- 
tient states  that  this  mass  has  been  present  for 
twenty  years  and  has  given  him  no  trouble.  There 
was  some  indication  of  free  fluid  in  the  abdomen. 
Among  the  special  points  of  interest  was  that  al- 
though the  man  thought  he  had  obtained  a bowel 
movement,  he  was  extremely  constipated. 

Operation  was  performed  by  incision  just  lateral 
to  the  hernia,  and  the  mass  was  found  to  be  a di- 
rect inguinal  hernia  which  was  strangulated.  This 
was  reduced.  On  the  day  following  operation,  the 
patient’s  condition  was  very  satisfactory  and  he 
seeemd  to  be  going  on  to  recovery.  At  this  time 
the  nurse  called  my  attention  to  a small  swollen 
area  on  the  patient’s  arm.  By  evening  this  swell- 
ing had  enlarged  to  the  size  of  the  end  of  my  thumb, 
and  within  the  next  half  hour  increased  consider- 
ably. It  was  punctured  and  the  fluid  discharged 
was  bright  orange  in  color.  By  night  the  swelling 
had  extended  to  the  axilla,  and  examination  of  the 
fluid  from  the  puncture  showed  gas  bacillus  organ- 
isms (B.  Welchii).  Amputation  was  out  of  the  ques- 
tion, owing  to  the  critical  condition  of  the  patient, 
and  multiple  incisions  were  made.  Death  occurred 
approximately  seven  hours  after  the  first  swelling 
appeared. 

DR.  R.  T.  FRANKLIN  discussed  this  case,  to 
the  effect  that  amputation  was  the  only  treatment 
of  any  avail  in  such  cases. 

D.  FOURNIER,  Sec’y. 


PROPAGANDA  FOR  REFORM  . 

Anayodin.  The  Council  on  Pharmacy  and  Chem- 
istry reports  that  Anayodin  was  presented  by  the 
Ernst  Bischoff  Co.,  Inc.,  with  the  statement  that  it 
was  composed  of  iodoxyquinolin-sulphonic  acid  with 
the  addition  of  22  per  cent  sodium  bicarbonate,  and 
that  from  the  information  before  the  Council  it 
appeared  that  Anayodin  was  a mixture  prepared 


from  approximately  four  parts  of  7-iodo-8-hydroxy- 
quinolin-5-sulphonic  acid  and  one  part  of  sodium 
bicarbonate,  which  during  recent  years  has  been 
used  in  the  treatment  of  amebic  dysentery  while 
similar  preparations  under  various  trade  names 
had  before  this  been  proposed  as  wound  antisep- 
tics. The  Council  informed  the  Ernst  Bischoff  Co., 
Inc.,  that,  since  it  was  not  the  discoverer  of  the 
preparation,  the  Council  could  not  recognize  a 
proprietary  name  for  it,  but,  unless  other  conflicts 
appeared,  its  product  would  be  accepted  if  marketed 
as  chiniofon  which  name  the  Council  had  adopted 
for  the  mixture  represented  by  “Anayodin,”  if  ac- 
ceptable tests  were  provided  to  insure  its  purity 
and  uniformity  and  the  advertising  revised  to  meet 
stated  objections.  Ernst  Bischoff  Co.,  Inc.  did  not 
make  its  preparation  acceptable  and,  accordingly, 
the  Council  declared  “Anayodin’  unacceptable  for 
New  and  Nonofficial  Remedies  because  it  is  an  un- 
original preparation  marketed  under  a noninform- 
ing name  without  an  adequate  statement  of  com- 
position; because  no  evidence  was  available  to  show 
that  its  identity  and  uniformity  are  adequately 
controlled;  and  because  it  is  marketed  with  thera- 
peutic claims  which  are  unwarranted.  (Jour.  A.M. 
A.,  October  5,  1929,  p.  1065.) 

Viosterol.  Several  preparations  of  irridiated 
ergosterol,  given  for  its  vitamin  D effect,  and 
christened  “Viosterol,  by  the  Council  on  Pharmacy 
and  Chemistry,  are  now  available  on  the  market. 
Abroad  the  product  is  known  by  other  names,  and 
some  distributors  are  attempting  to  force  the  for- 
eign products  on  the  American  consumers.  Long 
before  anything  definite  was  known  as  to  its  ac- 
tual possibilities  for  good  or  harm  in  the  human 
body,  commercial  firms  attempted,  as  usual,  to 
get  it  before  the  medical  profession.  When  reports 
of  the  possible  dangers  began  to  appear  in  foreign 
medical  literature,  physicians  who  were  using  the 
product  and  representatives  of  the  Wisconsin 
Foundation  persuaded  the  promoters  to  withdraw 
the  product  until  dosage  and  dangers  could  be  es- 
tablished. Then  when  the  time  came  to  release  the 
product  again  most  leading  manufacturers  agreed 
to  the  use  of  the  common  name  selected  by  the 
Council  on  Pharmacy  and  Chemistry  as  the  name 
for  the  preparations  that  met  its  standards.  Physic- 
ians must  recognize  the  necessity  for  upholding  to  the 
fullest  extent  the  necessity  for  upholding  to  the  full- 
est extent  the  Council’s  devision  regarding  irradiat- 
ed ergosterol.  If  this  product  is  prescribed,  the  name 
to  be  used  is  “Viosterol”  and  the  brand  specified 
one  of  those  accepted  by  the  Council.  Not  “Vigan- 
tol,’  not  “Acterol.”  (Jour.  A.M. A.,  October  5,  1929, 

p.  1066.) 

Liver  Extract. — The  Council  publishes  a report 
of  the  Committee  on  Pernicious  Anemia  of  the  Har- 
vard Medical  School.  This  report  states  that  in 
May,  1927,  the  Committee  on  Pernicious  Anemia 
of  the  Harvard  Medical  School  was  organized  to 
study  the  properties  and  to  determine  the  clinical 
value  of  the  fractions  of  liver  that  were  being  ex- 
tracted, and  to  determine  in  what  way  a satisfac- 
tory product  could  be  made  available.  Under  di- 
rection of  this  Committee,  Eli  Lilly  & Co.  offered 
to  manufacture  one  of  the  extracts  developed.  The 
function  of  the  Committee  was  merely  to  supervise 
the  production  of  a suitable  extract  of  known  po- 
tency until  such  time  as  the  medical  profession 
should  have  become  accustomed  to  its  use.  The 
treatment  of  more  than  100  cases  of  pernicious 
anemia  with  this  extract  indicated  that  a satisfac- 
tory product  was  available  and  it  was  accepted  by 
the  Council  on  Pharmacy  and  Chemistry  for  New 
and  Nonofficial  Remedies,  under  the  name  “Liver 
Extract  No.  343.”  For  the  past  year  Eli  Lilly  & 
Co.  has  regularly  produced  lots  of  material  every 


Views  of  X-Ray  Laboratory,  Thomas-Davis  Clinic,  Tucson,  Ariz.  Installation  by  Los 
Angeles  Branch  of  Victor  X-Ray  Corporation. 

VICTOR  SERVICE  IN  ARIZONA 


THE  Victor  X-Ray  Corporation  has  assumed 
a responsibility  to  the  medical  profession 
which  does  not  end  with  developing  and  manu- 
facturing X-Ray  and  Physical  Therapy  ap- 
paratus of  the  most  approved  type.  It  is  a tenet 
of  the  Victor  code  that  the  operator  of  a Victor 
machine  has  the  right  to  receive  technical  aid 
when  he  needs  it. 

So,  a nation-wide  Victor  Service  Department 
was  organized  years  ago  and  direct  branches 
established  in  the  principal  cities  of  the  Unit- 
ed States  and  Canada,  where  Victor  trained  men 
are  always  available.  No  matter  where  a Vic- 
tor machine  may  be  installed  Victor  service 
stands  ready,  on  request,  to  inspect  it  or  to 
render  such  technical  assistance  as  may  be  re- 
quired. 

Victor  alone  maintains  so  comprehensive  a 
Service  Organization. 


Victor  is  as  old  as  the  X-Ray. 
Adequate  service  can  be  ren- 
dered only  by  an  organiza- 
tion of  proved  stability  and 
performance.  Whether  your 
X-Ray  needs  are  small  or 
large,  for  limited  office  work 
or  for  the  specialized  labor- 
atory, Victor  Service  can  help 
you  in  the  selection  of  equip- 
ment best  suited  for  the  de- 
sired range  of  seiwice. 


VICTOR  X-RAY  CORPORATION 


"Manufacturers  of  the  Coolidge  Tube 
and  complete  line  of  X-Ray  Apparatus 


Physical  Therapy  Apparatus,  Electro - 
cardiographs , and  other  Specialties 


2012  Jackson  Boulevard  Branchesin  all  Principal  Cities  Chicago,  Illinois,  U.S.A. 
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San  Antonio — Medical  Arts  Bldg.  Houston — 322  Medical  Arts  Bldg. 
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one  of  which  has  been  shown  to  be  clinically  effec- 
tive in  the  treatment  of  pernicious  anemia,  by  a 
standardized  process  approved  by  the  committee. 
The  committee  now  feels  that  its  function  of  de- 
veloping a reliable  commercial  product  has  been 
accomplished,  and  that  it  may  therefore  cease  ac- 
tively to  supervise  the  manufacturing  process. 
(Jour.  A.M.A.,  October  12,  1929,  p.  1144. 

The  Committee  on  Foods.  The  need  of  some  body 
to  express  judgment  of  food  products  and  food  ad- 
vertising, in  the  same  way  that  the  Council  on 
Pharmacy  and  Chemistry  considers  medical  prep- 
arations, has  become  apparent.  The  Council  has 
therefore  created  a special  committee  on  foods. 
The  manufacturers  of  food  products,  distributors 
and  all  others  interested  in  the  promotion  of  nat- 
ural food  substances  or  of  modified  foods,  for  which 
claims  are  made  in  relation  to  the  promotion  of 
good  health,  will  be  asked  to  submit  to  the  commit- 
tee the  products  and  the  advertising  material  used 
in  advancing  their  sale.  If  a product  is  found  ac- 
ceptable by  the  committee,  advertisements  of  it 
will  be  permitted  in  the  publications  of  the  Ameri- 
can Medical  Association,  the  product  will  be  listed 
in  the  books  of  foods  similar  to  New  and  Nonofficial 
Remedies,  and  the  manufacturers  will  be  permit- 
ted to  use  a symbol  indicating  that  the  product  has 
been  accepted  by  the  committee  for  listing  in  the 
book  of  foods.  If  the  product  cannot  reach  the 
standards  set  forth,  a report  will  be  published  as  is 
done  for  drug  products,  and  advertising  of  the 
preparation  will  not  be  permitted  in  the  publica- 
tions of  the  American  Medical  Association.  The 
work  of  the  Committee  on  'Foods  should  do  much 
to  carry  still  further  the  message  of  good  hygiene 
and  of  scientific  medicine.  In  begnining  this  work, 
the  Council  on  Pharmacy  and  Chemistry  again  asks 
the  complete  support  of  the  medical  profession. 
Only  by  the  sincere  cooperation  of  the  medical 
profession  with  the  committee  can  it  achieve  the 
prestige  necessary  to  complete  attainment  of  its 
objects.  (Jour.  A.M.A.,  October  12,  1929,  p.  1147. 

The  Antipellagric  Vitamin.  Evidence  has  been 
furnished  that  the  so-called  accessory  food  factor 
formerly  designated  as  vitamin  B and  supplied  in 
comparative  abundance  by  yeast  apparently  con- 
tains, in  addition  to  the  antineuritic  vitamin,  a 
factor  which  promotes  growth  and  cures  and  pre- 
vents dermatitis  in  rats;  consequently  it  has  been 
regarded  as  identical  with  the  “P-P”’  factor  de- 
scribed by  Goldberger  and  others  as  curative  and 
preventive  of  human  pellagra.  The  newest  Ameri- 
can designation  of  this  is  vitamin  G — the  vitamin 
B2  of  British  biochemists.  There  is  little  doubt 
that  both  of  these  water-soluble  vitamins  are  es- 
sential to  growth  and  -well  being;  and  it  seems  rea- 
sonably certain  that  pellagra  is  due  to  a vitamin 
deficiency.  It  is  now  known  that  unheated  yeast  is 
rich  in  both  and  that  cereals  contain  more  vitamin 
B than  vitamin  G;  milk  and  meat,  the  reverse.  The 
vitamin  G value  of  wheat  and  maize  is  low,  as  is 
that  of  dried  legumes  such  as  peas.  Meat  and  egg 
yolk  are  richer  in  vitamin  G than  are  the  cereals, 
while  liver  and  fresh  milk  are  excellent  sources  of 
this  dietary  adjuvant.  (Jour.  A.M.A.,  October  12, 
1929,  p.  1149.) 

Borocaine.  The  Council  on  Pharmacy  and  Chem- 
istry reports  that  under  the  proprietary,  nonde- 
scriptive  name  “Borocaine,”  Sharp  & Dohme,  Bal- 
timore, market  procaine  borate,  the  boric  acid  salt 
of  the  base  procaine.  The  product  was  placed  on 
the  market  on  the  basis  of  work  published  by  Cope- 
land and  Notton,  who  adopted  the  name  Borocaine 
to  designate  the  borates  of  various  anesthetic 
bases  with  which  they  experimented  and  who,  ac- 
cording to  Sharp  & Dohme,  gave  their  approval  to 
the  British  Drug  Houses  to  manufacture  procaine 


borate  under  the  title  Borocaine.  The  A.M.A. 
Chemical  Laboratory  examined  the  product  mar- 
keted as  Borocaine  and  reported  that  it  was  the 
borate  of  the  base  procaine — that  is,  procaine  bo- 
rate. From  a study  of  the  literature  it  was  con- 
cluded that  the  procaine  borate  studied  by  Cope- 
land and  Notton  agreed  essentially  in  composition 
with  the  procaine  borate  prepared  and  described 
in  1910  by  Einhom  and  Uhlfelder.  Since  procaine 
borate  was  previously  described  in  the  literature, 
the  Council  could  not  recognize  the  name  Borocaine 
on  the  score  of  novelty,  and  since  neither  Sharp  & 
Dohme,  the  British  Drug  Houses  nor  Copeland  and 
Notton  discovered  the  therapeutic  value  of  pro- 
caine or  even  the  properties  of  procaine  when  con- 
tained in  a solution  in  which  ionization  of  the  pro- 
caine salt  does  not  occur,  the  Council  could  not 
recognize  the  name  Borocaine  under  the  clause 
which  permits  the  recognition  of  a proprietary 
name  for  a previously  known  substance  discov- 
ered to  have  therapeutic  value.  The  Council  there- 
fore declared  “Borocaine”  unacceptable  for  New 
and  Nonofficial  Remedies  because  the  application 
of  a proprietary  name  to  procaine  borate  is  con- 
sidered not  to  be  in  the  interest  of  rational  ther- 
apy. (Jour.  A.M.A. , October  26,  1929,  p.  1309.) 


DISEASES  OF  THE  CHEST  AND  THE  PRIN- 
CIPLES OF  PHYSICAL  DIAGNOSIS.  By  George 
W.  Norris,  M.D.,  Professor  of  Clinical  Medicine  in 
the  University  of  Pennsylvania,  and  Henry  M. 
Landis,  M.D.,  Professor  of  Clinical  Medicine.  Uni- 
versity of  Pennsylvania ; Director  of  the  Clinical 
and  Sociological  Departments  of  the  Henry  Phipps 
Institute  of  the  University  of  Pennsylvania,  with  a 
chapter  on  the  Tranmission  of  Sounds  Through 
the  Chest,  by  Charles  M.  Montgomery,  M.D.,  and 
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a chapter  on  the  Electrocardiograph  in  Heart  Dis- 
ease, by  Edward  Krumbhaar,  Ph.D.,  M.D.  Fourth 
Edition,  Revised.  954  pages  with  478  illustrations. 
Philadelphia  and  London.  W.  B.  Saunders  Company, 
1929.  Cloth  $10.00  net. 

In  the  fourth  edition  of  Norris  & Landis’s  clas- 
sical work,  every  effort  has  been  made  to  keep  the 
book  abreast  with  the  times.  This  has  caused  the 
addition  of  much  new  material  and  the  revision  of 
much  that  has  appeared  in  former  editions. 

The  pages  on  mycotic  infections  show  some  elab- 
oration with  additions  indicating  the  growing  im- 
partance  of  this  phase  of  lung  disease.  The  re- 
viewer was  somewhat  disappointed  to  find  as  lit- 
tle attention  to  the  use  of  iodized  oil  in  diagnosis 
of  bronchiectasis;  perhaps  this  is  considered  to  be 
outside  the  field  of  this  particular  work. 

Every  general  practitioner  must  make  physical 
diagnosis  of  chest  disease,  and  therefore,  every 
one  should  have  this  book  as  one  of  the  best  refer- 
ence works  in  its  field. 

W.  W.  W. 


TULAREMIA.  By  Walter  M.  Simpson,  M.S.,  M. 
D.,  F.A.C.P.,  Director  of  the  Diagnostic  Labora- 
tories, Miami  Valley  Hospital,  Dayton,  Ohio;  fore- 
word by  Edward  Francis,  Surgeon,  United  States 
Public  Health  Service.  154  pages,  53  text  illustra- 
tions and  2 colored  plates.  Paul  B.  Hoeber,  Inc., 
New  York,  publishers.  Price  $5.00. 

This  monograph  on  tularemia  is  very  interest- 
ing, and  an  invaluable  compilation  of  all  the  known 
data  on  the  subject.  For  western  men,  such  a 
work  will  be  very  welcome.  It  embodies  in  its  his- 
torical chapter,  the  story  of  Dr.  Ancil  Martin’s  ob- 
servations in  1907,  which  observations  caused  Dr. 
Francis  to  give  to  the  Phoenix  physician  the  title 
“Father  of  Tularemia.” 

The  work  is  commended  to  all  physicians  who 
wish  to  become  acquainted  with  this  subject. 

W.  W.  W. 


DEXTRI-MALTOSE  FOR  MODIFYING  LACTIC 
ACID  MILK 

Physicians  who  are  partial  to  the  use  of  lactic 
acid  milk  in  infant  feeding  are  finding  Dextri-Mal- 
tose  the  carbohydrate  of  choice. 

To  begin  with,  Dextri-Maltose  is  a bacteriolog- 
ically  clean  product,  unattractive  to  flies,  dirt,  etc. 
It  is  dry,  and  easy  to  measure  accurately. 

Moreover,  Dextri-Maltose  is  prepared  primarily 
for  infant  feeding  purposes  by  a natural  diastatic 
action. 

Finall,  Dextri-Maltose  is  never  advertised  to  the 
public  but  only  to  the  physician,  to  be  prescribed 
by  him  according  to  the  individual  requirements  of 
each  baby. 


EL  FRESCO  REST  HOME, 

Los  Angeles,  California 

Large  comfortable  house,  with  enclosed,  furnished 
garden.  Special  emphasis  on  outdoor  life  and 
dietetics.  Terms  reasonable.  References  given.  Ad- 
dress P.  O.  Box  1057,  Station  C.,  Los  Angeles,  Calif. 


FOR  SALE — Complete  line  of  surgical  instru- 
ments, operating  table,  two  surgical  tables.  Was 
property  of  Dr.  A.  E.  Lauson,  deceased.  Address 
Box  52,  Anthony,  New  Mexico. 
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N amber  37  of  a series 
of  advertisements  in 
national  magazines 
addressed  to  the  laity 
and  setting  forth 
some  of  the  accom- 
plishments of  Medi- 
cal Science  in  the 
diagnosis,  treatment, 
and  prevention  of 
disease. 


"God  rest  ye,  little  children, 
let  nothing  you  affright.” 


The  story  of  a great  Christmas  Gift 

Lighted  tapers  in  the  hands  of  child  carollers 
gleamed  through  the  gentle  snow.  Small  voices 
hymned  Mu  lock’s  ancient  and  luminous  assur- 
ance, "God  rest  ye,  little  children."  Through 
Berlin’s  dimlit  Ziegelstein  Strasse,  that  Christ- 
mas night  in  1891,  the  spirit  of  peace  seemed  to 
rest  upon  all  God's  creatures. 

Yet,  only  a few  steps  away  from  the  happy 
singers,  in  Bergman  clinic,  a little  girl  lay 
gravely  ill  of  diphtheria. 

Suddenly  through  the  snow  and  the  music  hur- 
ried the  famous  scientist,  Emil  August  Behring 
— preoccupied,  tense,  fully  aware  that  the  mis- 
sion he  was  about  to  fulfill  might  prove  to  he 
an  epoch-making  one. 

Entering  the  sick  room,  the  bearded  scientist 
bent  over  the  suffering  child,  deftly  passed  a 
hypodermic  needle  under  her  skin  — and  inject- 
ed the  first  dose  of  diphtheria  antitoxin  ever 
given.  The  little  girl  recovered. 

What  a happy  Christmas  gift  for  this  child  and 
for  all  the  children  to  come  after  her!  After 
years  of  tireless  effort  and  many  hitter  dis- 


appointments, Behring  in  Germany,  Roux  in 
France,  and  other  devoted  scientists  had  dis- 
covered in  this  antitoxin  a sure  method,  not 
only  of  curing  diphtheria,  but  of  rendering 
children  immune  to  it. 

A heritage  that  all  can  share 

Le  ss  than  two  months  after  Behring’s  an- 
nouncement was  made  to  a scientific  congress  at 
Budapest,  Parke,  Davis  & Company  began  the 
manufacture  of  diphtheria  antitoxin  in  America. 
During  succeeding  years,  we  have  been  steadily 
improving  the  quality  and  effectiveness  of  this 
life-saving  serum. 

Through  the  preparation  of  many  serums, 
antitoxins  and  vaccines  for  the  prevention  of 
disease,  Parke,  Davis  & Company  have  been 
privileged  to  play  a vital  part  in  the  never- 
ending  task  that  faces  medical  science  in  guard- 
ing life  and  health. 

And  nothing  in  our  work  has  given  us  greater 
satisfaction  than  the  knowledge  that  we  have 
helped  to  lift  the  shadows  of  illness  and  pain 
from  the  lives  of  little  children. 


PARKE,  DAVIS  & CO. 

The  world’s  largest  makers  of  pharmaceutical  and  biological  products 
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Buffer  Value 

of 

S.  M.  A. 


The  buffer  chart  at 
the  left  shows  the  wide 
difference  between 
the  buffer  curve  of 
Breast  Milk  and  cow’s 
milk  and  the  similarity 
of  the  buffer  curve  of 
Breast  Milk  and 
S.M.A.  This  explains 
why  it  is  not  necessary 
to  add  an  acid  to 

| S.  1 M.  | A.  | 


MAY  WE  SEND  YOU  SAMPLES? 


S.  M.  A.  was  developed  at  the  Babies  and  Childrens  Hospital 
of  Cleveland  and  is  produced  by  its  permission  exclusively  by 


THE  LABORATORY  PRODUCTS  COMPANY 
West  of  Rockies 

437-8-9  Phelan  Bldg.,  San  Francisco,  Calif. 
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This  book  must  not  be  retained  for 
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